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Executive summary

Intimate partner and sexual violence affect a large proportion of the population – with
the majority of those directly experiencing such violence being women and the majority
perpetrating it being men. The harm they cause can last a lifetime and span generations, with serious adverse affects on health, education and employment. The primary
prevention of these types of violence will therefore save lives and money – investments
made now to stop intimate partner and sexual violence before they occur will protect
the physical, mental and economic well-being and development of individuals, families,
communities and whole societies.
This document aims to provide sufficient information for policy-makers and planners
to develop data-driven and evidence-based programmes for preventing intimate partner and sexual violence against women and is divided into the following chapters:
l

l

l

l

Chapter 1 outlines the nature, magnitude and consequences of intimate partner and
sexual violence within the broader typology of violence.
Chapter 2 identifies the risk and protective factors for such violence and the importance of addressing both risk and protective factors in prevention efforts.
Chapter 3 summarizes the scientific evidence base for primary prevention strategies, and describes programmes of known effectiveness, those supported by emerging
evidence and those that could potentially be effective but have yet to be sufficiently
evaluated for their impact.
Chapter 4 presents a six-step framework for taking action, generating evidence and
sharing results.

In the closing section, several future research priorities are outlined and a number
of key conclusions drawn.
The evidence-based prevention of intimate partner and sexual violence is still in its early
days and much remains to be accomplished. At present, only one strategy has evidence
supporting its effectiveness – and this only relates to intimate partner violence. The
strategy in question is the use of school-based programmes to prevent violence within
dating relationships. Evidence is, however, emerging of the effectiveness of a number of
other strategies for preventing intimate partner and sexual violence, including microfinance programmes for women combined with gender-equality education; efforts to
reduce access to and harmful use of alcohol; and changing social and cultural gender
norms. Many more strategies appear to have potential, either on theoretical grounds or
because they target known risk factors, but most of these have never been systematically
implemented – let alone evaluated.
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The public health approach to prevention taken in this document is intended to complement criminal justice-based approaches. The approach relies upon the use of population-based data to describe the problem, its impact and associated risk and protective
factors, while drawing upon the scientific evidence for effective, promising and theoretically indicated prevention strategies. Part of the approach is also to ensure that all
policies and programmes include in-built monitoring and evaluation mechanisms. At
the same time, taking a life-course perspective will help to identify early risk factors and
the best times to disrupt the developmental trajectories towards violent behaviour using
a primary prevention approach. For successful primary prevention, early intervention is
required that focuses on younger age groups.
Although pressing, the need for evidence and further research in all these areas in no
way precludes taking action now to prevent both intimate partner violence and sexual
violence. Those programmes that have evidence supporting their effectiveness should
be implemented and, where necessary, adapted. Those that have shown promise or
appear to have potential can also play an immediate role – provided strenuous efforts
are made to incorporate at the outset rigorous outcome evaluations. It is only by taking action and generating evidence that intimate partner and sexual violence will be
prevented and the field of evidence-based primary prevention of such violence will successfully mature.
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Foreword

Intimate partner violence and sexual violence are serious and widespread problems
worldwide. Apart from being violations of human rights, they profoundly damage the
physical, sexual, reproductive, emotional, mental and social well-being of individuals
and families. The immediate and long-term health outcomes that have been linked to
these types of violence include physical injury, unwanted pregnancy, abortion, gynaecological complications, sexually transmitted infections (including HIV/AIDS), posttraumatic stress disorder and depression, among others. There are also a number of
pregnancy-related complications such as miscarriage, premature labour and low birth
weight associated with violence during pregnancy. In addition, high-risk behaviours
such as smoking, harmful use of alcohol and drugs and unsafe sex are significantly
more frequent among victims of intimate partner and sexual violence.
The overwhelming burden of intimate partner violence (physical, sexual and emotional) and of sexual violence is borne by women at the hands of men. In acknowledging
the large scale and extensive consequences of the problem, scores of countries have
passed laws to criminalize intimate partner and sexual violence, and many countries
are increasingly providing legal, health and social services to abused women. At the
same time, there have been remarkably few efforts to prevent intimate partner or sexual
violence from occurring in the first place. Well-designed and properly implemented
services for victims will continue to be vitally important. However the sheer magnitude
of the problem means that preventing intimate partner and sexual violence before it
occurs will be crucial not only in reducing the burden of suffering but also in reducing
the long-term human, economic and public health costs of such violence. Both primary
prevention efforts and responding services need to be well documented and evaluated
for their effectiveness.
The current paucity of evidence-based prevention approaches is partly due to the separate development and implementation of research and advocacy activities in this area.
It is also due in part to the complex array of factors that increase the likelihood of such
violence occurring in the first place. These factors include gender inequality and social
norms around masculinity, and other social determinants such as economic inequality;
other problem behaviours (such as harmful use of alcohol); and other types of violence (such as child maltreatment). There is little coordination between programmes or
research agendas on child maltreatment, alcohol and substance misuse, social determinants, and intimate partner and sexual violence. And yet all of these problems regularly
affect families, predictably with greater frequency in economically disadvantaged communities where there is often also greater inequality between women and men.
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Preventing intimate partner and sexual violence against women: taking action and generating
evidence aims to strengthen the field of intimate partner and sexual violence prevention
so that prevention efforts can complement health, legal and other service-delivery programmes that respond to the problem. Primary prevention policies and programmes
should be proactive, informed by the best available research evidence and focus on
the root causes of the problem, including gender inequality, so that fewer women are
affected by such violence in the first place.
This document is also built around a life-course perspective that recognizes how infant
and early childhood experiences influence the likelihood of later becoming a perpetrator or victim of intimate partner and sexual violence. A review is provided of the latest
available scientific findings on effective, promising and theoretically feasible prevention
strategies, and a public health model used to highlight the steps needed to address the
underlying determinants at the individual, family, community and societal level. Importantly, it is also strongly urged that future efforts to address intimate partner and sexual
violence are designed and conducted with the explicit aim of expanding the scientific
evidence base on the magnitude, consequences and preventability of these problems.
This can be achieved for example by integrating outcome evaluations into prevention
projects from the very start.
Reflecting the global importance of preventing intimate partner and sexual violence,
this document is a joint publication of the World Health Organization and the London School of Hygiene and Tropical Medicine. Please join us in acting to increase the
number, quality and effectiveness of intimate partner and sexual violence prevention
programmes in all of the world’s societies. This will contribute to a significant improvement in the personal safety, well-being and happiness of girls, boys, women and men
everywhere.
Etienne Krug
Director, WHO Department of Violence and Injury Prevention and Disability
Michael Mbizvo
Director (ad interim), WHO Department of Reproductive Health and Research
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Introduction

The hidden costs of intimate partner and sexual violence
Because of their nature, the occurrence and impacts of intimate partner and sexual violence are frequently “hidden” resulting in a significant underestimation of the real level
of harm caused. However, population-based surveys reveal that these forms of violence
are common. For example, the WHO Multi-country study on women’s health and domestic
violence against women (Garcia-Moreno et al., 2005) indicated that 15–71% of women
experience physical and/or sexual violence by an intimate partner at some point in their
lives. Research also shows that intimate partner and sexual violence lead to a wide range
of short- and long-term physical, mental and sexual health problems (Heise & GarciaMoreno, 2002; Jewkes, Sen & Garcia-Moreno, 2002). In fact, the magnitude of poor
health outcomes due to intimate partner and sexual violence are comparable to (and in
some cases exceed) those associated with many other better-known health risk factors.
For example, a study using burden of disease methodology in Victoria, Australia estimated that among women 18–44 years of age, intimate partner violence was associated
with 7% of the overall burden of disease. Such violence was a larger risk factor than
others traditionally included, such as raised blood pressure, tobacco use and increased
body weight (Vos et al., 2006).
Intimate partner violence also very often has severe negative impacts on the emotional
and social well-being of the whole family, with adverse effects on parenting skills and
on educational and employment outcomes. Some children from households where there
is intimate partner violence may exhibit increased rates of behavioural and emotional
problems that can result in increased difficulties with education and employment, often
leading to early school drop out, youth offending and early pregnancy (Anda et al.,
2001; Dube et al., 2002).
Intimate partner violence also has a significant adverse economic impact. For example,
in the United Kingdom, one analysis estimated that its annual cost to the economy in
England and Wales was approximately £22.9 billion (Walby, 2004). Another study in
the United States of America (Arias & Corso, 2005) looked at sex differences in the
use of services to treat injuries caused by physical violence from a partner. Compared
to men:
l

l

women were more likely to report physical intimate partner violence and resulting
injuries;
a larger proportion of women reported seeking mental health services in response to
experiencing physical intimate partner violence, and reported more visits on average;
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l

l

women were more likely to report the use of emergency department, inpatient hospital and physician services; and
women were more likely to take time off from work and from childcare or household
duties because of their injuries.

In addition, the average cost per person for women experiencing at least one occurrence
of physical intimate partner violence was more than twice that for men. When the costs
of individuals not reaching their full productive potential are factored in, the overall
costs to society will be even greater.

A public health approach to prevention
Different – but overlapping and largely complementary – approaches and perspectives
have been adopted to understand intimate partner and sexual violence. For instance,
the gender perspective emphasizes patriarchy, power relations and hierarchical constructions of masculinity and femininity as a predominant and pervasive driver of the
problem. These are predicated on control of women and result in structural gender
inequality.
The human rights approach is based on the obligations of states to respect, protect
and fulfil human rights and therefore to prevent, eradicate and punish violence against
women and girls. It recognizes violence against women as a violation of many human
rights: the rights to life, liberty, autonomy and security of the person; the rights to
equality and non-discrimination; the rights to be free from torture and cruel, inhuman
and degrading treatment or punishment; the right to privacy; and the right to the highest attainable standard of health. These human rights are enshrined in international
and regional treaties and national constitutions and laws, which stipulate the obligations
of states, and include mechanisms to hold states accountable. The Convention on the
Elimination of All Forms of Discrimination against Women (CEDAW), for example,
requires that countries party to the Convention take all appropriate steps to end violence
against women, as does the Inter-American Convention on the Prevention, Punishment
and Eradication of Violence against Women (Convention of Belem do Para, 1994), the
only regional convention to specifically address such violence.
The criminal justice approach sees its main task as responding to intimate partner and
sexual violence after it has occurred by enforcing the law and ensuring that “justice is
done”. This involves properly identifying perpetrators of intimate partner and sexual
violence, ascertaining their guilt and ensuring that they are appropriately sentenced.
To prevent and respond to intimate partner and sexual violence the criminal justice
approach relies primarily on deterrence, incarceration and the punishment and rehabilitation of perpetrators.
The public health approach1 adopted by this document draws on these other approaches
and perspectives, particularly the gender perspective. As described in the World report
on violence and health (Krug et al., 2002), the public health approach is a science-driven, population-based, interdisciplinary, intersectoral approach based on the ecological
model which emphasizes primary prevention.
1

Public health is “the science and art of preventing disease, prolonging life and promoting health through
the organized efforts and informed choices of society, organizations, public and private, communities
and individuals” (Winslow, 1920).
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Rather than focusing on individuals, the public health approach aims to provide the
maximum benefit for the largest number of people, and to extend better care and safety
to entire populations. The public health approach is interdisciplinary, drawing upon
knowledge from many disciplines including medicine, epidemiology, sociology, psychology, criminology, education and economics. Because intimate partner and sexual
violence are multi-faceted problems, the public health approach to these forms of violence emphasizes a multi-sectoral response. It has been proved time and again that
cooperative efforts from such diverse sectors as health, education, social welfare, and
criminal justice are often necessary to solve what are usually assumed to be purely
“criminal” or “medical” problems. The public health approach considers that violence,
rather than being the result of any single factor, is the outcome of multiple risk factors
and causes, interacting at four levels of a nested hierarchy (individual, close relationship/family, community and wider society).
From a public health perspective, prevention strategies can be classified into three types
(Dahlberg & Krug, 2002):
l
l

l

Primary prevention – approaches that aim to prevent violence before it occurs.
Secondary prevention – approaches that focus on the more immediate responses
to violence, such as pre-hospital care, emergency services or treatment for sexually
transmitted infections following a rape.
Tertiary prevention – approaches that focus on long-term care in the wake of violence, such as rehabilitation and reintegration, and attempt to lessen trauma or reduce
long-term disability associated with violence.

A public health approach emphasizes the primary prevention of intimate partner and
sexual violence, i.e. stopping them from occurring in the first place. Until recently,
this approach has been relatively neglected in the field, with the majority of resources
directed towards secondary or tertiary prevention. Perhaps the most critical element
of a public health approach to prevention is the ability to identify underlying causes
rather than focusing upon more visible “symptoms”. This allows for the development
and testing of effective approaches to address the underlying causes and so improve
health.
The public health approach is an evidence-based and systematic process involving the
following four steps:
1. Defining the problem conceptually and numerically, using statistics that accurately describe the nature and scale of violence, the characteristics of those most
affected, the geographical distribution of incidents, and the consequences of exposure to such violence (Chapter 1).
2. Investigating why the problem occurs by determining its causes and correlates,
the factors that increase or decrease the risk of its occurrence (risk and protective
factors) and the factors that might be modifiable through intervention (Chapter 2).
3. Exploring ways to prevent the problem by using the above information and
designing, monitoring and rigorously assessing the effectiveness of programmes
through outcome evaluations (Chapters 3, 4).
4. Disseminating information on the effectiveness of programmes and increasing
the scale of proven effective programmes. Approaches to prevent intimate partner
and sexual violence, whether targeted at individuals or entire communities, must be
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properly evaluated for their effectiveness and the results shared (section 4.6). This
step also includes adapting programmes to local contexts and subjecting them to
rigorous re-evaluation to ensure their effectiveness in the new setting.

A life-course perspective
This document views the causes, consequences and prevention of intimate partner
and sexual violence within a life-course perspective based upon understanding how
influences early in life can act as risk factors for health-related behaviours or health
problems at later stages (Davey Smith, 2000). For the purpose of understanding and
preventing intimate partner and sexual violence, the life course is divided into: infancy (0–4 years), childhood and early adolescence (5–14 years); adolescence
and young adulthood (15–25 years); adulthood (26 years and over); and all ages.
Each of these life stages represents a special phase in the development of risk and a
unique opportunity to target developmentally specific risk factors. Adopting such a
life-course perspective therefore helps to both identify early risk factors and the best
times to intervene using a primary prevention approach.

What is the purpose of this document?
This document provides a planning framework for developing policies and programmes
for the prevention of intimate partner and sexual violence. Drawing upon sound public
health principles, and supported by available evidence on risk factors for such violence
and on the effectiveness of prevention programmes, it outlines how prevention strategies tailored to the needs, capacities and resources of particular settings can be developed. The document emphasizes the importance of integrating scientific evaluation
procedures into all prevention initiatives to continuously monitor and improve their
effectiveness, and to inform and expand the global evidence base in this area.
At present, the bulk of the limited human and financial resources expended in the area
of intimate partner and sexual violence are devoted to the treatment, management and
support of victims (who often do not seek out services until they are older) and the
arrest and incarceration of perpetrators. Drawing lessons from a public health perspective means however that a similarly strong emphasis should now be placed upon the
primary prevention of intimate partner and sexual violence. The principal focus of this
document is therefore on the use of a public health approach to preventing intimate
partner and sexual violence before it even occurs as this has the potential to:
l

l

l

l

enhance the health, well-being and productivity of individuals, communities and
societies;
help reduce gender-based inequities, in so far as intimate partner and sexual violence
– or the threat of them – contribute to maintaining such inequities;
reduce the antisocial behaviour, offending and other forms of interpersonal violence
that can result from witnessing intimate partner violence as a child; and
reduce the direct and indirect economic and social costs and consequences associated
with these forms of violence.
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Given – as indicated above – that the overwhelming burden of intimate partner and
sexual violence is borne by women at the hands of men, this document focuses on intimate partner and sexual violence against women. Despite findings (mainly from the
United States), based on self-reports, that men and women perpetrate intimate partner
violence at approximately the same rate (Archer, 2000, 2006; Currie, 1998; Strauss,
1998, 2009), women are over-represented in terms of deaths and severe injuries due
to intimate partner and sexual violence, and in emergency room and clinical populations (Anderson, 2005; Archer 2000, 2006; Straus 1999, 2009). The findings of sex
symmetry primarily concern the less-severe forms of physical intimate partner violence
and appear to apply mainly to high-income western countries (Archer, 2006). Furthermore, most of the currently available evidence on intimate partner and sexual violence
comes from studies of how they affect women. Finally, the scope of this document does
not include the significant differences that exist in the nature of, and risk factors and
specific prevention strategies for, intimate partner and sexual violence perpetrated by
women and male-to-male sexual violence.
Evidence on the nature of intimate partner and sexual violence and the effectiveness of
prevention efforts has wherever possible been selected only from higher-quality studies
– for example, from systematic reviews and large studies with good methodologies such
as the use of randomized-controlled trials. However, most of the high-quality research
studies come from the United States and the evidence of effectiveness may not always
be directly transferable to a low-income setting. The evidence reviewed also includes
examples of promising practice from low- and middle-income countries (LMIC).

Who should use this document?
This document is primarily aimed at policy-makers, programme developers and planners and funding bodies in public health and related sectors that aim to advance the prevention of intimate partner and sexual violence against women. Although public health
practitioners are a key target audience, the document assumes no previous knowledge
of public health principles. In addition to the principal audience, other interested parties
will include:
l

l

those working in other government sectors such as education, child welfare, social
care, criminal justice and departments of women or gender equality;
advocates for the prevention of intimate partner and sexual violence, for example,
from nongovernmental organizations;

l

local authorities;

l

environmental and urban planners; and

l

researchers.

It is intended that practitioners and other professionals working in these sectors will find
this document a useful source of information on state-of-the-science efforts to enhance
and strengthen multisectoral collaboration in the design, delivery and evaluation of programmes for the primary prevention of intimate partner and sexual violence.
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Key messages
n Intimate partner and sexual violence may affect everyone – though there is a strong gender
pattern with the majority of those experiencing it being women and the majority perpetrating
it being men; everyone can help to prevent it and can work together to stop the continuation of
violence across generations.
n The harm caused by such violence can last a lifetime and span generations, with serious
adverse affects on health, education, employment, crime and on the economic well-being of
individuals, families, communities and societies.
n The primary prevention of intimate partner and sexual violence is likely to save lives and money
– investment to stop intimate partner and sexual violence before they occur is crucial as this will
protect and promote the well-being and development of individuals, families, communities and
societies.
n This document takes a public health approach that draws on gender, human rights and criminal
justice perspectives on prevention. The approach is based upon the use of population-based
data to describe the problem, its impact, and its risk and protective factors, and draws upon the
scientific evidence for proven, promising and theoretically indicated prevention strategies, while
urging that all policies and programmes include in-built monitoring and evaluation mechanisms.
n Taking a life-course perspective helps to identify early risk factors and the best times
to intervene using a primary prevention approach. For successful primary prevention, early
intervention is required that focuses on younger age groups.
n Using evidence of what has already worked will increase the likelihood that prevention efforts
are successful.
n Incorporating outcome evaluations into primary prevention interventions is crucial in
generating further evidence.
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CHAPTER 1

The nature, magnitude and
consequences of intimate partner
and sexual violence
1.1 What are intimate partner and sexual violence?
This document adopts the definitions of intimate partner violence and sexual violence
from the World report on violence and health (Heise & Garcia-Moreno, 2002; Jewkes,
Sen & Garcia-Moreno, 2002). These definitions (Box 1) are now widely used and provide a useful conceptual framework. However, they need to be operationalized for the
purposes of monitoring progress and demonstrating how the magnitude of the problem
changes in response to specific prevention efforts. For more information on the use of
operational definitions see Annex A.

BOX 1
Definition of terms
n Intimate partner violence – behaviour within an intimate relationship that causes physical,
sexual or psychological harm, including acts of physical aggression, sexual coercion, psychological
abuse and controlling behaviours.
This definition covers violence by both current and former spouses and partners.
n Sexual violence – any sexual act, attempt to obtain a sexual act, unwanted sexual comments
or advances, or acts to traffic, or otherwise directed against a person’s sexuality using coercion, by
any person regardless of their relationship to the victim, in any setting including but not limited to
home and work.
This definition includes rape, defined as the physically forced or otherwise coerced
penetration of the vulva or anus with a penis, other body part or object – however the legal
definition of rape may vary in different countries.
Source: Heise & Garcia-Moreno (2002); Jewkes, Sen & Garcia-Moreno (2002)

Intimate partner violence occurs mainly from adolescence and early adulthood onwards,
most often in the context of marriage or cohabitation, and usually includes physical,
sexual and emotional abuse as well as controlling behaviours. Sexual violence can occur
at any age – including during childhood – and can be perpetrated by parents, caregivers,
acquaintances and strangers, as well as intimate partners. Both forms of violence are
in the majority perpetrated by men against girls and women; however the sexual abuse
of male children is also common. Intimate partner violence may also be perpetrated by
women against men and can occur in the context of same-sex relationships.
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In preventing intimate partner and sexual violence from occurring in the first place, it is
important to keep in mind how such violence is related to other forms of interpersonal,
self-directed and collective violence. For example, experiencing child maltreatment1 –
in particular physical, sexual and emotional abuse by parents and caregivers – increases
the likelihood during adolescence and adulthood of both intimate partner and sexual
violence. Preventing child maltreatment can therefore help prevent both forms of violence – an association highlighted in Chapter 3 as part of the review of evidence-based
prevention efforts. However, for more detail on the prevalence, consequences and causes
of child maltreatment (0–14 years) and on how to prevent it see: Preventing child maltreatment: a guide to taking action and generating evidence (WHO-ISPCAN, 2006).2
In addition, different forms of violence have common underlying risk factors, which
include certain social and cultural norms, social isolation, the harmful use of alcohol
and income inequality. Prevention efforts that address these common factors thus have
the potential to decrease the occurrence of multiple forms of violence.

1.2 How prevalent are intimate partner and sexual violence?
The prevalence of intimate partner violence and sexual violence can be measured with
reference to both victimization and perpetration. Owing to the small proportion of
cases recorded in routinely collected statistics from victim care facilities and the police,
both victimization and perpetration are most accurately measured through populationbased surveys that count self-reports (Chapter 4 of this document discusses data collection in more detail). To date, few population-based surveys outside North America
have measured the perpetration of intimate partner violence and sexual violence (but
see Jewkes et al. 2009; Philpart et al., 2009), and the comparability of their findings is
unclear. Furthermore, low disclosure rates may compromise the findings of populationbased perpetration surveys. This chapter thus focuses on victimization findings, which
are more internationally available, more readily comparable and probably less subject to
low disclosure rates.
The WHO Multi-country study on women’s health and domestic violence against women
(Garcia-Moreno et al., 2005) provides a comprehensive picture of the patterns of intimate partner violence and sexual violence victimization in low- and middle-income
settings. Over 24 000 women between the ages of 15 and 49 were interviewed in rural
and urban areas in 10 countries. Its key findings include:
l

l

l

between 1 and 21% of those interviewed reported experiencing child sexual abuse
under the age of 15 years;
physical abuse by a partner at some point in life up to 49 years of age was reported by
13–61% of interviewees across all study sites;
sexual violence by a partner at some point in life up to 49 years of age was reported
by 6–59% of interviewees; and

1

Child maltreatment – refers to the physical and emotional mistreatment, sexual abuse, neglect and negligent
treatment of children, as well as to their commercial or other exploitation. It occurs in many different settings.
The perpetrators of child maltreatment may be parents and other family members; caregivers; friends; acquaintances; strangers; others in authority – such as teachers, soldiers, police officers and clergy; employers; health care
workers; and other children (WHO-ISPCAN, 2006).

2

To obtain this guide, please visit: www.who.int/violence_injury_prevention/violence/activities/child_
maltreatment/en/index.html
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sexual violence by a non-partner any time after 15 and up to 49 years of age was
reported by 0.3–11.5% of interviewees.

Table 1 summarizes the reported prevalence rates of physical and sexual violence against
women in the study countries. These findings indicate that physical and sexual violence
frequently co-occur within the context of intimate partner relationships, and highlight
the differences in prevalence both between and within different countries. The rates
of physical and/or sexual violence by an intimate partner ranged from 15% in Japan to
approximately 70% in Ethiopia and Peru, with most sites reporting rates of between 29
and 62%.
TABLE 1

Physical and sexual violence against women by an intimate partner
Site

Physical violence
Ever (%)

Current (%)

Physical or sexual violence
or both

Sexual violence
Ever (%)

Current (%)

Ever (%)

Current (%)

Bangladesh City

37.7

19.0

37.4

20.2

53.4

30.2

Bangladesh Province

41.7

15.8

49.7

24.2

61.7

31.9

Brazil City

27.2

8.3

10.1

2.8

28.9

9.3

Brazil Province

33.8

12.9

14.3

5.6

36.9

14.8

Ethiopia Province

48.7

29.0

58.6

44.4

70.9

53.7

12.9

3.1

6.2

1.3

15.4

3.8

Namibia City

30.6

15.9

16.5

9.1

35.9

19.5

Peru City

48.6

16.9

22.5

7.1

51.2

19.2

Peru Province

61.0

24.8

46.7

22.9

69.0

34.2

Samoa

40.5

17.9

19.5

11.5

46.1

22.4

Serbia & Montenegro City

22.8

3.2

6.3

1.1

23.7

3.7

Thailand City

22.9

7.9

29.9

17.1

41.1

21.3

Thailand Province

33.8

13.4

28.9

15.6

47.4

22.9

Tanzania City

32.9

14.8

23.0

12.8

41.3

21.5

Tanzania Province

46.7

18.7

30.7

18.3

55.9

29.1

Japan City

Source: Garcia-Moreno et al. (2005)

The study also found that reported levels of sexual violence by non-partners from the
age of 15 years varied from under 1% in Ethiopia and Bangladesh (where a majority
of women are married by age 15 years) to 10–12% in Peru, Samoa and urban Tanzania. In most cases only one perpetrator was mentioned, usually an acquaintance or a
stranger. In South Africa, a survey of over 1300 women in three provinces found that
women’s first episode of rape was perpetrated in 42.5% of cases by a stranger, 20.8% by
an acquaintance, 9.4% by someone from school, 8.5% by a relative, 7.5% by a partner
and 11.3% by others (Jewkes et al., 1999).
Information from the United States National Violence Against Women Survey (Tjaden
& Thoennes, 2006) shows that most rape victims in the United States know their rapist.
Among all female victims identified by the survey, 16.7% were raped by a stranger, and
43% of all female victims were raped by a current or former intimate partner.
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Prevalence in adolescence
In the WHO Multi-country study on women’s health and domestic violence against women,
3–24% of women reported that their first sexual experience was forced, and that for a
majority of respondents this occurred during adolescence (Garcia-Moreno et al., 2005).
In 10 of the 15 settings investigated, over 5% of women reported that their first sexual
experience was forced, with more than 14% reporting forced first sex in Bangladesh,
Ethiopia, Peru (province) and Tanzania. A Nigerian study found that 45% of females
and 32% of males aged 12–21 years reported having had forced sexual intercourse (Slap,
2003). In South Africa, a survey of over 280 000 school pupils showed that up to the
age of 15 years around 9% of both girls and boys reported forced sex in the past year,
rising to 13% for males and 16% for females by age 19 years (CIETafrica, 2002).
Reviews of North American studies conclude that the prevalence of lifetime, past year,
and current physical and sexual dating violence1 varies significantly across studies –
ranging from 9–49% (Glass et al., 2003). This makes conclusions about the prevalence
of teen dating violence premature (Hickman, Jaycox & Aronoff, 2004). Internationally,
population-based studies of dating violence are few but do suggest that this affects a
substantial proportion of the youth population. For instance, one South African study
(Swart, 2002) of 928 males and females aged 13–23 years found that 42% of females
and 38% of males reported being a victim of physical dating violence at some point in
their lifetime. In Ethiopia, nearly 16% of 1378 male college students reported physically
abusing an intimate partner or non-partner, and 16.9% reported perpetrating acts of
sexual violence (Philpart et al., 2009).

Prevalence in adulthood
Population-based studies from various countries indicate that 10–69% of women aged
15–49 years experience physical abuse by a male intimate partner at least once in their
lifetime (Heise, Ellsberg & Gottemoeller, 1999; Heise & Garcia-Moreno, 2002) while
6–47% of women report attempted or actual forced sex by an intimate partner in their
lifetime (Jewkes, Sen & Garcia-Moreno, 2002). The WHO Multi-country study on women’s health and domestic violence against women found that between 6% and 59% of women
reported experiencing sexual violence by an intimate partner in their lifetime, with the
figures for most sites falling between 10% and 50% (Garcia-Moreno et al., 2005).
Population surveys in high-income countries (HIC) show that a significant proportion of men also report experiencing physical abuse from an intimate partner (see for
example, Mirrlees-Black, 1999) although not necessarily with the same physical and
emotional consequences as in women. Studies that asked for more detail about femaleto-male intimate partner violence generally found that men experienced violence less
frequently, were less likely to be harmed by physical violence perpetrated by women,
and did not report living in fear of their partner. Additionally, a proportion of the violence experienced by male partners may be a direct result of women attempting to
defend themselves (Williams et al., 2008).
1

Dating violence refers to physical or sexual violence occurring in the context of a “dating relationship”.
A dating relationship is a term that frequently refers in Europe and the United States to neither a marriage nor a long-term cohabiting relationship that occurs during adolescence and young adulthood.
These range from casual first encounters to longer-term sexual partnerships. In Asia and other parts of
the world where marriage often takes place at a much younger age, the phenomenon of dating violence
is rare and intimate partner violence begins at an earlier age.
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While most research has focused on intimate partner violence in heterosexual relationships, studies have shown that it also occurs in same-sex relationships. Some findings
suggest that the rates of intimate partner violence in same-sex relationships are similar
to those in heterosexual relationships (Shipway, 2004), while others indicate higher
rates of violence in same-sex relationships. This may be due to increased levels of stress
resulting from societal prejudice, and to the higher rates of alcohol and substance misuse reported in same-sex relationships. Additionally, due to the fear of discrimination,
many people in violent same-sex relationships may not seek help (Shipway, 2004).

1.3 What are the consequences of intimate partner and sexual violence?1
Intimate partner and sexual violence have a significant impact upon individuals, families, communities and wider society. At an individual level, violence occurring during
the younger years – particularly child sexual abuse – may affect that individual and
their family for the rest of their lives. This can lead to negative consequences in many
spheres of life, including educational and economic under-performance, unsafe sexual
practices, reduced ability to bond as part of parenthood, increased uptake of health-risk
behaviours (such as the harmful use of alcohol and illicit drugs) and the perpetration of
intimate partner and sexual violence.

health-risk behaviours and outcomes associated with sexual violence
in childhood and adolescence
A history of sexual abuse in childhood and adolescence has consistently been found
to be significantly associated with increased health risks and health-risk behaviours in
both males and females (Mangioloi, 2009). Many of these have been identified as risk
factors for both sexual violence victimization and perpetration in adulthood (see Chapter 2 for a full discussion of the risk and protective factors for intimate partner violence
and sexual violence). For example, a meta-analysis of the prevalence of child sexual
abuse and its lifetime health consequences showed that child sexual abuse contributes
significantly to depression, alcohol and drug use and dependence, panic disorder, posttraumatic stress disorder and suicide attempts (Andrews et al., 2004). More recently, a
study of over 20 000 schoolchildren aged 13–15 years in Namibia, Swaziland, Uganda,
Zambia and Zimbabwe (Brown et al., 2009) found that 23% reported having experienced sexual violence (physically forced to have sexual intercourse) at some point in
their lives. Such experiences were moderately-to-strongly associated with poor mental
health, suicidal ideation, cigarette use, alcohol or drug misuse, multiple sexual partners
and a history of a sexually transmitted infection.
In a national survey in Swaziland that examined the prevalence and circumstances
of sexual violence against girls, some 33% of respondents reported experiencing an
incident of sexual violence before they reached 18 years of age. Sexual violence was
associated with significantly increased probability of reporting ever feeling depressed,
thoughts of suicide, attempted suicide, unwanted pregnancy, pregnancy complications
or miscarriages, sexually transmitted diseases, difficulty sleeping and alcohol consump1

Most studies that inform the following sections are cross-sectional, and it is difficult to be sure of the
nature and direction of the interplay between intimate partner and sexual violence and their associated
health-risk behaviours and outcomes. For example, increased drinking increases the risk of experiencing or perpetrating sexual violence – but at the same time, having previously experienced sexual violence potentially increases the risk of drinking.
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tion. Childhood sexual violence was, however, not associated with increased probability
of women reporting sexual violence at 18–24 years of age (Reza et al., 2009).
Additionally, forced sexual initiation, intimate partner violence and/or sexual violence
appear to increase the risk of pregnancy in early adolescence. In South Africa it was
found that pregnant adolescents were over twice as likely to have a history of forced
sexual initiation as non-pregnant adolescents (Jewkes et al., 2001). Similar findings in
the United States have also been reported (Silverman, Raj & Clements, 2004).

health-risk behaviours and outcomes associated with intimate partner
and/or sexual violence in adulthood
Intimate partner violence and sexual violence against women in adulthood can lead
directly to serious injury, disability or death. They can also lead indirectly to a variety
of health problems, such as stress-induced physiological changes, substance use and
lack of fertility control and personal autonomy as is often seen in abusive relationships.
Compared to their non-abused peers, abused women have higher rates of unintended
pregnancies and abor tions; sexually transmitted infections, including HIV; and mental
disorders such as depression, anxiety, sleep and eating disorders. When this violence
occurs during pregnancy, it is associated with adverse pregnancy events – such as miscarriage, pre-term births and stillbirths (Ahmed, Koenig & Stephenson, 2006; AslingMonemi, Tabassum & Persson, 2008; Boy & Salihu, 2004; Campbell, 2002; Campbell
et al., 2008; Dunkle et al., 2004; Plichta & Falik, 2001; and Vos et al., 2006).
Intimate partner violence not only affects the women involved, but may also damage
the health and well-being of children in the family. This is in part due to increased rates
of depression and traumatic stress in the abused mothers, and the destructive effects of
intimate partner violence on the quality of their attachment and parenting capacities.
One review of studies examining the presence of both child maltreatment and intimate
partner violence found that they occurred during the same period in 45–70% of studies (Holt, Buckley & Whelan, 2008). In the majority of such cases, a child witnessing
intimate partner violence appeared to precede the subsequent maltreatment of children
by family members (McGuigan & Pratt, 2001). Studies have shown that the children of
abused mothers have lower rates of immunization and higher rates of diarrhoeal disease,
and are more likely to die before the age of five years (Asling-Monemi, Tabassum &
Persson, 2008; Silverman et al., 2009).
Findings from a number of reviews show that witnessing intimate partner violence can
also negatively affect the normal development of children in the family. For example, one
meta-analysis concluded that children’s exposure to violence between parents is significantly correlated with child problems in the areas of social, emotional, behavioural, cognitive and general health functioning (Kitzmann et al., 2003). However, not all children are
similarly affected and a significant percentage of children in some review studies showed
no negative developmental problems despite witnessing repeated violence (Edelson, 1999;
Wolfe et al., 2003). This suggests that each child will experience adult intimate partner
violence in a unique way depending upon a variety of factors. Such factors are likely to
include whether there was also physical abuse of the child, the child’s sex and age, the
time since exposure to violence and the child’s relationship with adults in the home.
Studies from several countries have found that HIV-positive women report higher rates
of intimate partner violence (Dunkle et al., 2004; Maman et al., 2000) and there is
increasing evidence that HIV risk is linked to lifetime exposure to violence in complex
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ways (Campbell et al., 2008). Rape is a potential cause of direct infection with HIV for
some women, yet even in high-prevalence settings the low HIV transmission risk during a single sexual act makes it unlikely that rape results in a substantial proportion of
population-level HIV cases. Violence and gender inequality are more likely to increase
HIV risk through indirect pathways, including chronically abusive relationships where
women are repeatedly exposed to the same individual, and are unable to negotiate condom use for safer sex (WHO/UNAIDS, 2010).
Qualitative research suggests that the intersections of HIV/AIDS, gender inequality
and gender-based violence may involve notions of masculinity that are predicated on
the control of women, and which value male strength and toughness (Jewkes & Morrell,
2010). These ideals readily translate into sexually risky behaviours, sexual predation
and other acts of violence against women as well as behaviours which increase the risk of
acquiring HIV. Exposure to violence, including the controlling behaviour of a partner,
is associated with high-risk sexual behaviour (such as multiple and concurrent sexual
partnerships); higher number of overall partners; lower levels of condom use; increased
substance use and sex while intoxicated; and increased participation in transactional sex
as well as commercial sex work. Emerging evidence from India and South Africa indicates that men who perpetrate violence are more likely to be infected with HIV (Decker
et al., 2009; Jewkes et al., 2009).

1.4 Key messages
Prevalence
n The prevalence of intimate partner violence reported by girls and women varies markedly
between and within countries, with higher rates tending to occur in lower-income countries.
n In some parts of the world, particularly where young people can have relationships outside of
marriage, “dating violence” occurs frequently.
n Sexual violence affects children of both sexes and adults, particularly women.

Consequences
n Sexual violence – particularly during childhood – is associated with increased health-risk
behaviours – including smoking, drug and alcohol misuse and risky sexual behaviours.
n Sexual abuse and adverse experiences in childhood can cause lifelong health inequalities
through increased risk behaviours.
n Intimate partner violence harms the physical and mental health of women and their children –
women who have experienced intimate partner violence are more likely to report poor or very poor
health, emotional distress and attempted suicide; and their children tend to have poorer health and
educational outcomes.
n Intimate partner violence in pregnancy increases the likelihood of abortion, miscarriage,
stillbirth, pre-term delivery and low birth weight.
n Intimate partner violence and sexual violence are both associated with increased vulnerability
to HIV.
n Children who grow up in families where there is intimate partner violence suffer a range
of behavioural and emotional disturbances that can be associated with the perpetration or
experiencing of violence later in life.
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CHAPTER 2

Risk and protective factors
for intimate partner and
sexual violence
2.1 The ecological model of violence
As noted by the United States Centers for Disease Control and Prevention (CDC,
2004), in order to prevent sexual violence it is crucial to understand the circumstances,
and the risk and protective factors, that influence its occurrence. Many different theoretical models attempt to describe the risk and protective factors for intimate partner
and sexual violence, including those based upon biological, psychological, cultural and
gender equality concepts. Each of these models contributes to a better understanding of
intimate partner and sexual violence and helps to build programmes that aim to reduce
modifiable risk factors and strengthen protective factors. Risk factors increase the likelihood of someone becoming a victim and/or perpetrator of intimate partner and sexual
violence and their reduction should therefore be a key target of prevention efforts, as
well as an integral concept in programme monitoring and evaluation efforts. Similarly,
protective factors, which buffer against the risk of becoming a victim and/or perpetrator
of intimate partner and sexual violence, may need to be fostered – including through
structural and other interventions for achieving gender equality and the empowerment
of women.
In this document, WHO has chosen to use the “ecological model” (Figure 1) as presented in the World report on violence and health (Dahlberg & Krug, 2002) because it
allows for the inclusion of risk and protective factors from multiple domains of influence. Thus, if there is evidence from psychological models on individual risk factors
and from gender models on societal risk factors, this can be incorporated in the same
ecological model.
FIGURE 1

The ecological model

Societal

Community

Relationship

Individual
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The ecological model organizes risk factors according to the following four levels of
influence:
l

l

l

l

Individual: includes biological and personal history factors that may increase the
likelihood that an individual will become a victim or perpetrator of violence.
Relationship: includes factors that increase risk as a result of relationships with
peers, intimate partners and family members. These are a person’s closest social circle and can shape their behaviour and range of experiences.
Community: refers to the community contexts in which social relationships are
embedded – such as schools, workplaces and neighbourhoods – and seeks to identify
the characteristics of these settings that are associated with people becoming victims
or perpetrators of intimate partner and sexual violence.
Societal: includes the larger, macro-level factors that influence sexual and intimate
partner violence such as gender inequality, religious or cultural belief systems, societal norms and economic or social policies that create or sustain gaps and tensions
between groups of people.

Building such a model offers a framework for understanding the complex interplay of
all the factors that influence intimate partner and sexual violence, and can therefore
provide key points for prevention and intervention (Dahlberg & Krug, 2002).
The ecological model also supports a comprehensive public health approach that not
only addresses an individual’s risk of becoming a victim or perpetrator of violence,
but also the norms, beliefs and social and economic systems that create the conditions
for intimate partner and sexual violence to occur. At the core of the approach is a
strong emphasis on the multiple and dynamic interactions among risk factors within
and between its different levels. For example, structural inequalities between women
and men, social constructions of masculinity and gender norms are risk factors for intimate partner and sexual violence that would primarily be situated at the societal level
of the model. Clearly, however, they also manifest themselves within other levels – for
example, in communities and relationships – and are likely to be linked with other risk
factors such as the witnessing of violence between parents and alcohol abuse by male
perpetrators.
Using the ecological model also helps to promote the development of cross-sectoral
prevention policies and programmes by highlighting the links and interactions between
different levels and factors. As a result, when designing comprehensive approaches to
prevent intimate partner and sexual violence, the embedding of effective strategies into
mainstream programmes addressing such issues will increase both their relevance and
sustainability.
Viewing the ways in which these risk factors come together and influence patterns of
behaviour throughout the life-course provides insights into the key points at which
interventions to break the cycle should be implemented (Chapter 3).

2.2 Identifying risk factors
The identification of risk factors is critically important for informing strategies and
programmes to ameliorate or buffer against risk – and ultimately to guide prevention
policy. The causes of intimate partner violence and sexual violence are best investigated
through the use of longitudinal studies. These studies track people over time to docu-
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ment their experiences of such violence and how these experiences relate to other factors at various stages of their life. Unfortunately, few such studies exist – so much of the
information in this section is derived from cross-sectional population surveys. These
are good at providing a snapshot of how frequently something occurs and its associated
factors, but they usually cannot provide information on whether an observed association actually “caused” a particular outcome.
This chapter draws on two main sources of information: first, the World report on violence and health chapters on intimate partner violence (Heise & Garcia-Moreno, 2002)
and sexual violence (Jewkes, Sen & Garcia-Moreno, 2002) which reviewed the literature
until 2002; and, second, a systematic review of more recent peer-reviewed literature on
risk and protective factors associated with either the perpetration or experiencing of
intimate partner violence, sexual violence or both.
Most of the literature is from high-income countries (HIC), and it is unclear whether
factors identified in HIC also apply to low- and middle-income countries (LMIC) due
to differences in economies, ecologies, histories, politics and cultures. Any primary
studies from LMIC that identified factors associated with intimate partner violence
and/or sexual violence were also included in the review of more recent literature.
As a result of this process, over 50 risk factors were identified for intimate partner violence and/or sexual violence – most at the individual and family/relationship levels. The
paucity of risk factors that have currently been identified at the community and societal
levels is probably due to a lack of research on risk factors at these levels rather than
reflecting a true absence of risk factors.

2.3 Risk factors associated with both intimate partner violence
and sexual violence
Table 2 lists the risk factors identified for the perpetration by men and the experiencing
by women of both intimate partner and sexual violence. The risk factors are organized
according to the individual, relationship, community and societal levels of the ecological
model shown in Figure 1. Some of these risk factors can be modified (for example, the
harmful use of alcohol) while others cannot (for example, sex and age). Those factors
that have the strongest reported effect or are consistently reported across studies are
highlighted in bold in the table.

Individual-level factors
Young age
Young age appears to be a risk factor for being either a perpetrator or victim of intimate
partner violence, and a victim of sexual violence. Young age has consistently been found
to be a risk factor for a man committing physical violence against a partner (Black et
al., 2001) and for a woman experiencing intimate partner violence (Harwell & Spence,
2000; Romans et al., 2007; Vest et al., 2002). Young women have been found to be
more at risk of rape than older women (Jewkes, Sen & Garcia-Moreno, 2002). According to data from justice systems and rape-crisis centres in Chile, Malaysia, Mexico,
Papua New Guinea, Peru and the United States, between one third and two thirds of
all victims of sexual assault are aged 15 years or under, although this also may reflect
reporting bias. Certain forms of sexual violence, for instance, are very closely associated with young age, in particular violence taking place in schools and colleges, and the
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TABLE 2

Risk factors for both intimate partner violence and sexual violence
Perpetration by men

Victimization of women
IndIVIduAl lEVEl

DEMOGRAPHICS
• Low income
• Low education

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

EXPOSURE TO CHILD MALTREATMENT
• Sexual abuse
• Intra-parental violence

EXPOSURE TO CHILD MALTREATMENT
• Intra-parental violence

MENTAL DISORDER
• Antisocial personality

MENTAL DISORDER
• Depression

SUBSTANCE USE
• Harmful use of alcohol
• Illicit drug use

SUBSTANCE USE
• Harmful use of alcohol
• Illicit drug use

• Acceptance of violence

• Acceptance of violence
RElATIOnSHIP lEVEl

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

• Weak community sanctions
• Poverty
SOCIETAl lEVEl

• Traditional gender norms and social norms
supportive of violence

• Traditional gender norms and social norms
supportive of violence

trafficking of women for sexual exploitation. Whether young age is also a risk factor for
the perpetration of sexual violence by males is less clear. In South Africa, a generational
effect was suggested by findings that men aged 20–40 years were more likely to have
raped than younger and older men (Jewkes et al., 2009).

education
The relationship between individual educational attainment and intimate partner violence and sexual violence is complex. Low level of education is however the most consistent factor associated with both the perpetration and experiencing of intimate partner
violence and sexual violence across studies (Ackerson et al., 2008; Boy & Kulczycki,
2008; Boyle et al., 2009; Brown et al., 2006; Chan, 2009; Dalal, Rahman & Jansson,
2009; Gage, 2006; Jeyaseelan et al., 2004; Johnson & Das, 2009; Koenig et al., 2006;
Martin, Taft & Resick, 2007; Tang & Lai, 2008). For example, women who report
lower levels of education (primary or none) have a 2 to 5-fold increased risk of intimate
partner violence compared to higher-educated women (Ackerson et al., 2008; Boy &
Kulczycki, 2008; Dalal, Rahman & Jansson, 2009; Koenig et al., 2004; Martin, Taft
& Resick, 2007; Tang & Lai, 2008). Similarly, studies have found that lower-educated
males were 1.2 to 4.1 times more likely to perpetrate intimate partner violence than
higher-educated men (Ackerson et al., 2008; Dalal, Rahman & Jansson, 2009).
A higher level of education may act as a protective factor, since women with a higher
level of education, or married couples with relatively equivalent education levels, report
lower levels of intimate partner violence. Lower educational attainment reduces a wom-
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an’s exposure and access to resources, increases the acceptance of violence and maintains unequal gender norms.
It would however be premature to assume that the relationship between educational
attainment and intimate partner violence is the same regardless of the type of intimate
partner violence involved. In contrast to the above studies, which included physical violence in their definition of intimate partner violence, Flake (2005) found that women
with a higher level of education were at increased risk of sexual intimate partner violence. More research is needed on how educational attainment is associated with the
different types of intimate partner violence.
Although there is a paucity of evidence, a relationship between lower female educational
level and their experiencing sexual violence has also been indicated. One study (Brown
et al., 2006) showed that women with primary or no education were twice as likely to
experience sexual violence by a non-intimate partner compared to women with a secondary level of education or higher.

exposure to child maltreatment
One factor consistently cited across countries as a risk factor for both the experiencing
and perpetration of intimate partner violence and sexual violence is child maltreatment.
A well-conducted systematic review summarized evidence from 10 studies to show
that exposure to violence during childhood increased the likelihood of intimate partner violence perpetration among men by 3 or 4-fold, compared to men without childhood exposure to violence (Gil-Gonzalez et al., 2007). Another meta-analysis found
that exposure to any childhood sexual abuse (but not physical abuse alone) increased
male perpetration of sexual violence towards women more than three-fold (Jespersen,
Lalumiere & Seto, 2009). A number of primary studies in LMIC found that childhood
exposure to violence (particularly intra-parental violence and sexual abuse) was positively associated with the experiencing of intimate partner violence and sexual violence
by females (Martin, Taft & Resick, 2007; Söchting, Fairbrother & Koch, 2004; Vung
& Krantz, 2009). Such exposure to violence during childhood may increase the likelihood of violence acceptance either as a victim or perpetrator in future partnerships and
high-risk situations.

antisocial personality
Several studies examined personality characteristics and their association with the perpetration of intimate partner violence and sexual violence. Three narrative reviews (two
from a high-income and another from a middle-income country) reported a consistent
association between antisocial personality disorders and related characteristics (such as
impulsivity and lack of empathy) and the perpetration of intimate partner violence or
sexual violence. These studies suggest that perpetrators with these characteristics are
more likely to disregard social norms and have a tendency to become aggressive and
impulsive, resulting in the perpetration of intimate partner violence or sexual violence
(Abbey et al., 2004; Chan, 2009; Marshall, Panuzio & Taft, 2005). More studies are
needed to empirically support a causal relationship between personality disorders and
the perpetration of intimate partner violence and/or sexual violence.
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harmful use of alcohol
Harmful use of alcohol and illicit drug use are other commonly cited risk factors associated with the experiencing and perpetration of intimate partner violence and sexual
violence (for example, see Graham et al., 2008). Although several studies have found
an association between intimate partner violence or sexual violence and illicit drug use,
most of the literature has focused on the relationship between harmful use of alcohol
and intimate partner violence or sexual violence. Harmful use of alcohol was strongly
associated with the perpetration of intimate partner violence in several of the reviews,
which included studies from LMIC (Abrahams et al., 2004; Dalal, Rahman & Jansson, 2009; Flake, 2005; Gage, 2006; Gil-Gonzalez et al., 2006; Johnson & Das, 2009;
Koenig et al., 2004; Marshall, Panuzio & Taft, 2005; Martin, Taft & Resick, 2007;
Ramiro, Hassan & Peedicayil, 2004; Tang & Lai, 2008; Testa, 2004). One systematic
review pooled the results of 11 studies and found that harmful use of alcohol was associated with a 4.6 times increased risk of exposure to intimate partner violence compared
to mild or no alcohol use (Gil-Gonzalez et al., 2006). Two narrative reviews concluded
that an association exists between harmful use of alcohol and the perpetration of sexual violence (Abbey et al., 2004; Testa, 2004). Cross-sectional studies from different
LMIC report that men who misuse alcohol are 1.6 to 4.8 times more likely to perpetrate
intimate partner violence (Abrahams et al., 2004; Dalal, Rahman & Jansson, 2009;
Flake, 2005; Gage, 2006; Johnson & Das, 2009; Koenig et al., 2004; Ramiro, Hassan
& Peedicayil, 2004).
These findings should however be interpreted with caution since evidence for a causal
association between harmful use of alcohol and violence is weak (Gil-Gonzalez et al.,
2006). The role of alcohol use in the experiencing of intimate partner violence and
sexual violence is less clear. Several narrative reviews found a weak relationship or no
relationship at all between alcohol use and the experiencing of intimate partner violence
or sexual violence (Abbey et al., 2004; Gutierres & Van Puymbroeck, 2006; Söchting,
Fairbrother & Koch, 2004; Tang & Lai, 2008; Testa, 2004).

acceptance of violence
Men and women’s attitudes towards violence are strongly correlated with exposure to
intimate partner violence and sexual violence – both in terms of victimization and perpetration. Reviews and studies, including several from LMIC, found a strong association
between attitudes towards violence and exposure to intimate partner violence or sexual
violence (Abrahams et al., 2004; Boyle et al., 2009; Gage, 2006; Jewkes et al., 2006;
Johnson & Das, 2009; Tang & Lai, 2008). Men who believe that it is acceptable to beat
their wives have a two-fold risk of intimate partner violence perpetration (Abramson,
2004). This risk increased as acceptance of violence increased. Men who believe that it
is always acceptable to beat their wives have a four-fold increased risk of intimate partner
violence perpetration compared to a two-fold increased risk among those who believe
it is sometimes acceptable to beat their wives (Johnson & Das, 2009). Women’s acceptance of violence is also positively associated with the experiencing of intimate partner
violence (Boyle et al., 2009; Uthman, Lawoko & Moradi, 2009). Women and men’s
acceptance of intimate partner violence; men’s attitudes towards women as inferior;
restrictive gender roles; and dominant patriarchal values may all perpetuate the occurrence of violence. These attitudes may be transferred across generations through learning processes, the media, schools, and witnessing and experiencing violence throughout
life – and can therefore be changed.
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Relationship-level factors
multiple partners
Men who report having multiple sexual partners are also more likely to perpetrate intimate partner violence or sexual violence. Multiple partnership and infidelity (as perceived by female partners) were also strongly associated with both the perpetration
and experiencing of intimate partner violence. (Abrahams et al., 2004; Chan, 2009;
Dalal, Rahman & Jansson, 2009; Jewkes et al., 2006; Johnson & Das, 2009; Koenig et
al., 2004; Tang & Lai, 2008; Vung & Krantz, 2009). All the studies reported a strong
association between women’s perceived infidelity or multiple sexual partnerships by
their partners and intimate partner violence or sexual violence. Estimates ranged from
a 1.5-fold (India) to 17.1-fold (South Africa) greater risk of the perpetration of intimate
partner violence and sexual violence, and a 1.5-fold (Uganda) to 2.4-fold (Viet Nam)
greater risk of experiencing intimate partner violence (Jewkes et al., 2006; Koenig et
al., 2004; Vung & Krantz, 2009). It is thought that these men may seek out multiple
sexual partners as a source of peer status and self-esteem, relating to their female partners impersonally and without the appropriate emotional bonding (Jewkes et al., 2006).
Also, such men are more likely to engage in risky behaviours with multiple sexual partners by refusing to use condoms – thus exposing themselves and their partners to an
increased risk of HIV infection. In most of the sites covered by the WHO Multi-country
study on women’s health and domestic violence against women (Garcia-Moreno et al., 2005)
women whose current or most recent partner was violent were more likely than women
in non-violent relationships to report at least one refusal to use a condom.

Community-level factors
weak community sanctions against intimate partner and sexual violence
The World report on violence and health notes that how a community responds to partner
violence may affect the overall levels of abuse in that community (Heise & GarciaMoreno, 2002). In a comparative study of 16 societies with either high or low rates of
intimate partner violence, Counts, Brown & Campbell (1992) found that societies with
the lowest levels of intimate partner violence were those that had community sanctions
against it, and where abused women had access to sanctuary – either in the form of
shelters or family support. Community sanctions, or prohibitions, could take the form
either of formal legal sanctions or the moral pressure for neighbours to intervene if a
woman was beaten. The “sanctions and sanctuary” framework suggests the hypothesis
that intimate partner violence will be highest in societies where the status of women is
in a state of transition. Where women have a very low status, violence is not needed to
enforce male authority. On the other hand, where women have a high status, they will
probably have achieved sufficient power collectively to change traditional gender roles.
Intimate partner violence is thus usually highest at the transition point, as is the situation in most LMIC.
The likelihood of sexual violence is related to the extent to which beliefs in male superiority and male entitlement to sex are entrenched in a community, the general tolerance
in the community of sexual assault and the strength of sanctions, if any, against perpetrators (Jewkes, Sen & Garcia-Moreno, 2002).
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Poverty
Studies from a wide range of settings show that, while intimate partner violence and
sexual violence cut across all socioeconomic groups, women living in poverty are disproportionately affected (Heise & Garcia-Moreno, 2002; Jewkes, Sen & Garcia-Moreno,
2002). It is not yet clear why poverty increases the risk of these forms of violence –
whether it is because of low income in itself or because of other factors that accompany
poverty, such as overcrowding or hopelessness. For some men, living in poverty is likely
to generate stress, frustration and a sense of inadequacy for having failed to live up to
their culturally expected role of providers. Poverty may also provide ready material for
marital disagreements or make it more difficult for women to leave violent or otherwise
unsatisfactory relationships. Whatever the precise mechanisms, it is probable that poverty acts as a “marker” for a variety of social conditions that combine to increase the
risks faced by women. Poor women and girls may be more at risk of rape in the course
of their daily tasks than those who are better off, for example when they walk home on
their own from work late at night, or work in the fields or collect firewood alone. Children of poor women may have less parental supervision when not in school, since their
mothers may be at work and unable to afford childcare. The children themselves may
be working and thus vulnerable to sexual exploitation. Poverty forces many women and
girls into occupations that carry a relatively high risk of sexual violence, particularly sex
work. It also creates enormous pressures for them to find or maintain jobs, to pursue
trading activities and, if studying, to obtain good grades – all of which render them
vulnerable to sexual coercion from those who can promise these things (Jewkes, Sen &
Garcia-Moreno, 2002).

Societal-level factors
traditional gender norms and social norms supportive of violence
Research studies across cultures have revealed a number of societal and cultural factors that might give rise to higher levels of violence. For example, Levinson (1989) used
statistical analysis of coded ethnographic data from 90 societies to examine the cultural
patterns of wife beating – exploring the factors that consistently distinguish societies
where wife beating is common from those where the practice is rare or absent. This
analysis indicated that wife beating occurs more often in societies in which men have
economic and decision-making power in the household, where women do not have easy
access to divorce and where adults routinely resort to violence to resolve their conflicts.
Another strong predictor in this study of the frequency of wife beating was the absence
of all-women workgroups. It was suggested that the presence of female workgroups
offers protection from wife beating because they provide women with a stable source of
social support and economic independence from their husbands and families.
One of the most common theories to explain the perpetration and experiencing of intimate partner violence and sexual violence is the maintenance of patriarchy or male
dominance within a society (Taft, 2009). Patriarchal and male dominance norms
reflect gender inequality and inequities at a societal level, and legitimize intimate partner violence and sexual violence perpetrated by men (Russo & Pirlott, 2006). While
they are located at the societal level, these gender norms play out at the level of community, relationship and individual behaviours. Societal norms related to gender are
believed to contribute to violence against women and gender inequality and other inequities by creating power hierarchies where men are viewed by society as economically
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and religiously superior, and of higher social status compared to women – who are
sometimes viewed as a liability (Ali & Bustamante-Gavino, 2008). As such, men are
socialized to believe that they are superior to women, should dominate their partners
and endorse traditional gender roles (Taft, 2009). Women’s subordination and submission is then considered to be normal, expected, accepted and, in some cases, attractive to men (Russo & Pirlott, 2006). Women who are more competent or educated are
often stigmatized or disliked by society. This gender inequality and male dominance
reduces the opportunities for women to be involved in decision-making at every level;
decreases the resources available to women; and increases acceptance of the use of violence against women. Furthermore, it contributes to gender-based inequities in health
and access to health care; in opportunities for employment and promotion; in levels of
income; in political participation and representation; and in education. Thus, macrolevel interventions that increase structural supports and resources that decrease gender
inequality – as well as interventions to reduce gender inequality at the community and
individual levels – may serve to decrease intimate partner violence and sexual violence
(Smith Fawzi et al., 2005).
In summary, there is a need for more research to identify modifiable factors that can
influence the perpetration or experiencing of intimate partner violence and sexual violence at both community and societal levels. Potential community-level factors include
education, the availability and accessibility of resources, and the readiness of individuals to use available community resources. Important societal-level factors include gender norms and other structural factors supportive of gender inequality and violence.

2.4 Risk factors associated with intimate partner violence
Most factors associated with the perpetration and experiencing of intimate partner violence identified to date are at the individual level, followed by the relationship and community level; fewer have been identified at the societal level (Table 3). Those factors
that are most strongly and consistently associated with intimate partner violence are
highlighted in bold in the table, and any not already discussed in Section 2.3 (Table 2)
are examined below.

Individual-level factors
Past history of victimization or perpetration of violence
Women who have previously been abused by intimate or non-intimate partners during
adulthood are more likely to experience future intimate partner violence compared to
those without prior exposure to violence. For example, one study from India showed
that women who reported previous non-intimate partner violence were 3.8 times more
likely to report intimate partner violence compared to those without previous exposure
(Boyle et al., 2009). A narrative review also found that previous exposure to abuse may
contribute to future victimization by changing a woman’s attitude towards violence;
decreasing her ability to recognize risk; lowering her self-esteem; increasing her guilt,
shame and embarrassment; and reducing her sexual assertiveness (Söchting, Fairbrother & Koch, 2004). Similarly, a prior history of perpetration among men was a strong
risk factor for intimate partner violence. Men with a history of abusive or violent behaviour were more likely to exhibit this behaviour in their future intimate partnerships,
especially during pregnancy and the postnatal period (Chan, 2009; Jewkes et al., 2006;
Martin, Taft & Resick, 2007; Söchting, Fairbrother & Koch, 2004; Tang & Lai, 2008).
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TABLE 3

Risk factors for intimate partner violencea
Perpetration by men

Victimization of women
IndIVIduAl lEVEl

DEMOGRAPHICS
• Young age
• Low socio-economic status/ income
• Low education
• Unemployment

DEMOGRAPHICS
• Young age
• Low socio-economic status/income
• Low education
• Separated/divorced marital status
• Pregnancy

EXPOSURE TO CHILD MALTREATMENT
• Intra-parental violence
• Sexual abuse
• Physical abuse

EXPOSURE TO CHILD MALTREATMENT
• Intra-parental violence
• Sexual abuse

MENTAL DISORDER
• Antisocial personality

MENTAL DISORDER
• Depression

SUBSTANCE USE
• Harmful use of alcohol
• Illicit drug use

SUBSTANCE USE
• Harmful use of alcohol
• Illicit drug use

• Acceptance of violence

• Acceptance of violence

• Past history of being abusive

• Exposure to prior abuse/victimization

RElATIOnSHIP lEVEl
• Educational disparity

• Educational disparity

• Multiple partners/infidelity

• Number of children

RELATIONSHIP qUALITY
• Marital dissatisfaction/discord
• Gender role disputes
• Marital duration

RELATIONSHIP qUALITY
• Marital dissatisfaction/discord

COMMunITy lEVEl
• Acceptance of traditional gender roles

• Acceptance of traditional gender roles

NEIGHBOURHOOD CHARACTERISTICS
• High proportion of poverty
• High proportion of unemployment
• High proportion of male literacy
• Acceptance of violence
• High proportion of households that use
corporal punishment

NEIGHBOURHOOD CHARACTERISTICS
• High proportion of poverty
• High proportion of unemployment
• High proportion of female literacy
• Acceptance of violence
• Low proportion of women with high level
of autonomy
• Low proportion of women with higher education

• Weak community sanctions

• Weak community sanctions
SOCIETAl lEVEl
• divorce regulations by government
• lack of legislation on intimate partner violence
within marriage
• Protective marriage law

• Traditional gender norms and social norms
supportive of violence
a

• Traditional gender norms and social norms
supportive of violence

Some of these factors are also risk factors for sexual violence (see Table 2 for risk factors for both intimate partner and
sexual violence).

27

28

Preventing intimate Partner and sexual violence against women

One high-quality study reported that South African men with a previous abusive history were almost three times more likely to have perpetrated intimate partner violence
(Jewkes et al., 2006).

Relationship-level factors
educational disparity
Disparities in educational attainment between male and female partners may also result
in higher rates of intimate partner violence (Ackerson et al., 2008; Chan, 2009). Men
may use violence to gain power within a relationship in which the woman’s level of education is higher. Ackerson et al. (2008) found that Indian women with a higher level of
education relative to their partner were more likely to experience physical intimate partner violence. Xu et al. (2005) found a similar relationship between relative educational
attainment between partners and any type of intimate partner violence in China.

relationship quality/marital satisfaction
Partnerships with low marital satisfaction, continuous disagreements and high marital discord are more likely to be associated with intimate partner violence compared
to those without. Lack of marital satisfaction and marital discord are strongly correlated with the occurrence of both the perpetration and experiencing of intimate partner violence (Morrison, Ellsberg & Bott, 2007; Stith et al., 2004; Tang & Lai, 2008).
Disagreements often occur over traditional gender roles, control in partnerships with
status disparities (for example, in income, education or age) and sexual acts or refusals.
Violence is perpetrated against a partner as a way of dealing with conflict or resolving
the disagreement. Additionally, a woman’s risk of victimization may be heightened in
situations where women start an argument or when they fight back.

Community-level and societal-level factors
Fewer studies have examined community-level and societal-level risk factors for intimate partner violence, especially in LMIC. However, a number of recent studies (Ackerson et al., 2008; Boyle et al., 2009; Gage, 2005; Koenig et al., 2004; Koenig et al.,
2006) show that several neighbourhood-level factors are associated with higher rates of
intimate partner violence, including:
l

lower proportion of women with a higher level of education;

l

higher neighbourhood poverty;

l

higher neighbourhood unemployment rate;

l

higher proportion of male and female illiteracy;

l

higher proportion of individuals with a positive view of violence;

l

lower proportion of women with high level of autonomy; and

l

higher proportion of households that use corporal punishment.

One study in 17 sub-Saharan African countries showed that intimate partner violence
against women was widely accepted under certain circumstances by men and women
in all the countries studied (Uthman, Lawoko & Moradi, 2009). Women were more
likely to justify it than men. “Neglecting the children” was the most common reason
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agreed to by both women and men for justifying intimate partner violence followed by
“going out without informing husband” and “arguing back with the husband”. The
WHO Multi-country study on women’s health and domestic violence against women (Garcia-Moreno et al., 2005) found that the percentage of women who agreed with one or
more justifications for “wife beating” varied from 6% to over 65%. Suspecting a wife
of being unfaithful was the most commonly agreed justification. In all countries except
Thailand the overall acceptance that wife beating could be justified for some reason
was significantly greater among women who had experienced physical or sexual intimate partner violence (or both) than among women who had never experienced such
violence. Increasing wealth, educational attainment, urbanization, access to media and
joint decision-making were all associated with decreased levels of justification of intimate partner violence against women in most countries. Although the strength of the
associations between these factors and intimate partner violence needs to be further
validated, they remain potential targets for the development of programmes at a community level.

2.5 Risk factors associated with sexual violence
Of the factors associated with the perpetration and experiencing of sexual violence, most
were identified at the individual level (Table 4). Those factors that have the strongest
reported effect or are most consistently reported are highlighted in the table in bold
font. Many of the risk factors listed as strong risk factors of sexual violence have been
discussed above in previous sections, suggesting that few such factors are specific to
sexual violence.

family honour and sexual purity
Family responses to sexual violence that blame women without punishing men, and
concentrate instead on restoring “lost” family honour, create an environment in which
rape can occur with impunity. While such families will often try to protect their women
from rape and may also put their daughters on contraception to prevent visible signs
should rape occur, there is rarely much social pressure to control young men or persuade
them that coercive sex is wrong. Instead, in some countries, there is frequently support
for family members to do whatever is necessary – including murder of the victim – to
alleviate the “shame” associated with a rape or other sexual transgression (Jewkes, Sen
& Garcia-Moreno, 2002).

ideologies of male sexual entitlement
Sexual violence committed by men is to a large extent rooted in ideologies of male sexual entitlement. These belief systems grant women extremely few legitimate options to
refuse sexual advances. Many men thus simply exclude the possibility that their sexual
advances towards a woman might be rejected or that a woman has the right to make
an autonomous decision about participating in sex. In many cultures, women as well
as men regard marriage as entailing an obligation on women to be sexually available
virtually without limit, though sex may be culturally proscribed at certain times, such
as after childbirth or during menstruation. Societal norms around the use of violence as
a means to achieve objectives have been strongly associated with the prevalence of rape.
In societies where the ideology of male superiority is strong – emphasizing dominance,
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TABLE 4

Risk factors for sexual violencea
Perpetration by men

Victimization of women
IndIVIduAl lEVEl

DEMOGRAPHICS
• Low socio-economic status/income

DEMOGRAPHICS
• Young age
• Lower education
• Separated/divorced and single women

• Gang membership

• Early exposure to sexual activity

EXPOSURE TO CHILD MALTREATMENT
• Sexual abuse
• Physical abuse
• Intraparental violence

EXPOSURE TO CHILD MALTREATMENT
• Intra-parental violence
• Sexual abuse

MENTAL DISORDER
• Antisocial personality

MENTAL DISORDER
• Depression

SUBSTANCE USE
• Harmful use of alcohol
• Illicit drug use

SUBSTANCE USE
• Harmful use of alcohol
• Illicit drug use
• Prior victimization
RElATIOnSHIP lEVEl

• Multiple partners/infidelity

• Multiple partners

• Low resistance to peer pressure
• Family honour and sexual purity
COMMunITy lEVEl
• Weak community sanctions

• Weak community sanctions

• Poverty

• Poverty
SOCIETAl lEVEl

a

• Traditional gender norms and social norms
supportive of violence

• Traditional gender norms and social norms
supportive of violence

• Ideologies of male sexual entitlement

• Ideologies of male sexual entitlement

• Weak legal sanctions

• Weak legal sanctions

Some of these factors are also risk factors for intimate partner violence (see Table 2 for risk factors for both intimate
partner and sexual violence).

physical strength and male honour – rape is more common. Countries with a culture of
violence, or where violent conflict is taking place, experience an increase in other forms
of violence, including sexual violence (Jewkes, Sen & Garcia-Moreno, 2002).

weak legal sanctions
Factors operating at a societal level that influence sexual violence include laws and
national policies relating to gender equality in general and to sexual and intimate partner violence more specifically, as well as norms relating to the use of violence. While the
various factors operate largely at local level (within families, schools, workplaces and
communities) there are also influences from the laws and norms working at national
and even international level.
There are considerable variations between countries in their approach to sexual violence
legislation. Some countries have far-reaching legislation and legal procedures, with a
broad definition of rape that includes marital rape, heavy penalties for those convicted,
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and a strong response in supporting victims. A commitment to preventing or reducing
sexual violence is also reflected in an emphasis on police training and an appropriate
allocation of police resources to the problem; in the priority given to investigating cases
of sexual assault; and in the resources made available to support victims and provide
medico-legal services. However, even in countries with the best laws, the conviction rate
for sexual violence is minimal.
At the other end of the scale, there are countries with much weaker approaches to the
issue – where conviction of an alleged perpetrator on the evidence of the woman alone is
not allowed, where certain forms or settings of sexual violence are specifically excluded
from the legal definition, and where rape victims are strongly deterred from bringing
the matter to court through the fear of being punished for filing an “unproven” rape
case (Jewkes, Sen & Garcia-Moreno, 2002).

2.6 Protective factors for intimate partner violence and sexual violence
Most of the research on the perpetration and experiencing of intimate partner violence
and sexual violence has focused on factors associated with an increased likelihood of
intimate partner violence and/or sexual violence (risk factors) rather than factors that
decrease or buffer against risk (protective factors). However, several studies have shown
that women who were more highly educated (secondary schooling or higher) were
20–55% less likely to be victims of intimate partner violence or sexual violence compared to less-educated women (Brown et al., 2006; Fehringer & Hindin, 2009; Flake,
2005). Similarly, men who were more highly educated were approximately 40% less
likely to perpetrate intimate partner violence compared to less-educated men (Johnson
& Das, 2009). Marital duration of more than 15 years was also identified as a potential
protective factor against male perpetration of intimate partner violence in Bangladesh
(Johnson & Das, 2009). Other factors that may decrease or buffer against risk include:
l

having benefited from healthy parenting as a child (protective against intimate partner violence and sexual violence);

l

having own supportive family (intimate partner violence);

l

living within extended family/family structure (intimate partner violence);

l

belonging to an association; and

l

women’s ability to recognize risk (sexual violence)
(Ellsberg et al. 1999; Gidicyz et al., 2006; Schwartz et al., 2006).

However, much more scientific research into these protective factors is required.

2.7 Gender norms and inequality
Gender inequality and inequity are important societal-level factors that remain significantly under-researched in terms of their associations with intimate partner violence
and sexual violence. However, two specific risk factors appear to be strongly associated
with intimate partner and sexual violence – the unequal position of women in a particular relationship and in society (which is underwritten by ideologies of male superiority);
and the normative use of violence to resolve conflicts (and during political struggles).
These factors are manifested by distinct and hierarchical gender roles, notions of male
sexual entitlement, the low social value and power of women, and ideas of manhood
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linked to the control or “disciplining” of women. These in turn are linked to factors
such as low levels of education among women; few public roles for women; the lack of
family, social and legal support for women; and the lack of economic power for women
(Jewkes, 2002).
For the effective prevention of intimate partner and sexual violence, it is vital to shed a
strong light on how gender norms and gender inequality and inequity are related to such
violence. A thorough understanding based on sound empirical evidence of how gender
norms and gender inequality and inequity function as risk and protective factors for,
and as causes of, intimate partner and sexual violence in different sociocultural contexts
is required. Acquiring such an understanding should be a top priority of research into
the risk and protective factors for intimate partner and sexual violence.

2.8 Key messages
Risk and protective factors
Intimate partner and sexual violence
n Women and men with lower levels of education are at increased risk of experiencing and
perpetrating, respectively, intimate partner violence.
n Exposure to child maltreatment is strongly associated with:
— the perpetration by men of intimate partner and sexual violence; and
— the experiencing by women of intimate partner and sexual violence.
n An antisocial personality disorder is a strong risk factor for the perpetration of both intimate
partner and sexual violence.
n Harmful use of alcohol is frequently found to be associated with the perpetration of both
intimate partner and sexual violence.
n Males who have multiple partners or are suspected by their partners of infidelity are more
likely to perpetrate both intimate partner and sexual violence.
n Attitudes that are accepting of violence are strongly associated with both the perpetration and
experiencing of intimate partner and sexual violence.

Risk factors specific to intimate partner violence
n Past history of violence as a perpetrator or victim is a strong risk factor for future intimate
partner violence.
n Marital discord and dissatisfaction are strongly associated with both the perpetrating and
experiencing of intimate partner violence.

Risk factors specific to sexual violence
n Beliefs in family honour and sexual purity are associated with a lack of social pressure to
persuade young men that coercive sex is wrong.
n Sexual violence committed by men is to a large extent rooted in ideologies of male sexual
entitlement. These belief systems grant women extremely few legitimate options to refuse sexual
advances.
n Weak legal sanctions for sexual violence send the message that such violence is condoned, and
may even exclude certain forms of sexual violence from the legal definition.
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Prevention implications
n Different risk and protective factors may operate in different countries and settings. Hence, it
is important to identify and then address those risk factors most strongly associated with intimate
partner violence and sexual violence in each setting.
n Primary prevention efforts should focus on younger age groups.
n Preventing all forms of violence and abuse, especially child maltreatment, will help to reduce
the levels of intimate partner and sexual violence.
n Reducing overall alcohol consumption in a population may help to reduce the harmful use of
alcohol and with it the perpetration and experiencing of intimate partner and sexual violence.
n There are several modifiable factors associated with intimate partner violence that can be
targeted by primary prevention measures such as reducing acceptance of violence, increasing
women’s access to education, changing laws that discriminate against women and implementing
more gender equitable policies. Although targeting these factors will in all likelihood also reduce
sexual violence, the required evidence is currently lacking.
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CHAPTER 3

Primary prevention strategies –
the evidence base

3.1 Introduction
Intimate partner and sexual violence are not inevitable – their levels vary over time and
between places due to a variety of social, cultural, economic and other factors. As outlined in Chapter 1, this can result in substantial differences between and within countries in the prevalence of intimate partner and sexual violence. Most importantly, this
variation shows that such violence can be reduced through well-designed and effective
programmes and policies. As discussed in Chapter 2, there are important factors related
to both perpetration and victimization – such as exposure to child maltreatment, witnessing parental violence, attitudes that are accepting of violence and the harmful use
of alcohol – that can be addressed.
At present, evidence on the effectiveness of primary prevention strategies for intimate
partner and sexual violence is limited, with the overwhelming majority of data derived
from HIC – primarily the United States. Consequently, current high priorities in this
field include adapting effective programmes from high-income to lower-income settings;
further evaluating and refining those for which evidence is emerging; and developing
and testing strategies that appear to have potential, especially for use in low-resource
settings, with rigorous evaluation of their effectiveness. At the same time, the dearth of
evidence in all countries means that the generating of evidence and the incorporation
of well-designed outcome evaluation procedures into primary prevention programmes
are top priorities everywhere. This will help to ensure that the efforts made in this area
are founded upon a solid evidence base. Furthermore, programme developers should
be encouraged to explicitly base programmes on existing theoretical frameworks and
models of behaviour change to allow underlying mechanisms to be identified and to
make replication easier.
Most of the evaluated strategies aimed at preventing intimate partner and sexual violence have targeted proximal risk factors – primarily at the individual and relationship
levels of the ecological model.

the need for upstream action
In the public health framework, primary prevention means reducing the number of
new instances of intimate partner and sexual violence by addressing the factors that
make the first-time perpetration of such violence more likely to occur. Primary prevention therefore relies on identifying the “upstream” determinants and then taking action
to address these. The impact of widespread, comprehensive programmes can then be
measured at the population level by comparing the rates at which such violence is either
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experienced or perpetrated. Given the lifetime prevalence of intimate partner and sexual violence shown in Table 1 (Chapter 1), the hundreds of millions of women worldwide
in need of services would outstrip the capacity of even the best-resourced countries. A
problem on this scale requires a major focus on primary prevention.
Upstream actions can target risk factors across all four levels of the ecological model
presented in Chapter 2. To decrease intimate partner and sexual violence at the population level, it is particularly important to address the societal or outer level of the model.
Such measures include national legislation and supportive policies aimed at social and
economic factors – such as income levels, poverty and economic deprivation, patterns
of male and female employment, and women’s access to health care, property, education, and political participation and representation. It is sometimes even argued that
programmes that aim to reduce intimate partner and sexual violence against women
without increasing male-female equity will ultimately not succeed in reducing violence
against women. However, while many strategies involving legal and educational reform
and employment opportunities are being implemented to increase gender equality, few
have been assessed for their impact on intimate partner and sexual violence, making
the evaluation of such strategies a priority. Any comprehensive intimate partner and
sexual violence prevention strategy must address these sociocultural and economic factors through legislative and policy changes and by implementing related programmes.

creating a climate of non-tolerance
Addressing risk factors at the societal level may increase the likelihood of successful
and sustainable reductions of intimate partner and sexual violence. For example, when
the law allows husbands to physically discipline wives, implementing a programme to
prevent intimate partner violence may have little impact. National legislation and supportive policies should therefore be put in place to ensure that women have equal rights
to political participation, education, work, social security and an adequate standard of
living. They should also be able to enter freely into a marriage or to leave it, to obtain
financial credit, and to own and administer property. Laws and policies that discriminate against women should be changed, and any new legislation and policies should be
examined for their impact upon women and men. Legislation and policies that address
wider socioeconomic inequalities are likely to reduce other forms of interpersonal violence which will in turn help to reduce intimate partner and sexual violence.
Legislation and policies that address wider socioeconomic inequalities can make a vital
contribution to empowering women and improving their status in society; to creating
cultural shifts by changing the norms, attitudes and beliefs that support intimate partner and sexual violence; and to creating a climate of non-tolerance for such violence.
The human rights of girls and women need to be respected, protected and fulfilled as
part of ensuring the well-being and rights of everyone in society. As a first step towards
this, governments should honour their commitments in implementing the following
international legislation and human-rights instruments:
l

Convention on the Elimination of All Forms of Discrimination Against Women
(1979);

l

The Convention on the Rights of the Child (1991);

l

The Declaration on the Elimination of Violence Against Women (1993);

l

The Beijing Declaration and Platform for Action (1995);

35

36

Preventing intimate Partner and sexual violence against women

l
l

The Millennium Declaration (2000); and
The Inter-American Convention on the Prevention, Punishment and Eradication of
Violence against Women (Convention of Belem do Para, 1994).

Legislation and criminal justice systems must also be in place to deal with cases of
intimate partner and sexual violence after the event. These systems should aim to help
prevent further violence, facilitate recovery and ensure access to justice – for example
through the provision of specialized police units, restraining orders and multi-agency
sexual assault response teams. Potentially, legal protection against intimate partner and
sexual violence helps to reinforce non-violent social norms by sending the message that
such acts will not be tolerated. Measures to criminalize abuse by intimate partners and
to broaden the definition of rape have been instrumental in bringing these issues out
into the open and dispelling the notion that such violence is a private family matter. In
this regard, they have been very important in shifting social norms (Heise & GarciaMoreno, 2002; Jewkes, Sen & Garcia-Moreno, 2002). However, the evidence surrounding the deterrent value of arrest in cases of intimate partner violence shows that it may
be no more effective in reducing violence than other police responses, such as issuing
warnings or citations, providing counselling or separating couples (Fagan & Browne
1994; Garner, Fagan & Maxwell, 1995). Some studies have also shown increased abuse
following arrest, particularly for unemployed men and those living in impoverished
areas (Fagan & Browne 1994; Garner, Fagan & Maxwell, 1995). Protective orders can
be useful, but enforcement is uneven and there is evidence that they have little effect on
men with serious criminal records (Heise & Garcia-Moreno, 2002). In cases of rape,
reforms related to the admissibility of evidence and removing the requirement for victims’ accounts to be corroborated have also been useful, but are ignored in many courts
throughout the world (Du Mont & Parnis, 2000; Jewkes, Sen & Garcia-Moreno, 2002).
Currently, on the whole, sufficient evidence of the deterrent effect of criminal justice
system responses on intimate partner and sexual violence is still lacking (Dahlberg &
Butchart, 2005).
Dismantling hierarchical constructions of masculinity and femininity predicated on
the control of women, and eliminating the structural factors that support inequalities
are likely to make a significant contribution to preventing intimate partner and sexual
violence. However, these are long-term goals. Strategies aimed at achieving these longterm objectives should be complemented by measures with more immediate effects that
are informed by the evidence base presented in this chapter.

3.2 Assessing the evidence for different prevention approaches
From the perspective of public health, a fundamental question is “do intimate partner
and sexual violence prevention programmes work”? That is to say, are there certain
programmes or strategies that are effective in preventing or reducing intimate partner
and sexual violence? Effectiveness can only be demonstrated using rigorous research
designs, such as randomized-controlled trials or quasi-experimental designs. These
typically compare the outcomes of an experimental group (which receives the programme) with a control or comparison group (which is as equivalent as possible to the
experimental group but which does not receive the programme). One major concern is
to be able to rule out alternative explanations for any observed changes in outcome in
order to be confident that the changes really were due to the programme and not some
other factor. This issue is discussed further in section 4.6 of this document.
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Although “testimonials” are not a sound basis for evaluating the effectiveness of a programme, they can provide insights into its running and on whether participants find it
worthwhile. However, approaches that are based upon testimonials might expend significant resources and capacity on programmes that may be ineffective or may even make
things worse (Dahlberg & Butchart, 2005). Various criteria have now been proposed to
more systematically evaluate the effectiveness of different programmes. The most stringent criteria involve programme evaluation using experimental or quasi-experimental
designs; evidence of significant preventive effects; evidence of sustained effects; and the
independent replication of outcomes.
In spite of the emphasis on and visibility of efforts to promote gender equality and
prevent intimate partner and sexual violence, very few of the programmes reviewed in
this chapter meet all of these criteria, while others have not been subjected to any kind
of scientific evaluation. Rigorous scientific evaluation of programmes for preventing
intimate partner and sexual violence are even rarer in LMIC. The field of intimate
partner and sexual violence prevention must therefore be considered to be at its earliest
stages in terms of having an established evidence base for primary prevention strategies,
programmes and policies. The limited evidence base for intimate partner and sexual
violence prevention has three important implications for this chapter.
First, the chapter extrapolates, when relevant, from the stronger evidence base for child
maltreatment and youth violence prevention, but clearly signals that these extrapolations remain speculative. Much, however, can be learned from the literature on youth
violence and child maltreatment prevention.
Second, the chapter describes those primary prevention programmes which have the
potential to be effective either on the grounds of theory or knowledge of risk factors
– even if there is currently little or no evidence to support them or where, in certain
cases, they have not yet been widely implemented. In the process, an attempt is made
to draw attention to the underlying theories, principles and mechanisms on which the
programmes are based. However, it is noted that a firm theoretical base and consistency
with identified risk factors does not guarantee the success of a programme.
Third, the chapter includes programmes developed in LMIC settings on condition that
they have some supporting evidence (even if it is weak) or are currently in the process of
being evaluated, that they appear to have potential on theoretical grounds, or that they
address known risk factors. The inclusion criteria are designed on the one hand to avoid
setting the bar of methodological standards too high – which would lead to the exclusion of many of the programmes developed in low-resource settings on the grounds that
they have no or low-quality evidence supporting them. On the other hand, setting the
bar too low would run the risk of appearing to endorse programmes unsupported by
evidence. However, the limitations of the evidence presented are clearly spelt out and
the need for rigorous outcome evaluation studies emphasized.
Although still in its early stages, there are sound reasons to believe that this field is
poised to expand rapidly in coming years. Some programmes have been demonstrated
to be effective following rigorous outcome evaluations, evidence is beginning to emerge
to support the effectiveness of many more, and suggestions for potential strategies have
proliferated. Furthermore, tried and tested methods for developing effective evidencebased primary prevention programmes and policies for other forms of interpersonal
violence have been reported (for example, Flay et al., 2005; Mzarek & Haggerty, 1994;
Olds, Sadler & Kitzman, 2007). The field of evidence-based intimate partner and sex-
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ual violence prevention now requires an open mind to promising approaches, and to
innovative new ideas at all stages of the life cycle.

3.3 Summary tables of primary prevention strategies and programmes1
Table 5 summarizes the strength of evidence for the effectiveness of those strategies to
prevent intimate partner violence and sexual violence for which some evidence is available. Strategies are grouped according to life stage. An important distinction must be
drawn between a strategy and a specific programme. Although specific programmes
may have been demonstrated to be effective, this in no way implies that all other programmes categorized under the same strategy are also effective. For example, the Nurse
Family Partnership, developed in the USA, is a home-visitation programme that has
been demonstrated to be effective in preventing child maltreatment. Nevertheless, it is
the only programme within the broader strategy of home visitation (which includes a
multitude of different programmes) that is supported by solid evidence of its effectiveness (MacMillan et al., 2009).
Strategies are ranked for their effectiveness in preventing intimate partner violence and
sexual violence as follows:
 Effective: strategies which include one or more programmes demonstrated to
be effective; effective refers to being supported by multiple well-designed studies
showing prevention of perpetration and/or experience of intimate partner and/or
sexual violence;
m Emerging evidence: strategies which include one or more programmes for which
evidence of effectiveness is emerging; emerging evidence refers to being supported
by one well-designed study showing prevention of perpetration and/or experience
of intimate partner and/or sexual violence or studies showing positive changes in
knowledge, attitudes and beliefs related to intimate partner violence and/or sexual
violence;
?

Effectiveness unclear: strategies which include one or more programmes of
unclear effectiveness due to insufficient or mixed evidence;

X

Emerging evidence of ineffectiveness: strategies which include one or more
programmes for which evidence of ineffectiveness is emerging; emerging evidence
refers to being supported by one well-designed study showing lack of prevention of
perpetration and/or experience of intimate partner and/or sexual violence or studies showing an absence of changes in knowledge, attitudes and beliefs related to
intimate partner violence and/or sexual violence;

X

Ineffective: strategies which include one or more programmes shown to be ineffective; ineffective refers to being supported by multiple well-designed studies showing lack of prevention of perpetration and/or experience of intimate partner and/or
sexual violence;

XX Probably harmful: strategies which include at least one well-designed study
showing an increase in perpetration and/or experiencing of intimate partner and/
1

Since the development of prevention strategies has not mirrored the identification of risk and protective
factors, the organization of this chapter does not parallel that of Chapter 2. However, the previously
identified risk factors are highlighted in this chapter.
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or sexual violence or negative changes in knowledge, attitudes and beliefs related to
intimate partner and/or sexual violence;
As shown in Table 5, there is currently only one strategy for the prevention of intimate
partner violence that can be classified “effective” at preventing actual violence. This is
the use of school-based programmes to prevent violence within dating relationships.
However, only three such programmes – described below – have been demonstrated
to be effective and these findings cannot be extrapolated to other school-based programmes using a different approach, content or intensity. At present, there are no correspondingly evaluated effective programmes against sexual violence.
Table 6 lists those strategies for which there is currently no evidence or very weak evidence but which appear to have potential on the grounds of theory, known risk factors,
or outcome evaluations that are methodologically of lower quality; it also includes some
promising strategies that are currently undergoing evaluation.
All the strategies reviewed have been organized according to the main life stages. When
strategies are relevant to more than one stage of life, they have been categorized under
the stage at which they are most often delivered. Strategies relevant to all life stages are
described last. In contrast to the formal definitions in section 1.1 and because of the
way programmes are organized, intimate partner violence is considered here to include
instances of sexual violence that occur within an intimate partnership, while sexual violence is used here to refer to sexual violence occurring outside intimate partnerships (i.e.
perpetrated by friends, acquaintances or strangers). Dating violence can be considered
to incorporate both possibilities since dating partners can range from being little more
than acquaintances to more intimate partners. However, in Table 5 and Table 6, dating
violence is classified for the sake of convenience under intimate partner violence.

BOX 2
Outcome measures of effectiveness
The effectiveness of a programme can be evaluated in terms of three different types of
outcome – each of which can be measured at different intervals after the programme:
1. Changes in knowledge, attitudes and beliefs regarding intimate partner and sexual
violence. This is the weakest of the three outcomes because changes in knowledge,
attitudes and beliefs do not necessarily lead to changes in violence behaviour. In this
respect, even successful programmes in this area cannot be assumed to be effective
at preventing actual intimate partner or sexual violence without further research
demonstrating corresponding reductions in violent behaviour.
2. Reductions in the perpetration of intimate partner or sexual violence.
3. Reductions in the experiencing of intimate partner or sexual violence.
Intimate partner violence is not a unitary construct and can take different forms, including
physical, sexual and psychological violence. Despite this, outcome evaluations generally
do not examine effectiveness in relation to these different types of violence – nor are
programmes generally designed to address specific types of intimate partner violence in
particular. It is possible that programmes considered to be effective or promising may only
be so for certain forms of intimate partner violence (Whitaker, Baker & Arias, 2007).
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TABLE 5

Primary prevention strategies for intimate partner violence and sexual violence for
which some evidence is available
InTIMATE
PARTnER
VIOlEnCE

SExuAl
VIOlEnCE

Interventions for children and adolescents subjected to child maltreatment
and/or exposed to intimate partner violence

m

?

School-based training to help children recognize and avoid potentially
sexually abusive situations

?

m

School-based programmes to prevent dating violence



nA

STRATEGy

duRInG InFAnCy, CHIldHOOd And EARly AdOlESCEnCE

duRInG AdOlESCEnCE And EARly AdulTHOOd
Sexual violence prevention programmes for school and college populations

nA

?

Rape-awareness and knowledge programmes for school and college
populations

nA

X

Education (as opposed to skills training) on self-defence strategies for
school and college populations

nA

X

Confrontational rape prevention programmes

nA

XX

Empowerment and participatory approaches for addressing gender
inequality: Microfinance and gender-equality training

m

?

Empowerment and participatory approaches for addressing gender
inequality: Communication and relationship skills training (e.g. Stepping
Stones)

m

?

Home-visitation programmes with an intimate partner violence component

?

?

duRInG AdulTHOOd

All lIFE STAGES
Reduce access to and harmful use of alcohol

m

?

Change social and cultural gender norms through the use of social norms
theory

?

m

Change social and cultural gender norms through media awareness
campaigns

m

?

Change social and cultural gender norms through working with men and
boys

m

?


m

?
X

X
XX
nA

Effective: strategies which include one or more programmes demonstrated to be effective; effective refers to being
supported by multiple well-designed studies showing prevention of perpetration and/or experiencing of intimate
partner and/or sexual violence;
Emerging evidence of effectiveness: strategies which include one or more programmes for which evidence of
effectiveness is emerging; emerging evidence refers to being supported by one well-designed study showing
prevention of perpetration and/or experiencing of intimate partner and/or sexual violence or studies showing
positive changes in knowledge, attitudes and beliefs related to intimate partner violence and/or sexual violence;
Effectiveness unclear: strategies which include one or more programmes of unclear effectiveness due to
insufficient or mixed evidence;
Emerging evidence of ineffectiveness: strategies which include one or more programmes for which evidence of
ineffectiveness is emerging; emerging evidence refers to being supported by one well-designed study showing lack
of prevention of perpetration and/or experiencing of intimate partner and/or sexual violence or studies showing an
absence of changes in knowledge, attitudes and beliefs related to intimate partner violence and/or sexual violence;
Ineffective: strategies which include one or more programmes shown to be ineffective; ineffective refers to being
supported by multiple well-designed studies showing lack of prevention of perpetration and/or experiencing of
intimate partner and/or sexual violence;
Probably harmful: strategies which include at least one well-designed study showing an increase in perpetration
and/or experiencing of intimate partner and/or sexual violence or negative changes in knowledge, attitudes and
beliefs related to intimate partner and/or sexual violence;
Not applicable.
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TABLE 6

Primary prevention strategies for intimate partner violence and
sexual violence with potential
STRATEGy
duRInG InFAnCy, CHIldHOOd And EARly AdOlESCEnCE
Home-visitation programmes to prevent child maltreatment
Parent education to prevent child maltreatment
Improve maternal mental health
Identify and treat conduct and emotional disorders
School-based social and emotional skills development
Bullying prevention programmes
duRInG AdOlESCEnCE And EARly AdulTHOOd
School-based multi-component violence prevention programmes
duRInG AdulTHOOd
United States Air Force multi-component programme to prevent suicide
Empowerment and participatory approaches for addressing gender inequality – SASA!

3.4 during infancy, childhood and early adolescence
home-visitation and parent-education programmes to prevent child maltreatment
As noted in earlier sections of this document, a history of child maltreatment substantially increases the risk of an individual becoming either a perpetrator or victim of intimate partner violence and of sexual violence. It is therefore reasonable to assume that
preventing child maltreatment has the potential to reduce subsequent intimate partner
and sexual violence (Foshee, Reyes & Wyckoff., 2009). However, direct evidence of the
effect of such programmes on the levels of intimate partner violence is currently still
lacking.
In general however, reducing the risk of the different forms of child maltreatment
reviewed in Preventing child maltreatment: a guide to taking action and generating evidence
(WHO-ISPCAN, 2006)1 can contribute to reducing the intergenerational transmission
of violence and abuse. The most promising strategies for preventing child maltreatment in this area include home visitation and parent education programmes (Mikton
& Butchart, 2009). However, neither type of programme has been evaluated for its
long-term effects on the prevention of intimate partner and sexual violence among the
grown-up children of parents who were involved in such programmes.

improve maternal mental health
Maternal depression (which affects at least 1 in 10 new mothers) can interfere with
good bonding and attachment processes. This in turn increases the risk of persistent
conduct disorders in children (a key risk factor for the later perpetration of violence) by
as much as five-fold (Meltzer et al., 2003). Effective approaches for addressing maternal
depression include early recognition (antenatally and postnatally) followed by peer and

1

To obtain this guide, please visit: www.who.int/violence_injury_prevention/violence/activities/child_
maltreatment/en/index.html
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social support, psychological therapies and antidepressant medication (National Collaborating Centre for Mental Health, 2007). The long-term effects on the children of
mothers treated for maternal depression in terms of their later involvement in intimate
partner and sexual violence have not been assessed, but the approach appears to have
potential.

identify and treat conduct and emotional disorders in children
Conduct disorders in childhood and adolescence – a precursor of antisocial personality disorder – are associated with an increased risk of experiencing and/or perpetrating
intimate partner and sexual violence. Additionally, emotional disorders are associated
with later depression and anxiety in adult years and can increase the risk of postnatal
depression and persistent maternal depression. As outlined above, these in turn contribute to as much as a five-fold increased risk of emotional or conduct disorders in the
children of mothers with poor mental health (Meltzer et al., 2003). The early identification and effective treatment of conduct and emotional disorders in childhood and adolescence could therefore be expected to reduce the occurrence of subsequent intimate
partner and sexual violence.
Good evidence exists of the links between early conduct disorder and later involvement
in violence as both victim and perpetrator, and of the effectiveness of interventions to
reduce conduct disorder and youth offending. However, despite their potential, there is
at present no evidence showing that the strategy of identifying and treating conduct and
emotional disorders in childhood or early adolescence leads to reductions in intimate
partner and sexual violence during later adolescence and adulthood.

interventions for children and adolescents subjected to child maltreatment and/or
exposed to intimate partner violence
As discussed in section 2.3, because children or adolescents who have been subjected
to child maltreatment or exposed to parental violence are at increased risk of becoming
the perpetrators and victims of intimate partner and sexual violence, interventions in
this area are particularly important.
One meta-analysis (Skowron & Reinemann, 2005) examined 21 programmes involving
psychological interventions targeted at children and adolescents who had experienced
child maltreatment. Results suggested that psychological treatments for child maltreatment yielded improvements among participants: some 71% of treated children appeared
to be functioning better than their non-treated counterparts. All of the interventions
were designed to improve cognitive, emotional and behavioural outcomes, with 11 of
the studies considered to be experimental. A randomized trial of one of these programmes (the Youth Relationship Project – section 3.5) used adolescent dating violence
as an outcome and found a reduction in the experiencing and perpetration of physical
and emotional abuse (Wolfe et al., 2003).
Psychological interventions for children and adolescents subjected to child maltreatment and/or exposed to intimate partner violence therefore appear to represent a strategy for the prevention of intimate partner violence supported by emerging evidence.
Their effect on sexual violence remains unclear at present.
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school-based social and emotional skills development
Factors such as impulsiveness, lack of empathy and poor social competence – which
may be indicative of conduct disorder, a precursor of antisocial personality disorder – are important individual risk factors for perpetrating various forms of violence,
including intimate partner and sexual violence. Cognitive-behavioural skills training
programmes and social development programmes that address these factors in children
and young adolescents are therefore promising strategies for preventing subsequent violence. These programmes seek to promote pro-social behaviour and to provide social
and emotional skills such as problem-solving, anger management, increased capacity
for empathy, perspective-taking and non-violent conflict resolution. They can either be
population-based or targeted at those at high risk, and are typically delivered in schools.
While there is strong evidence that such programmes can be effective in reducing youth
violence and improving social skills (e.g. Lösel & Beelmann, 2003), there is currently
no evidence that they can reduce sexual and dating violence among adolescents and
young adults, or intimate partner and sexual violence later in life. Nonetheless, they
appear to have potential in preventing subsequent intimate partner violence and sexual
violence.

school-based training to help children to recognize and avoid potentially sexually
abusive situations
School-based programmes to prevent child sexual abuse by teaching children to recognize and avoid potentially sexually abusive situations are run in many parts of the world,
but evaluated examples come mainly from the United States.
A recent systematic review of reviews (Mikton & Butchart, 2009) found that although
school-based programmes to prevent child sexual abuse are effective at strengthening
knowledge and protective behaviours against this type of abuse, evidence showing whether such programmes reduce its actual occurrence is lacking. Two studies that measured
future experience of sexual abuse as an outcome reported mixed results (Finkelhor, Asdigian & Dziuba-Leatherman, 1995; Gibson & Leitemberg, 2000). Nonetheless, emerging evidence of their effectiveness in preventing subsequent sexual abuse victimization
appears to support the use of such programmes. Further research on the long-term
impact on actual sexual abuse victimization is however required (Finkelhor, 2009).

bullying prevention programmes
Bullying has both immediate and long-term consequences on perpetrators and victims,
including social isolation and the exacerbation of antisocial behaviour that can lead to
juvenile and adult crime (for perpetrators) and depression, suicidal ideation, social isolation and low self-esteem (for victims). Some of these consequences may increase the
risk of later involvement in intimate partner and/or sexual violence either as perpetrator
or victim. A number of reviews have concluded that bullying prevention programmes
are effective in reducing bullying (Baldry & Farrington, 2007; Smith et al., 2004). A
systematic review and meta-analysis of school-based programmes to reduce bullying
and victimization (Farrington & Ttofi, 2009) showed that, overall, school-based bullying prevention programmes are effective in reducing both bullying and being bullied.
On average, bullying perpetration decreased by 20–23% and the experiencing of being
bullied decreased by 17–20%.
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Although such programmes are likely to have broader potential benefits, evidence
of their effect on the experiencing or perpetrating of intimate partner and/or sexual
violence later in life is limited. A number of studies, however, have demonstrated an
association between bullying and sexual harassment. Some sexual violence prevention
programmes in the United States include bullying prevention components for elementary and middle school age children (Basile, Hertz & Back, 2009).

3.5 during adolescence and early adulthood
School-based programmes to prevent dating violence
Dating violence is an early form of partner violence, occurring primarily in adolescence
and early adulthood, and experienced within a “dating relationship”. Dating violence
prevention programmes have been the most evaluated of all intimate partner violence
prevention programmes with 12 evaluations of adolescent dating violence prevention
programmes, including five randomized trials (Foshee et al., 2008). Targeted at early
sexual relationships, in contexts where marriage is usually entered into from about 20
years of age, these programmes have been shown to prevent dating violence and sexual
violence. Furthermore, dating violence appears to be a risk factor for intimate partner
violence later in life (Smith, White & Holland, 2003) and is also associated with injuries
and health-compromising behaviours, such as unsafe sex, substance abuse and suicide
attempts (Wolfe et al., 2009). Accordingly, the prevention of dating violence can be
assumed to be preventive of intimate partner and sexual violence in later life (Foshee,
Reyes & Wyckoff., 2009).
One dating violence prevention programme that has been well evaluated using a randomized-controlled design is Safe Dates. Positive effects were noted in all four published
evaluations (Foshee et al., 1998; Foshee et al., 2000; Foshee et al., 2004; Foshee et al.,
2005). Foshee et al. (2005) examined the effects of Safe Dates in preventing or reducing perpetration and victimization over time using four waves of follow-up data. The
programme significantly reduced psychological, moderate physical and sexual dating
violence perpetration at all four follow-up periods. The programme also significantly
reduced severe physical dating abuse perpetration over time, but only for adolescents
who reported no or average prior involvement in severe physical perpetration at baseline. Programme effects on the experiencing of sexual dating violence over time were
marginal. Safe Dates did not prevent or reduce the experiencing of psychological dating
abuse. Programme effects were primarily due to changes in dating violence norms, gender role norms and awareness of community services. The programme did not affect
conflict-management skills. The programme was found to have had a greater impact
upon primary prevention as opposed to preventing re-abuse among those with a history
of previous abuse (Foshee et al., 1996; 1998; 2000; 2004; 2008).
Two school-based programmes for preventing dating violence in Ontario, Canada have
also been evaluated (Wolfe et al., 2003; Wolfe et al., 2009). An outcome evaluation of
The Fourth R: Skills for Youth Relationships used a cluster-randomized design and found
that, based on self-reported perpetration at 2.5-year follow-up, rates of physical dating
violence were 7.4% in the programme group and 9.8% in the control group – a difference of 2.4%. However, for reasons not fully understood, this decrease of self-reported
perpetration was found in boys (7.1% in controls versus 2.7% in intervention students)

chaPter 3. PrimarY Prevention strategies – the evidence base

but not in girls (12.1% versus 11.9%).1 The programme – evaluated by sampling over
1700 hundred students aged 14–15-years from 20 public schools – was integrated into
the existing health and physical education curriculum, and taught in sex-segregated
classes. An underlying theme of healthy, non-violent relationship skills was woven
throughout the 21 lessons, which included extensive skills development using graduated
practice with peers to develop positive strategies for dealing with pressures and the resolution of conflict without abuse or violence. The cost of training and materials averaged
16 Canadian dollars per student (Wolfe et al., 2009).
The other Canadian school-based programme which has been evaluated (Wolfe et al.,
2003) is the Youth Relationship Project. This community-based programme aimed to
help 14–16 year-olds who had been maltreated as children to develop healthy non-abusive relationships with dating partners. The programme educated participants on both
healthy and abusive relationships and helped them to acquire conflict resolution and
communication skills. A randomized-controlled trial showed that the programme had
been effective in reducing incidents of physical and emotional abuse, and the symptoms
of emotional distress over a 16-month period after the programme (Wolfe et al., 2003).
These three school-based programmes therefore appear to be effective for the prevention of physical, sexual and emotional violence in dating relationships in adolescents,
and may also help to prevent intimate partner and sexual violence among adults. However, there are a number of necessary caveats concerning dating violence prevention
programmes. Although high-quality evaluations of the three programmes described
above found reduced violence at moderately long follow-up periods, the evaluations of
most other programmes have been of poor quality, used short follow-up periods, and
only included knowledge and attitude changes as outcomes (for which some positive
effects were found). Whether changes in knowledge and attitudes lead to corresponding
changes in behaviour is uncertain (Whitaker et al., 2006). Moreover, further research
is needed to evaluate the effectiveness of dating violence prevention programmes in
the longer term, when integrated with programmes for the prevention of other forms
of violence, and when delivered outside North America and in resource-poor settings.
A particular concern that has been raised about programmes such as Safe Dates is the
extent to which they are culture-bound to North America and hence may be of limited
value in LMIC.

school-based multi-component violence prevention programmes
Universal multi-component programmes are the most effective school-based violence
prevention programmes (Adi et al., 2007; Dusenbury et al., 1997; Hahn et al., 2007).
Such programmes are delivered to all pupils and go beyond the normal components of
curriculum-based teaching to include teacher training in the management of behaviour,
parenting education and peer mediation. There can also be after school activities and/or
community involvement. One systematic review (Hahn et al., 2007) estimated that on
average, universal multi-component programmes reduced violence by 15% in schools
that delivered the programmes compared to those that did not.
1

These rates of perpetration by boys and girls are broadly in keeping with findings of sex-symmetry in
young men and women’s self-reported partner assaults in North America mentioned in the Introduction.
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School-based multi-component violence prevention programmes have mostly focused
upon bullying and youth violence as outcomes. Given that the risk factors for youth
violence and intimate partner and sexual violence are to some extent shared, such programmes would appear to have some potential for preventing these latter forms of violence. However, there is currently no evidence of their effectiveness in these areas.

sexual violence prevention programmes for school and college populations
In the United States, the majority of programmes for the primary prevention of sexual
violence by strangers, acquaintances and non-intimate dating partners have focused on
college students – though they have also increasingly been delivered to high school and
middle school pupils. In settings where few go into higher education this approach has
obvious limitations. Developmentally, it makes sense to educate young people in appropriate and inappropriate sexual behaviour at a time when their sexual identities are
forming and their attitudes to romantic partners are beginning to take shape. However,
once again there is a severe paucity of evidence to confirm the effectiveness or otherwise
of such programmes (Schewe, 2007).
Two recent systematic reviews in the United States have evaluated the effectiveness of
specific primary prevention programmes in this area. The first of these (Morrison et
al., 2004) included both college, high-school and middle-school populations, and found
that programmes usually included several components (most often the challenging of
rape myths; information on acquaintance and date rape; statistics on rape; and riskreduction and protective prevention skills). Of the 50 studies reviewed, seven (14%)
showed exclusively positive effects on knowledge and attitudes, but none used the actual
experiencing or perpetration of violence as outcomes; 40 (80%) reported mixed effects;
and three (6%) indicated no effect. The studies also had a number of serious methodological limitations that led the reviewers to conclude that the effectiveness of such
programmes remains unclear. These limitations included the use of knowledge and
attitude as the only outcome measures; studies of higher-quality design showing poorer
results; and the positive effects of the programmes being found to diminish over time.
The second systematic review (Anderson & Whiston, 2005) examined 69 education
programmes for college students on sexual assault, and found little evidence of the
effectiveness of such programmes in preventing such assaults, or in increasing levels of
rape empathy (the cognitive-emotional recognition of a rape victim’s trauma) or awareness. However, the programmes evaluated were found to increase factual knowledge
about rape and to beneficially change attitudes towards it. The acute shortage of studies
that use behaviour as outcomes led the authors to conclude that more research using
such outcomes was needed before definitive conclusions could be reached. The effectiveness of such programmes, on the basis of these two reviews, is currently unclear.
It has been found that the provision of “factual” information1 as part of addressing rape
myths appears to have no effect on attitudes to rape or on the levels of empathy for its
victims (Schewe, 2007). Evaluation studies indicate that rape awareness and knowledge
programmes based on imparting such information rarely work. Similarly, educating
women on effective self-defence strategies without teaching them actual self-defence
1

Such information typically includes: the legal definition of rape and associated legal terms; statistics
on the prevalence of rape; descriptions of typical perpetrators and of the rape trauma syndrome; and
information on available resources for rape victims.
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skills has been found to be of questionable value, and may even be potentially harmful
in some contexts (Schewe, 2007). Two evaluations of programmes that focused on a
discussion of self-defence strategies without teaching the corresponding skills found no
reduction in sexual assault risk at follow-up (Breitenbecher & Gidycz, 1998; Breitenbecher & Scarce, 2001). Rape prevention programmes that use a style of personal confrontation with participants actually appear to be harmful. One study evaluating such
a programme found that it resulted in greater tolerance among men of the justifiability
of rape (Fisher, 1986).
A number of other approaches have been tried for which there is presently very limited
evidence of effectiveness. Encouraging victim empathy has been associated with both
improvements and worsening of attitudes towards sexual violence and the acceptance
of rape myths (Schewe, 2007). Educating women on how to avoid high-risk situations
(such as hitchhiking, abusing alcohol or becoming involved with older men) has also led
to mixed results and it too has been associated with greater acceptance of rape myths. To
avoid the encouragement of victim-blaming, it is crucial that such education is delivered
to female-only audiences. There have also been mixed indications of the effectiveness of
programmes that emphasize the negative consequences of sexual violence to men, and
that try to persuade them to see such sex as less rewarding than consensual sex.
Finally, several programmes for preventing sexual violence have been proposed that
have as yet been neither widely implemented nor evaluated. These include providing
universal rape prevention education, and parent education in sexual violence prevention, throughout schools and workplaces; educating teachers and coaches about sexual
violence and its prevention; and changing organizational practices to include activities
such as mandatory training in the prevention of violence against women.

3.6 during adulthood
empowerment and participatory approaches to reduce gender inequality
Empowerment is an approach that helps individuals and communities to identify their
own problems and to develop, through participatory methods, the resources, skills and
confidence needed to address them. This approach emphasizes the role of individuals
and communities as agents of change and prioritizes community ownership and leadership of the entire process. Comprehensive programmes deal with the community as
a whole or with multiple subgroups of the population; have several components; and
are designed to effect social change by creating a supportive environment for changing individual and community attitudes and behaviour. Such approaches often utilize
a combination of participatory rapid needs assessment, education or training, public
awareness campaigns and community action (Lankester, 1992; Morley et al, 1983).
Two examples of empowerment approaches for preventing intimate partner violence are
the use of microfinance with gender-equality training and the Stepping Stones
training package.
A number of initiatives involving microfinance have now been established to increase
the economic and social power of women. These initiatives provide small loans to mobilize income-generating projects that can alleviate poverty. Stand alone credit and rural
development programmes such as Grameen Bank and the Bangladesh Rural Advancement Committee target women and appear to show some promise in reducing intimate partner violence. However, the evaluation of such programmes needs to take into
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account reports of lenders exploiting disadvantaged borrowers with very high rates of
interest which can trap people in debt and contribute to further poverty (Rhyne, 2001)
as well as reports of increases in intimate partner violence (Kabeer, 2001). Disagreements over the control of newly acquired assets and earnings, combined with women’s changing attitudes towards traditional gender roles, improved social support and
greater confidence in defending themselves against male authority, has sometimes led
to marital conflicts and violence against women perpetrated by their partners (Schuler
et al., 1996). Increases in violence following participation in credit programmes have
also been reported elsewhere, at least in the initial stages of membership (Ahmed, 2005;
Rahman, 1999). Pre-existing gender roles appear to affect the violence-related outcomes
of credit programmes – in communities with rigid gender roles, women’s involvement
can result in increased levels of intimate partner violence not seen in communities with
more-flexible gender roles (Koenig et al., 2003). The outcome evaluations conducted
to date of such stand alone microfinance programmes have not been as rigorous as that
of the Intervention with Microfinance for AIDS and Gender Equity (IMAGE) programme
described in Box 3.

BOX 3
Intervention with Microfinance for AIDS and Gender Equity (IMAGE)
One of the most rigorously evaluated and successful microfinance and women’s
empowerment programmes to date has been the Intervention with Microfinance for AIDS and
Gender Equity (IMAGE) in South Africa. This programme targets women living in the poorest
households in rural areas, and combines a microfinance programme with training and
skills-building sessions on preventing HIV infection, and on gender norms, cultural beliefs,
communication and intimate partner violence.
The programme also encourages wider community participation to engage men and boys. It
aims to improve women’s employment opportunities, increase their influence in household
decisions and their ability to resolve marital conflicts, strengthen their social networks and
reduce HIV transmission.
A randomized-controlled trial found that two years after completing the programme,
participants reported experiencing 55% fewer acts of violence by their intimate partners in
the previous 12 months than did members of a control group. In addition, participants were
more likely to disagree with statements that condone physical and sexual violence towards
an intimate partner (52% of participants versus 36% of the control group).

While microfinance programmes can operate as discrete entities, IMAGE is an example of such a programme which also incorporates education sessions and skills-building
workshops to help change gender norms, improve communication in relationships and
empower women in other ways and has been shown to be effective at reducing intimate
partner violence (Kim et al., 2009). Through education and skills-building for women
and engagement with boys and men, and the broader community, IMAGE was effective in reducing intimate partner violence and supporting women. This was achieved
without producing the type of negative effects seen in other settings where cultural
shifts and other changes have taken place in the absence of efforts to engage men.
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The Stepping Stones training package1 is another participatory approach that promotes
communication and relationship skills within communities. Training sessions are run
in parallel for single-sex groups of women and men. Originally designed for the prevention of HIV infection, several communities have now incorporated elements of violence
prevention. The approach has been used in 40 LMIC in Africa, Asia, Europe and Latin
America. Versions of the programme have now been evaluated in a number of countries
(Welbourn, 2009).2 The most thorough evaluation to date has been a randomized-controlled trial in the Eastern Cape province of South Africa, with participants aged 15–26
years. This study indicated that a lower proportion of men who had participated in the
programme committed physical or sexual intimate partner violence in the two years
following the programme, compared with men in a control group (Jewkes et al., 2008).
Furthermore, an evaluation in Gambia compared two villages where the programme
was carried out with two control villages, and followed participating couples over one
year. It found that compared to couples not receiving the programme, communication
was improved and quarrelling reduced in participating couples. In addition, participating men were found to be more accepting of a wife’s refusal to have sex and less likely
to beat her (Paine et al., 2002).
SASA! is an “activist kit” for mobilizing communities to prevent violence against women, focusing in particular on the connection between HIV/AIDS and violence against
women.3 “Sasa” is a Kiswahili word meaning “now” and the kit includes practical
resources; activities monitoring and assessment tools to support local activism, media
and advocacy activities; and communication and training materials. It targets community norms and traditional gender roles and aims to change knowledge, attitudes, skills
and behaviour to redress the power imbalance between men and women. It was created
by Raising Voices, a Uganda-based nongovernmental organization that works in the
Horn of Africa, and Southern Africa. The London School of Hygiene and Tropical
Medicine, Raising Voices, the Kampala-based Center for Domestic Violence Prevention and Makerere University are currently conducting a joint randomized-controlled
trial to evaluate the effectiveness of the approach.
Thus evidence is emerging of the effectiveness in LMIC of empowerment and participatory approaches in preventing intimate partner violence through microfinance combined with gender-equality training, and through the Stepping Stones training package.
The results of the SASA! evaluation are expected to provide further evidence on the
effectiveness of this type of programme which seems to have potential for reducing intimate partner violence. There is a need to replicate and scale up this type of approach.
Several other participatory and community-empowerment strategies to prevent intimate
partner violence may be of value, although these have seldom been implemented as primary prevention strategies or rigorously evaluated. Couples counselling focuses on violence and/or substance abuse, and may be effective for couples who have not resorted to
intimate partner violence but who may be at risk. Family programmes to promote positive communication and healthy relationships, and prevent family violence, might also
be effective in preventing both intimate partner and sexual violence given the importance of family factors in their development. In Ecuador, one intimate partner violence
prevention programme that was implemented (but not evaluated) consisted of close
1
2
3

See: www.steppingstonesfeedback.org
See also: www.creativexchange.org/chd/case3
See: www.raisingvoices.org/sasa/index.php

49

50

Preventing intimate Partner and sexual violence against women

friends or relatives being assigned to “monitor” newlyweds and to intervene should serious conflict arise. There is also some initial evidence that social cohesion among residents increases a community’s capacity to manage crime and violence (by increasing
“collective efficacy”) leading to decreases in both lethal and non-lethal intimate partner
violence. Such community-level interventions can beneficially change community-level
characteristics and warrant further evaluation.

home visitation programmes to prevent intimate partner violence
A systematic review of home visitation programmes (Bilukha et al., 2005) identified
only one evaluation study (Eckenrode, 2000 in the United States) which examined the
effect of home visitation on levels of intimate partner violence. No significant difference in the incidence of such violence among the programme and control groups was
found.
A five-year project (2007–2012) funded by United States Centers for Disease Control
and Prevention is currently under way, which will develop, test and evaluate a programme to reduce intimate partner violence among low-income women enrolled in the
Nurse Family Partnership during pregnancy and in the first two years postpartum.
The Nurse Family Partnership is a nurse home visitation programme of demonstrated
effectiveness in reducing child maltreatment. The primary aims are to develop a model
for an in-home intimate partner violence prevention programme for enrolled mothers at
risk of such violence; to test the feasibility and acceptability of the programme; and in a
randomized-controlled study to compare the effectiveness of the approach to that of the
Nurse Family Partnership alone.
An evaluation of the Hawaii Healthy Start Program – an early childhood home visitation programme – found that when compared with a control group, the participation of
mothers was associated with reduced perpetration and experiencing of intimate partner
violence. The effect persisted for the first three years of a child’s life, with small decreases in both the perpetration and experiencing of maternal intimate partner violence at
follow-up when the child was seven and nine years-old (Bair-Merrit et al., 2010). Evidence for the effectiveness of such programmes can currently thus be considered to be
unclear.

united states air force (usaf) multi-component programme to prevent suicide
This programme was primarily aimed at reducing the rate of suicide among USAF personnel, but was also shown to reduce “family violence” which included both intimate
partner violence and child maltreatment. The programme was based upon:
l

l
l

l

the full involvement of the USAF leadership to ensure the programme had the support of the entire service;
incorporation of suicide prevention into professional military education;
community education and training of military personnel to identify risk factors, provide appropriate intervention, and refer individuals who were potentially at risk of
suicide; and
the creation of a multidisciplinary team consisting of mental health providers, medical providers and chaplains who could respond to traumatic events at the community
level, including suicides.
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The programme reduced the rate of suicide by 33% and the rates of severe and moderate family violence by 54% and 30% respectively. Due to the combining of intimate
partner violence and child maltreatment in the same outcome measure, it is not possible to determine the effect of the programme on intimate partner violence specifically
(Knox et al., 2003), hence this programme is considered to have potential, rather than
being supported by emerging evidence.

3.7 All life stages
reduce access to and harmful use of alcohol
As described in section 2.3, harmful use of alcohol is associated with the perpetration
of intimate partner and sexual violence. It can therefore be hypothesized that reducing
both access to alcohol and its harmful use will lead to reductions in intimate partner and
sexual violence. However, the relationship between harmful use of alcohol and violence
is complex – not everyone who drinks is at equally increased risk of committing violence, and intimate partner and sexual violence can occur at high rates in cultures where
alcohol use is taboo. Furthermore, there is disagreement among experts on whether or
not alcohol can be considered to be a “cause” of intimate partner and sexual violence
or whether it is better viewed as a moderating or contributory factor. It seems clear,
however, that individual and societal beliefs that alcohol causes aggression can lead to
violent behaviour being expected when individuals are under the influence of alcohol,
and to alcohol being used to prepare for and excuse such violence. To date, research
focusing on the prevention of alcohol-related intimate partner and sexual violence is
scarce. There is, however, some emerging evidence suggesting that the following strategies aimed at reducing alcohol consumption may be effective in preventing intimate
partner violence.
l

l

l

Reducing alcohol availability: In Australia, a community intervention that
included restricting the hours of sale of alcohol in one town reduced the number of
domestic violence victims presenting to hospital (Douglas, 1998). In Greenland, a
coupon-based alcohol rationing system implemented in the 1980s that entitled adults
to alcohol equivalent to 72 beers per month saw a subsequent 58% reduction in the
number of police call outs for domestic quarrels (Room et al, 2003).
Regulating alcohol prices: Increasing the price of alcohol is an effective means of
reducing alcohol-related violence in general (Chaloupka, Grossman & Saffer, 2002).
Although research evaluating the effectiveness of this approach in reducing intimate
partner violence specifically is scarce, one study using economic modelling estimated
that in the United States a 1% increase in the price of alcohol may decrease the probability of intimate partner violence towards women by about 5% (Markowitz, 2000).
Treatment for alcohol-use disorders: In the United States, treatment for alcohol
dependence among males significantly decreased husband-to-wife and wife-to-husband intimate partner violence 6 and 12 months later (Stuart et al., 2003), suggesting
that such treatment may also be an effective primary prevention measure.

Intimate partner and sexual violence may also be reduced through primary prevention
programmes to reduce the more general harms caused by alcohol (Anderson, Chisholm
& Fuhr, 2009). Approaches for which effectiveness is well supported by evidence
include:
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l

l

l

Making alcohol less available: This can be achieved by introducing minimum
purchase-age policies, and reducing the density of alcohol retail outlets and the hours
or days alcohol can be sold. Such an approach has been shown to lead to fewer alcohol-related problems, including homicide and assaults (Duailibi et al., 2007).
Banning of alcohol advertising: Alcohol is marketed through increasingly sophisticated advertising in mainstream media, through the linking of alcohol brands to
sports and cultural activities; through sponsorships and product placements; and
through direct marketing via the Internet, podcasting and mobile telephones. The
strongest evidence for the link between alcohol advertising and consumption comes
from longitudinal studies on the effects of various forms of alcohol marketing –
including exposure to alcohol advertising in traditional media and promotion in the
form of movie content and alcohol-branded merchandise – on the initiation of youth
drinking, and on riskier patterns of youth drinking (Anderson et al., 2009). However,
evidence showing that such measures reduce intimate partner and sexual violence is
currently lacking.
Individually directed interventions to drinkers already at risk: These include
screening and brief interventions. Alcohol screening (such as AUDIT; Babor et al.,
2001) and brief interventions in primary health care settings have proven effective in
reducing levels and intensity of consumption in LMIC and HIC (Room et al., 2003).
However, their direct effect on alcohol-related intimate partner violence has not been
measured. Evidence indicates that drinkers may reduce their consumption by as much
as 20% following a brief intervention, and that heavy drinkers who receive such an
intervention are twice as likely to reduce their alcohol consumption as heavy drinkers
who receive no intervention. Brief interventions include the opportune provision of
advice and information in health or criminal justice settings (typically during a 5–10
minute period) but can also extend to several sessions of motivational interviewing or
counselling (FPH, 2008; Sheehan, 2008).

School-based education on alcohol does not appear to reduce harm, but public-information and education programmes (while again apparently ineffective at reducing alcoholrelated harm) can increase the attention given to alcohol on public and political agendas
(Anderson et al., 2009).
As with most primary prevention programmes to prevent intimate partner and sexual
violence, programmes to reduce access to and harmful use of alcohol have mainly been
conducted and evaluated in HIC and little is known of their suitability or effectiveness
outside such countries. For many LMIC, programmes such as efforts to strengthen and
expand the licensing of outlets could be of great value in reducing alcohol-related intimate partner and sexual violence. In many developing societies, a large proportion of
alcohol production and sales currently takes place in unregulated informal markets. One
study in São Paolo, Brazil (Laranjeira & Hinkly, 2002) found that just 35% of alcohol
outlets surveyed had a licence of some form, and that alcohol vendors (whether licensed
or not) faced few apparent restrictions on trading. Furthermore, in many LMIC there
are far fewer specialist health facilities, reducing the opportunities for alcohol treatment
or screening. In such settings, it may instead be beneficial to develop the role of primary
health care workers or general practitioners in identifying and alleviating the harmful
use of alcohol.
Although evidence for the effectiveness of measures to reduce access to and harmful use of alcohol is only beginning to emerge, and high-quality studies showing their
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impact on intimate partner and sexual violence are still largely lacking, alcohol-related
programmes for the prevention of intimate partner violence and sexual violence appear
promising. The strong association between alcohol and intimate partner and sexual
violence suggests that primary prevention interventions to reduce the harm caused by
alcohol could potentially be effective. Approaches to preventing alcohol-related intimate
partner and sexual violence should also address the social acceptability of excessive
drinking as a mitigating factor in violence, while altering normative beliefs about masculinity and heavy drinking. There remains a pressing need for additional research to
evaluate the effectiveness of such approaches in reducing intimate partner and sexual
violence, especially in LMIC.

change social and cultural norms related to gender that support intimate partner
and sexual violence
Cultural and social gender norms are the rules or “expectations of behaviour” which
regulate the roles and relationships of men and women within a specific cultural or
social group. Often unspoken, these norms define what is considered appropriate behaviour, govern what is and is not acceptable, and shape the interactions between men and
women. Individuals are discouraged from violating these norms through the threat of
social disapproval or punishment, or because of feelings of guilt and shame in contravening internalized norms of conduct. Often traditional social and cultural gender
norms make women vulnerable to violence from intimate partners, place women and
girls at increased risk of sexual violence, and condone or support the acceptability of
violence (Box 4).
Efforts to change social norms that support intimate partner and sexual violence are
therefore a key element in the primary prevention of these forms of violence. Approaches have been adopted, although rarely evaluated, throughout the world to break the

BOX 4
Examples of social and cultural norms that support
violence against women
n A man has a right to assert power over a woman and is considered socially superior –
e.g. India (Mitra & Singh, 2007); Nigeria (Ilaka, 2005); and Ghana (Amoakohene, 2004).
n A man has a right to physically discipline a woman for “incorrect” behaviour – e.g. India
(Go et al., 2003); Nigeria (Adegoke & Oladeji, 2008); and China (Liu & Chan, 1999).
n Physical violence is an acceptable way to resolve conflict in a relationship – e.g. the
United States (Champion & Durant, 2001).
n Intimate partner violence is a “taboo” subject – e.g. South Africa (Fox et al., 2007).
n Divorce is shameful – e.g. Pakistan (Hussain & Khan, 2008).
n Sex is a man’s right in marriage – e.g. Pakistan (Hussain & Khan, 2008).
n Sexual activity (including rape) is a marker of masculinity – e.g. South Africa (Petersen,
Bhana & McKay, 2005).
n Girls are responsible for controlling a man’s sexual urges – e.g. South Africa (Ilika, 2005;
Petersen, Bhana & McKay, 2005).

53

54

Preventing intimate Partner and sexual violence against women

silence that often surrounds intimate partner and sexual violence; to try to inform and
influence social attitudes and social norms on the acceptability of violence; and to build
political will to address the problem. The use of research findings for advocacy has been
shown to be promising in bringing attention to, and raising awareness of, the problem
and in contributing to the shaping of reforms and policies (for example, see Ellsberg,
Liljestrand & Winkwist, 1997). Currently the three main approaches for changing
social and cultural norms that support intimate partner and sexual violence are: social
norms theory (i.e. correcting misperceptions that the use of such violence is a highly
prevalent normative behaviour among peers); media awareness campaigns; and
working with men and boys. Often several approaches are used in one programme.
Social norms theory assumes that people have mistaken perceptions of other people’s
attitudes and behaviours. The prevalence of risk behaviours (such as heavy alcohol use
or tolerance of violent behaviour) is usually overestimated, while protective behaviours
are normally underestimated. This affects individual behaviour in two ways: (i) by
increasing and justifying risk behaviours; and (ii) by increasing the likelihood of an
individual remaining silent about any discomfort caused by risky behaviours (thereby
reinforcing social tolerance). The social norms approach seeks to rectify these misperceptions by generating a more realistic understanding of actual behavioural norms,
thereby reducing risky behaviour.
In the United States, the social norms approach has been applied to the problem of sexual
violence among college students. Among such students, men appeared to underestimate
both the importance most men and women place on sexual consent and the willingness
of most men to intervene against sexual assault (Fabiano et al., 2003). Although the
evidence is limited, some positive results have been reported. In one university in the
United States, the A Man Respects a Woman project aimed to reduce the sexual assault
of women, increase accurate perceptions of non-coercive sexual behaviour norms and
reduce self-reported coercive behaviours by men. The project used a social norms marketing campaign targeting men, a theatre presentation addressing socialization issues
and male peer-to-peer education. Evaluation of the campaign two years after its implementation found that men had more accurate perceptions of other men’s behaviour,
and improved attitudes and beliefs regarding sexual abuse. For example, a decreased
percentage of men believed that the average male student has sex when his partner is
intoxicated; will not stop sexual activity when asked to if he is already sexually aroused;
and, when wanting to touch someone sexually, tries and sees how they react. However,
the percentage of men indicating that they have sex when their partner is intoxicated
increased (Bruce, 2002).
Media awareness campaigns are a common approach to the primary prevention
of intimate partner and sexual violence. Campaign goals might include raising public
awareness (for example, about the extent of the problem, about intimate partner violence and sexual violence as violations of women’s human rights and about men’s role in
ending violence against women); providing accurate information; dispelling myths and
stereotypes about intimate partner violence and sexual violence; and changing public
opinion. Such campaigns have the potential to reach large numbers of people.
An example of a media-awareness campaign is Soul City in South Africa.1 This multimedia health promotion and change project examines a variety of health and development issues, imparts information and aims to change social norms, attitudes and
1

www.soulcity.org.za
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practice. It is directed at individuals, communities and the socio-political environment.
One of its components aims to change the attitudes and norms that support intimate
partner and sexual violence. This multi-level intervention was launched over six months
and consisted of a series of television and radio broadcasts, print materials and a helpline. In partnership with a national coalition on preventing intimate partner violence,
an advocacy campaign was also directed at the national government with the aim of
achieving implementation of the Domestic Violence Act of 1998. The strategy aimed
for impact at multiple levels from individual knowledge, attitudes, self-efficacy and
behaviour; to community dialogue, shifting social norms and the creating of an enabling legal and social environment for change. An independent evaluation of the programme included national surveys before and after the intervention, focus groups and
in-depth interviews with target audience members and stakeholders at various levels. It
found that the programme had facilitated implementation of the Domestic Violence Act
of 1998, had positively impacted on problematic social norms and beliefs (such as that
intimate partner violence is a private matter) and had improved levels of knowledge of
where to seek help. Attempts were also made to measure its impact on violent behaviour
but there was insufficient data to determine this accurately (Usdin et al., 2005).
As the Soul City project indicates, evidence is emerging that media campaigns combined with other educational opportunities can change knowledge, attitudes and beliefs
related to intimate partner and sexual violence. While good campaigns can increase
knowledge and awareness, influence perceptions and attitudes and foster political will
for action, evidence of their effectiveness in changing behaviour remains insufficient
(Whitaker, Baker,& Arias, 2007).
Working with men and boys – there has been an increasing tendency to focus efforts
to change social and cultural norms on adolescent males or younger boys using universal or targeted programmes that are delivered through a variety of mechanisms, including school-based initiatives, community mobilization and public awareness campaigns.
Objectives typically include increasing an individual’s knowledge, changing attitudes
towards gender norms and violence and changing social norms around masculinity,
power, gender and violence. Some programmes also aim to develop the capacity and
confidence of boys and young men to speak up and intervene against violence, with the
goal of changing the social climate in which it occurs (Katz, 2006). Failure to engage
men and boys in prevention may result in the type of negative effects seen in some settings where cultural shifts and other changes have taken place in the absence of efforts
to engage them (Box 5).
A review of programmes that work with men and boys to prevent violence against women
(Barker, Ricardo & Nascimento, 2007) included 13 primary prevention programmes,
five of which were implemented in LMIC. Four of these programmes were judged by
the reviewers to be “effective”; six “promising”; and three “unclear”. For example, one
community outreach and mobilization campaign in Nicaragua judged to be effective
was called Violence against women: a disaster we can prevent as men (Solórzano, Abaunza
& Molina, 2000). This was aimed at men aged between 20–39 years who were affected by Hurricane Mitch. The campaign’s main messages addressed men’s ability and
responsibility to help prevent or reduce violence against their partners. Constructing
masculinity without intimate partner violence was a group-education programme aimed
at men in periurban districts of Managua, Nicaragua (Welsh, 1997). The effect of
the programme was, however, unclear due to the weakness of the outcome evaluation.
Indeed, the methodological quality of most of the outcome evaluations was very low
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BOX 5
Nicaraguan backlash shows the need to engage men as well
Since 2000, Nicaragua has pioneered a number of initiatives to protect women against
domestic violence. These have included:
n a network of police stations for women (Comisaria de la Mujer) where women who have
been abused can receive psychological, social and legal support;
n a ministry for family affairs (Mi Familia) which among other responsibilities ensures that
shelter is available to women and children who suffer domestic violence; and
n reform of the national reproductive health programme to address gender and sexual
abuse.
During the same period, civil society groups have campaigned to promote the rights of
women and to empower them to oppose domestic abuse. Because of these efforts, the
reported frequency of intimate partner violence and sexual violence against women has
increased dramatically. The more advocacy and awareness, the more likely women will
report violence against them. For example, the number of reported cases of sexual violence
received by the Comisaria de la Mujer rose from 4174 (January to June 2003) to 8376
(January to June 2004).
Researchers at the Universidad Centro Americana and the Institute for Gender Studies
say a number of factors explain this increase – growing awareness among women that the
cultural traditions that foster violence are no longer acceptable under international law
and the Nicaraguan Domestic Violence Law; and better reporting of cases as women are
encouraged to speak out. However, as Nicaraguan women have more actively opposed male
hegemony, domestic conflicts have also increased and more men have resorted to intimate
partner violence.
These findings suggest that responses to intimate partner violence must not focus
exclusively on women, but must also target men to prevent this type of backlash (Schopper,
Lormand & Waxweiler, 2006).

and outcome measures consisted mainly of attitude changes and self-reported rates of
gender-based violence, often using only small sample sizes.
One campaign in New South Wales in Australia – Violence against women: it’s against all
the rules1 – targeted 21–29 year-old men and aimed to influence their attitudes. Sports
celebrities delivered the message that violence towards women is unacceptable and that
a masculine man is not a violent man. It also sought to enhance the community’s capacity to challenge and address violence against women. A post-campaign survey indicated
that the campaign achieved some positive results: 83% of the respondents reported that
the message of the campaign was that violence against women is “not on” and 59%
of respondents could recall the campaign slogan. However, 91% of the target group
reported that the issue was not one they would talk about with their peers, irrespective
of the campaign.
Similarly, in the United States, Men can stop rape2 runs a public education campaign
for men and boys with the message: “my strength is not for hurting”. This campaign
runs in conjunction with Men of Strength (MOST) clubs – a primary prevention pro1
2

http://lawlink.nsw.gov.au/lawlink/vaw/ll_vaw.nsf/vwPrint1/vaw_vaw_iaatrcampaign
www.mencanstoprape.org
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gramme which provides high-school-age young men with a structured and supportive
space to learn about healthy masculinity, and the redefining of male strength.
While programmes to alter cultural and social norms are among the most visible and
ubiquitous of all strategies for preventing intimate partner and sexual violence, they
remain one of the least evaluated. Even where evaluations have been undertaken, these
have typically measured changes in attitudes and beliefs rather than in the occurrence
of the violent behaviours themselves, making it difficult to draw firm conclusions on
their effectiveness in actually preventing intimate partner and sexual violence. Nonetheless, some evidence is emerging to support the use of the three types of programmes
reviewed above in changing the social and cultural gender norms that support intimate
partner and sexual violence. However, these must now be taken to scale and more rigorously evaluated.

3.8 Key messages
n To achieve change at the population level it is important to target societal-level factors in the
primary prevention of intimate partner and sexual violence. Approaches include the enactment
of legislation and the development of supporting policies that protect women; addressing
discrimination against women; and helping to move the culture away from violence – thereby
acting as a foundation for further prevention work.
n Currently, there are no strategies of demonstrated effectiveness for preventing sexual violence
outside intimate partner or dating relationships. Only one strategy has been demonstrated
to be effective in preventing intimate partner violence, namely school-based programmes for
adolescents to prevent violence within dating relationships – and this still needs to be assessed for
use in resource-poor settings.
n Although it is too early to consider them proven, evidence is emerging of the effectiveness of
several other strategies for the prevention of intimate partner and sexual violence, particularly the
use of microfinance with gender equality training and of programmes that promote communication
and relationship skills within communities.
n Developing the evidence base for programmes for the primary prevention of intimate partner
and sexual violence is still very much in the early stages. But there is every reason to believe that
rigorous outcome evaluations of existing programmes and the development of new programmes
based on sound theory and known risk factors will lead to a rapid expansion in coming years.

57

58
CHAPTER 4

Improving programme planning
and evaluation

This chapter is based upon the six-step framework shown in Figure 2 for implementing
intimate partner and sexual violence prevention policies and programmes.

4.1 Step 1: Getting started
identify key partners and develop partnership working arrangements
Partnership involves different sectors and agencies working collaboratively to deliver
intimate partner and sexual violence prevention programmes in a coordinated way. Programmes are likely to cut across the activity areas of many different sectors and organizations, and can be large-scale and/or multi-component, often running for extended
periods. As a result, effective prevention will require the planning of actions together,
and the sharing of funding or other resources according to the strengths and abilities
of each partner.
It is important to understand the different activities and agendas of the various sectors
working to prevent intimate partner and sexual violence, and to define clear roles and
contributions accordingly. Working in partnership to prevent intimate partner and
sexual violence has many benefits, and will enhance the understanding of how such
violence affects different sectors, and how each sector can contribute to its prevention.
Many of the recognized potential solutions rely upon good working partnerships as
intimate partner and sexual violence affect people at every stage of life. Establishing
joint working practices and ensuring that processes are in place from the beginning for
continued collaboration will help to increase ownership and engagement in the issue,
and will help to ensure that the approaches taken are both comprehensive and sustainable. Accordingly all the steps outlined in this chapter should be conducted as a
partnership of all the key agencies which are likely to include:
l

the health sector (Box 6);

l

those working with children and young people, including the educational sector;

l

the police and criminal justice sector;

l

local government;

l

communities; and

l

nongovernmental organizations.
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FIGURE 2

Steps for implementing intimate partner and sexual violence prevention
policies and programmes
STEP 1: GETTInG STARTEd
n Identify key partners and develop partnership working arrangements
n Develop a shared vision across all sectors of how intimate partner and sexual violence
can be prevented
n Develop skills and capacity in leadership and advocacy

STEP 2: dEFInE And dESCRIBE THE nATuRE OF THE PROBlEM
n Define intimate partner and sexual violence, and describe the size and nature of
each problem
n Develop capacity to assess health needs and health impacts

STEP 3: IdEnTIFy POTEnTIAlly EFFECTIVE PROGRAMMES
n Identify potentially effective programmes with reference to the nature of the problem
and to the evidence base for prevention

STEP 4: dEVElOP POlICIES And STRATEGIES
n Agree upon a framework for joint policy and strategy development, and prioritize
effective programmes

STEP 5: CREATE An ACTIOn PlAn TO EnSuRE dElIVERy
n Agree upon the process and timetable for implementation
n Agree upon and define the roles and responsibilities of partners
n Develop professional skills, undertake further training and establish effective networks

STEP 6: EVAluATE And SHARE lEARnInG
n Plan and implement appropriate evaluation
n Learn – and then share evidence and promising practice

Factors that are likely to increase the likelihood of success in this area are the development of a shared vision and objectives, clear leadership and established roles as part of a
joint strategy and action plan that brings together all these and other partners.

develop a shared vision across all sectors of how intimate partner
and sexual violence can be prevented
Creating a climate for prevention will require a clear and shared vision of how primary
prevention programmes can stop intimate partner and sexual violence occurring in the
first place. Primary prevention will necessarily involve different sectors and new ways
of working together. As part of this, a good “vision statement” can influence people in
different sectors and encourage their participation and should be:
l

created by a representative group of senior people from key sectors, organizations and
affected groups and/or populations;
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BOX 6
The role of the health sector in primary prevention
The health sector has a key role to play in creating a climate for primary prevention by:
n sharing knowledge and raising awareness of the acute and long-term damage to health
caused by intimate partner and sexual violence;
n raising awareness of the wider health impacts of intimate partner and sexual violence on
the development of children and adults, and on the functioning of families and communities;
and
n applying and sharing public health skills including knowledge of the patterns of, and
risk and protective factors for, intimate partner and sexual violence; the critical appraisal of
evidence; a whole-population focus; evaluation skills; and working in partnership.

l

a statement of a future that everyone wants;

l

a statement that shows the benefits for all who participate;

l

easy to communicate and understand;

l

easily remembered by the widest range of people;

l

verifiable in terms of knowing when it has been achieved; and

l

reviewed to check that it is strategically aligned with the relevant policies.

develop skills and capacity in leadership and advocacy
Leadership skills are essential in supporting those who will turn the shared vision for
the prevention of intimate partner and sexual violence into a reality. Good leadership
can also help sustain continued ownership of a programme by all sectors and organizations. This will be vital if programmes are to be sustained long enough to achieve the
behaviour changes required to reduce the rates of intimate partner and sexual violence.
Leadership skills include:
l
l

strong communication and interpersonal skills;
an ability to accommodate multiple viewpoints and work collaboratively across different sectors with different and sometimes competing needs and interests;

l

an ability to adapt to emerging and changing needs;

l

maintaining a focus on the realistic delivery of outcomes; and

l

helping people to look for and share creative solutions.

Intimate partner and sexual violence often disproportionately affect disadvantaged and
vulnerable people who, due to the nature of the violence and their relative lack of power
in society, may find it difficult to speak out. Advocacy involves working with and on
behalf of those who experience intimate partner and sexual violence to challenge the
social and cultural acceptability of such forms of violence and to promote their prevention.
Advocacy can be defined as raising the awareness of an issue for the purpose of affecting the policies, programmes and resources devoted to it. It is a fundamental compo-
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nent of efforts to prevent intimate partner and sexual violence, and is often needed when
there is insufficient leadership and/or little or no preventive action being taken. Such
advocacy can be carried out by a range of individuals and sectors including voluntary
community groups, and nongovernmental and governmental organizations.
Government-sponsored advocacy campaigns can inform people about the magnitude,
determinants and consequences of intimate partner and sexual violence in their country
and about how these can be prevented. They can also correct public misconceptions
surrounding the causes and preventability of such violence. Informational campaigns
can then accompany prevention efforts, highlighting for example the unacceptability of
violence against women, or the importance of laws to reduce the harmful use of alcohol, or the need to ensure women’s rights to property and inheritance. The launch of
new policies, programmes, research findings or publications on intimate partner and
sexual violence often provides a good opportunity for governments to conduct advocacy efforts. Research findings can be translated into simple figures and pie charts and
used to develop advocacy messages for different target audiences. Partnerships between
researchers and advocates can be useful in this regard.
Advocacy campaigns can also be built around high-profile events on the global calendar,
such as the International day for the elimination of violence against women (25 November)
and the annual 16 Days of activism against gender violence campaign1 (25 November–10
December). Involving prominent public figures and the local and national media in
campaigns built around these events can boost their impact. Advocacy can be made
more powerful by using local data, combined with international agreements such as the
United Nations resolutions on the elimination of violence against women, human-rights
conventions, and World Health Assembly and WHO regional committee resolutions on
violence prevention.
Another approach to raising the profile of intimate partner and sexual violence prevention efforts is to identify and cultivate a leading figure in business, political or community life who has demonstrated a strong and authentic interest in championing the
prevention of such violence. To be effective this champion must:
l

l
l

l

clearly explain the benefits of preventing intimate partner and sexual violence, and
encourage others to collaborate in achieving this;
have credibility or authority at national, regional and local levels;
maintain good relationships with people across different organizations, sectors and
areas; and
work collaboratively with all sectors that share the goal of preventing intimate partner
and sexual violence.

Nongovernmental organizations also play an important advocacy role in helping to
prevent intimate partner and sexual violence. Their focus may vary and include, for
example, lobbying the government to adopt new legislation and policies. Many nongovernmental organizations also raise awareness at community level and may run education programmes to support this work.

1

www.cwgl.rutgers.edu/16days/home.html
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4.2 Step 2: define and describe the nature of the problem
define intimate partner and sexual violence, and describe the size and
nature of each problem
In many parts of the world, information on intimate partner and sexual violence is lacking. As a result, policies and plans to address such violence are often made on the basis
of very little information. For example, policies are sometimes created in response to
single cases that create significant public and political concern, or are based upon issues
that receive a lot of media attention. However, developing policy on this basis can result
in misdirected plans that focus on the symptoms rather than the underlying causes,
and that consequently have no impact on the problem. Myths and misconceptions surrounding the risk factors, the characteristics of victims and perpetrators, and the likely
effects of such violence may also exist. It is only through obtaining accurate information and replacing conjecture with facts that such misconceptions can be dispelled. The
study of how often and for what reasons a health problem occurs in specific groups of
people is known as “epidemiology” and epidemiological information is crucial in planning and evaluating strategies for the prevention of intimate partner and sexual violence
(Box 7).
Ideally, intimate partner and sexual violence will be defined by way of authoritative epidemiological and other reports based upon regularly updated statistics on the nature,
extent and consequences of the problems, and their underlying causes and risk factors. Such reports will provide the basis for designing prevention efforts and a baseline
against which to measure prevention effectiveness. Data collection should be conducted
with input from experts including epidemiologists, statisticians and social scientists.

BOX 7
What are the benefits of accurate epidemiological information?
Accurate epidemiological information on intimate partner violence and sexual violence,
and on their causes and consequences, can contribute directly to preventing such forms of
violence by:
n making visible and providing a quantitative description of a problem that for various
cultural and social reasons may otherwise remain hidden;
n providing ongoing and systematic data on the incidence, causes and consequences of
intimate partner and sexual violence at local, regional and national levels;
n suggesting priority prevention strategies based on those risk factors for perpetrating and
experiencing intimate partner and sexual violence identified in epidemiological studies;
n enabling the early identification of emerging trends and problem areas in intimate
partner and sexual violence so that appropriate prevention programmes can be established;
n giving an overview of the geographical distribution of such violence that can help in
targeting programmes aimed at reducing the number of new cases, and in planning the
provision of future victim-support services;
n providing a baseline against which the impact of prevention efforts can be measured;
and
n monitoring changes over time in the prevalence and characteristics of intimate partner
and sexual violence, and in their associated risk factors.
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Establishing the precise nature and extent of intimate partner and sexual violence in
a specific setting will require complementing the conceptual definitions provided in
Chapter 1 of this document with operational definitions. An operational definition is a
clear, concise and detailed specification of the concept of interest that enables its measurement. This helps to ensure that different people in different settings and at different
points in time will be measuring the same precisely defined phenomenon. Further information on the development and use of operational definitions is provided in Annex A.
Different types of data are needed to produce information for different purposes,
including: describing the magnitude and impact of intimate partner and sexual violence; understanding the risk factors involved; and determining the efficacy of prevention programmes. Table 7 lists a number of data categories along with the potential
sources of such data and the type of information that can typically be collected for each
category.
As shown in Table 7, potential data sources range from individual, agency or institutional records, to local programme, community and government records and to population-based and other surveys and special studies. Almost all these sources include
basic demographic information (such as age and sex). Some sources (such as medical
records, police records, death certificates and mortuary reports) include information
specific to the violent event or injury. Data from emergency departments, for example,
may provide information on the nature of an injury, how it was sustained, and when and
where the incident occurred (though often not on the perpetrator involved). Data collected by the police may include information on the relationship between the victim and
the perpetrator, whether a weapon was involved, and other circumstances related to the
event. Surveys and special studies can provide detailed information about the victim or
perpetrator, and their background, attitudes, behaviours and possible previous involvement in violence. Such sources can also provide a truer estimate of the prevalence of
violence compared to records of what is reported to the police or other agencies.
The majority of victims of intimate partner and sexual violence do not seek help. Injuries and other physical and mental health problems resulting from these types of violence are either self-treated or treated by primary care or other health providers such
as pharmacists – without necessarily an awareness of the underlying cause. Large-scale
population surveys are therefore another particularly important source of data as they
provide a more complete picture of the occurrence and consequences of intimate partner and sexual violence. In some settings, an approach has been to forge international
partnerships with academic institutions and nongovernmental organizations to obtain
funding for an in-country survey or study, although efforts to engage governments in
national or smaller surveys are also under way. In many countries, however, accurately
describing the nature of the problem remains a major difficulty, especially if there is
little routine data or previous studies to draw upon. Time pressures in some settings
can also mean that “shortcuts” must be taken. In these situations, information from
international studies in similar settings can be used. For example, results obtained from
comparable countries in the WHO Multi-country study on women’s health and domestic
violence against women (Garcia-Moreno et al., 2005), the Demographic and Health Surveys or in other studies presented in Chapter 1 of this document can be used.
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TABLE 7

Potential sources of data and information by data category
data category

Potential data sources

Examples of collected information

Mortality

Death certificates; vital statistics
registries; and reports from
mortuaries, medical examiners
or coroners

Individual characteristics; cause of death; and
time, place and location of death

Morbidity and
health related

Hospital, clinical and medical
records

Information on disease, injuries, and physical
or mental health; and on the circumstances and
severity of injury

Self-reported
attitudes, beliefs
and practices

Surveys; focus groups; and the
media

Information on attitudes, beliefs and practices;
the experiencing and perpetration of violence;
exposure to violence in the community and
home; and risk behaviours

Community based

Demographic records; and local
government records

Population counts; income levels; educational
levels; and unemployment rates

Criminal data

Police records; judiciary records;
prison records; and crime
laboratories

Offence type; characteristics of offenders and
victims; and circumstances of event

Socioeconomic

Institutional or agency records;
and special studies

Health expenditures; use of services; access to
health care; costs of treatments; personal and
household income; and distribution of income

Policy or
legislative

Government and legislative
records

Information on laws and decrees; and on
institutional policies and practices

Adapted from: Dahlberg & Krug (2002)

develop capacity to assess health needs and health impacts
Most countries lack routinely available information on intimate partner violence and
sexual violence. Where this is the case, there are a number of options:
l

l

Dedicated surveys on intimate partner and sexual violence provide the most reliable and in-depth data as these can collect information on prevalence and frequency,
impact on health, contextual factors, and on risk and protective factors. However, they
are costly and not always easy to repeat. Integrating a module on intimate partner and
sexual violence into existing information collection systems and surveys to allow the
sustainable and repeated collection of data is a useful alternative, but consideration
needs to be given to ensuring ethical and safety standards (Ellsberg & Heise, 2005).
Caution is required, however, as integrating such modules into very broad health
surveys may result in underestimates of the problem. Adding only a small number
of questions on violence is not recommended as this has been shown to lead to such
underestimates and other misleading results. If new research is being developed, it
is important to obtain specialized advice and to fully consider safety, confidentiality, ethical and other issues. WHO has developed guidance on the ethical and safety
considerations in researching intimate partner violence (WHO, 2001). A manual for
researchers and activists on researching violence against women is also available and
provides practical advice on implementing surveys and other violence against women
studies (WHO/PATH, 2005).
Data from registers that rely upon professional or public reporting (for example,
hospital or police data) are a potentially useful ongoing source of information, and
have been used to monitor trends in child abuse in the United States. However, caution should be taken in interpreting this data, as they are subject to changes in report-
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ing policies and tend to under-represent an issue when compared to the findings of
representative population surveys.
l

Rapid appraisal techniques1 are low-cost methods for describing the nature of a
problem and can be quickly implemented in a local setting. They usually involve a
combination of methods – for example, interviews with stakeholders; focus groups;
mapping exercises; and collection and analysis of available data from health facilities, nongovernmental organizations and local authorities (Palmer, 1999). The whole
approach can be completed in 2–3 months, and the results provided to the community
to stimulate local action and inform planning.

In order to advocate for investment in prevention, inform the design of intimate partner
and sexual violence prevention policies and programmes, and monitor the effects of
such programmes, it is highly useful to produce information in the following areas:
l

l

l

l

l

l

l

l

1

Prevalence and incidence of intimate partner and sexual violence – how commonly they affect the population and their trends over time.
Distribution of such violence – for example, by age, sex, socioeconomic status, setting and location.
Health consequences – mortality: the number of deaths related to intimate partner or sexual violence. Data can be used to monitor changes over time in fatal violence, identify individuals and groups at high risk of death from such violence and
to make comparisons within and between countries. Morbidity/health outcomes:
data on diseases, injuries and other health conditions arising from being a victim of
intimate partner and/or sexual violence; and on the impact of these on the ability to
work and carry out basic living activities.
Risk factors – at the individual level, for example, sex, young age, history of maltreatment, alcohol misuse and conduct and antisocial behaviours; at the relationship level, for example, multiple partners/infidelity and marital satisfaction/discord;
at the community level, for example, related to population characteristics and levels of income, education and unemployment; and at the societal level, for example,
social norms related to gender relationships and to the acceptability of violence and
laws and policies related to violence.
Protective factors – for example, school attendance, volunteering and community
action and involvement in group activities. This can also include the mapping of
services and policies that are effective in prevention.
Crime data – on the characteristics and circumstances of violent events and violent
offenders that come to the attention of the police; on the progress of cases through
the courts; and on the proportion of events that end in conviction.
Economic data – related to the costs of treatment and social services; the economic
burden on health care systems; and the possible savings arising from prevention programmes.
Policies and legislation – including the introduction of policies; and the enactment
and enforcement of laws that address a population’s experience of risk factors (such
as alcohol misuse).
For further information, including free resources and examples of rapid-appraisal techniques, see: The
Managers Electronic Resource Centre – part of Management Services for Health at: http://erc.msh.
org/mainpage.cfm?file=2.1.1b.htm&module=chs&language=English
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Available data will be essential in informing the next steps. Given limited resources,
the data can help to decide upon priority groups (for example, by showing who has the
highest number of risk factors for perpetration) and on potential entry points for action.
This will then inform the next step of identifying interventions.

4.3 Step 3: Identify potentially effective programmes
identify potentially effective programmes with reference to the nature of the
problem and to the evidence base for prevention
In Chapter 3, a summary of the evidence for the effectiveness or otherwise of a broad
range of programmes was presented. As noted, most of this evidence comes from HIC
and it is therefore important that policy-makers and planners decide what is likely to
be most relevant and effective in their own local context, informed by available data.
Evidence of effectiveness in a high-income setting may for example assume access to
resources and infrastructure that would not be available in a low-income setting, so all
programmes will need to be adapted to the local context. In addition, some programmes
which are often implemented (such as rape education programmes) have been shown
to be ineffective.
Given the scarce resources available for addressing intimate partner and sexual violence, it is crucial that programmes are carefully planned. Implementation should also
be stepwise, carefully monitored and on a sufficient scale and over a long enough period
to allow for the documentation and evaluation of changes. Capacity to plan, monitor
and evaluate programmes will need to be developed in order to ensure this happens.
Prior to the selection and implementation of specific programmes there will be considerable advantages in undertaking a process of “formative evaluation”. This process will
help to better understand the needs and resources available in a particular setting, and
to inform the best approach to take. Together with an understanding of risk factors, this
process will help to guide the selection and development of prevention activities (such as
whether to employ a media campaign, policy initiative or other prevention strategy).
Once a programme is identified, the broader issues to address will typically include:
l
l

l

Will the perceived needs of the community be met?
Are the language and cultural approaches selected respectful of the anticipated audience?
Are resources being used in the most efficient way to support activities that achieve
prevention goals?

l

Can the programme be improved?

l

Are there ways to make the programme more effective?

l

How are people likely to respond to prevention efforts?

l

How are people likely to change and benefit from these efforts?

l

What real effect is the programme likely to have on preventing intimate partner and
sexual violence?

Sources of information will include local or national statistics; surveys or questionnaires;
focus groups, interviews, or debriefings; and pre-testing or trial runs. The answers to
the questions above can then inform the theory underlying the programme, its goals
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and activities and the implementation of the programme itself. Engaging in formative
evaluation can be a highly practical and cost-effective way of ensuring the quality, feasibility and relevance of a prevention approach or message before committing resources
on a broad scale.
Different sectors can then work in partnership to identify which programmes are most
appropriate for their area, and those approaches that could be developed further to
maximize their prevention impact. Taking the sectors listed above in section 4.1, a typical distribution of activity areas might then be:
l
l

l

l

l

The health sector – maternal mental health, parenting, alcohol misuse treatment;
Those working with children and young people, including the educational
sector – violence and abuse prevention skills for children and young people, social
and emotional skills development, early intervention for conduct and emotional disorders;
The police and criminal justice sector – development and enforcement of legislation;
Local government – reduce access to alcohol and poverty-reduction programmes;
and
Communities and nongovernmental organizations – change cultural norms,
microfinance projects, education programmes.

4.4 Step 4: develop policies and strategies
agree upon a framework for joint policy and strategy development and prioritize
effective programmes
Working in partnership, efforts will need to be made to incorporate the outcomes of
the three previous steps of the framework into policies and strategies for the prevention
of intimate partner and sexual violence. Developing such policies and strategies will be
easier where there is clear leadership driving the process, and where working arrangements are developed in meaningful partnership with all key stakeholders as described in
Step 1. Developing a joint policy and strategy would then involve the following sequential steps (see also: Schopper, Lormand & Waxweiler, 2006):
l

l

l

l

Agree upon a shared vision and overall framework for preventing intimate partner
and sexual violence – for example, the promotion of equal and healthy relationships.
Clearly set out the nature and importance of the problem – for example, how many
people are affected, their age, sex, risk factors, and the impact on individuals (including on their health and education), and on families, communities and the economy.
Prioritize effective programmes – work with all partners to identify a small set of priority programmes for further action, selected for their appropriateness in a particular
setting.
Ensure that policy leads to action – for example, by gaining endorsement from all the
different partners, setting clear priorities and reaching high-level agreement on the
steps to take.

This sequential process of developing a specific policy and strategy for the prevention
of intimate partner and sexual violence will also help to engage different sectors and

67

68

Preventing intimate Partner and sexual violence against women

raise awareness of the issues among decision-makers and the general public. Additionally, efforts are likely to be far more powerful if the relevant activity areas are integrated
into wider policy and strategies (for example, on maternal or mental health, alcohol use,
education, crime, economic development and urban planning). The degree to which a
programme could feasibly be incorporated into such mainstream activities is one of the
guiding principles that should be considered and agreed upon by the key partners as
part of the prioritizing process (Box 8).

4.5 Step 5: Create an action plan to ensure delivery
agree upon the process and timetable for implementation
Following the development of policies and an agreed strategy it will be necessary to formulate an action plan – once again ideally in partnership with other sectors. An action
plan provides the detail of how to deliver the programmes identified in the strategy.
Some strategies contain an action plan at the end of the written report. The following
suggested outline areas might usefully be adapted for the development of an action plan
according to local context and setting:
l

Timetable: specify a timetable for managing all the various steps required to achieve
the programme aims (for example, training staff before they provide parenting skills
to mothers).

BOX 8
Factors to consider when prioritizing programmes
n What is the size of the population that would benefit from the programme?
n What is the estimated level of health gains among this population after the programme –
in the short, medium and long term?
n What would be the wider gains of the intervention – such as educational, social or
economic improvements?
n How feasible is mainstreaming the programme within existing established services
(for example, for identifying and managing maternal depression as part of antenatal care
services)?
n What are the approximate costs of implementing the programme based upon current
capacity and resources?
n Is there any potential for harm caused by implementing the programme?
n Does the implementing agency have the necessary capacity? If not, can it be built?
n Is the community ready for the programme or are certain steps needed to enhance
community readiness?
n Are there any financial or cultural barriers, or other obstacles, to implementing the
programme, and how easy would it be to overcome these?
n Are there any opportunities available that would make a specific programme easier to
implement? For example, new policy, funding or resources available in a particular activity
area.
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l

l

l

Define roles and responsibilities, and identify the resources and skills needed: nominate a lead from each sector to take responsibility for ensuring the delivery
of each recommended programme and ensure they have the capacity and skills to do
it. Different partners will have different resources and capacities that may need to
be available at various points in the project. It is important to agree who will provide
what input at which time. For example, health-sector staff may train education-sector
staff to teach violence prevention skills while local community development workers
may be responsible for ensuring that vulnerable children attend events.
Plan communications: it is important to agree on a plan for communicating the
progress and expected benefits of the programme. This may be achieved through the
use of media, community meetings or discussions with key individuals (for example,
community leaders).
Engage communities: community engagement emphasizes the role of individuals and communities as agents of change, rather than passive programme recipients.
It also places a priority on ensuring community ownership and influence over the
change process. All programmes stand to benefit significantly from the increased
support and receptiveness to change that results from successful community engagement.

agree upon and define the roles and responsibilities of partners
Clearly identifying who will take the leadership role, and coordinating the specific roles
and responsibilities of each of the sectors and organizations involved will greatly facilitate
the implementation of the agreed strategies and programmes. Each sector should play
its part in coordinating efforts so as to ensure synergy and avoid inadvertently undermining the efforts of other partners. This will also require identifying the resources and
skills needed to ensure effective implementation.

develop professional skills, undertake further training and establish
effective networks
Developing the necessary skills and training is one of the elements that may need to be
put in place. There is a need generally to build capacity for the prevention of intimate
partner and sexual violence through, for example, including these issues in the curricula for nurses, doctors and public health practitioners, as well as in-service training
for health personnel. In addition, there may be a need, for example, for technical skills
to carry out research and set up surveillance systems, or for advocacy and leadership
work, including skills in fundraising, media and communications.
Specific training is also likely to be needed in order to implement whichever of the
strategies discussed in Chapter 3 are selected for the prevention of intimate partner
and sexual violence. Where feasible, organizations should support training with other
partners, for example, through exchange visits, mentoring and collaboration with other
institutions. Such technical exchanges can speed up the uptake of best practices, help
formulate policy agendas and create effective networks. These exchanges can also link
practitioners with potential technical resources and other forms of assistance.

69

70

Preventing intimate Partner and sexual violence against women

4.6 Step 6: Evaluate and share learning
Plan and implement appropriate evaluation
Monitoring and evaluation – and dissemination of the results – are core components of
the public health approach to preventing intimate partner and sexual violence outlined
in the Introduction to this document. Both are necessary to promote evidence-based
programme planning and implementation, and programme evaluation is key to programme improvement. Evaluations of a programme can be designed to answer different
types of questions – which are likely to vary depending upon the approach taken and the
stage reached. Although incorporating evaluation as an integral part of a programme
allows for constant monitoring and adjustment as needed, different types of evaluation may be more appropriate at different stages as different questions arise. Evaluation
components can then be added or modified as the programme evolves. These components can be divided into the following three principal categories of evaluation:
l

l

l

Process evaluation to document whether a programme can be (or is being) implemented as planned;
Outcome evaluation to determine whether a programme has the intended effect on
intimate partner and sexual violence (or on its risk and/or protective factors); and
Economic evaluation to identify the resources needed to conduct, replicate or
expand programmes, and to assess the costs and benefits to help determine if the
benefits of a programme outweigh its costs.

Process evaluation assesses specific elements of a programme (such as the curriculum,
training activities or practical support) to find out if it is being delivered as planned, and
to identify gaps between its intended and actual delivery. It can, for example, identify
whether the programme is reaching the intended audience, describe what is provided
(and how well) and assess the perceptions of audiences and participants and their level
of satisfaction with the programme. Process evaluation can also document programme
accomplishments.
Information is obtained both on what is working well and what may require refinement.
Challenges and barriers can then be identified as they emerge to permit improvements
in future responses, or to document those that could not be overcome. If a programme
is eventually viewed as successful in preventing intimate partner and sexual violence,
then documenting exactly what occurs allows the approach to be continued in the same
way. It also increases the likelihood that other groups will be able to achieve similar success if the programme is used elsewhere. If there has been only limited or no success,
then process evaluation will help to determine if this can be attributed to problems with
the way in which the programme was implemented. This will greatly reduce the risk of
discarding a potentially effective programme simply because of implementation issues.
With newer programmes, the questions in a process evaluation might usefully focus on
aspects of establishing and delivering programme components. With more established
programmes, evaluation could focus on assessing whether or not the current processes
are working optimally. With ongoing programmes, process evaluation may be incorporated as a routine part of daily activities so that the programme can be continually
monitored and reviewed. The frequency of monitoring can also be adjusted as needs
and resources change.
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Regardless of how fully established a programme is, the first step in evaluating whether
it is being implemented as intended is to identify the key components (for example,
critical content areas or activities required to implement a prevention curriculum, make
changes in policy, or conduct a media campaign). The second step is to then develop
criteria against which the degree of implementation of these components can be judged.
In many cases, these criteria will already have been discussed as part of the prioritysetting process – as outlined above in section 4.5. Finally, information will need to be
collected to monitor and document each component to determine how well the actual
implementation matches the proposed plan.
Annex B provides examples of the type of elements that can be considered during the
process evaluation of different types of prevention activities, and lists some of the potential sources of this information. Ultimately, the process evaluation methods selected will
need to be informed by the type of programme and the questions to be answered – and
the degree of confidence needed in the results, as well as available resources and the
level of expertise required by different evaluation approaches.
Outcome evaluation – the ultimate outcomes that intimate partner or sexual violence
prevention approaches are trying to achieve are reductions in the perpetration of these
types of violence, or reductions in the injuries, non-injury health impacts and deaths
they cause. However, assessing these long-term changes can be difficult and costly. It
often takes time to observe such changes, requiring that data be collected over long
periods. This is particularly true when the behaviour or outcome of interest occurs
relatively infrequently. A more realistic objective for many prevention programmes may
therefore be to change the risk factors that contribute to violence (Chapter 2) with the
ultimate goal of preventing violent behaviour. Whatever outcomes are selected should
be based upon the theory underlying the prevention approach; the programme objectives; the extent to which the programme and its activities are fully established; and the
resources available for evaluation.
Outcome evaluation specifically seeks to determine if a programme was successful in
bringing about the intended changes (for example, in risk factors, behaviours, or levels
of injuries, illness and deaths). The main concern when designing an outcome evaluation is to ensure that any alternative explanations for the changes observed can be ruled
out to provide confidence that such changes were due to the programme and not to
some other factor. This will help to ensure that resources are not wasted on ineffective
or less-effective programmes.
One way to address this is to collect data on the outcome(s) of interest at multiple
time intervals before, after (and sometimes during) implementation to see at what point
changes occur (“time-series design”). This approach is often used to evaluate broadbased community programmes such as policy changes. The data collected are often
derived from community-level sources such as community surveys or from community-level records such as the information routinely collected in surveillance or monitoring systems (see section 4.2 for a fuller discussion of potential data sources).
Another approach is to use “experimental” and “control” groups as part of a “controlled trial” in which the experimental group receives the programme and the control
group does not. Although differences over time between the two groups could still
result from other events happening simultaneously (such as other prevention activities,
policy changes or community events) the use of the control group(s) will help rule out
this possibility. However, this will rely upon both groups being equally exposed to the
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outside events and other activities, and it is therefore necessary to monitor the degree to
which each group was exposed to these external influences.
It is also possible that the programme might “seep” into the control group and distort
the results. For example, students who take part in a programme might share information they learned with students in the control group. Or a control community may be
exposed to a media campaign or legislation. These effects can be minimized by selecting a control group that is geographically distant from (or otherwise unlikely to interact
with) the experimental group. For example, students may be less likely to interact with
students from a distant school than with students in a different class in the same school
or in a different school in the same neighbourhood.
Collecting data as soon as a programme ends or very shortly afterwards will provide
information on its immediate effects. Collecting “follow-up” data at some interval (or
intervals) after the immediate post-programme data have been collected can help to
determine whether changes are maintained or diminish once the programme ends.
Follow-up data can also provide information on later changes that were not apparent
immediately after the programme (sometimes called “sleeper effects”). The decision to
collect follow-up data will be guided by the questions to be answered. The capacity of
the programme to collect further information from participants and the availability of
evaluation resources need to be addressed from the start.
Because of the severely limited evidence base for effective or promising programmes for
the primary prevention of intimate partner and sexual violence, the inclusion of outcome
evaluation in evaluation planning can provide valuable and much needed information.
Programme evaluations for programme improvement requires some technical capacity but can be done using existing sources of information discussed above. However, a
rigorous outcome evaluation to build an evidence base for prevention requires scientific
expertise from the very beginning of the planning phase to ensure:
l

the appropriate selection of prevention objectives;

l

the development of a logic model;1 and

l

the correct choice of research design, study population(s), outcomes, data sources
and methods of analysis.

As a result, partnership with an academic or research institution with the relevant expertise is necessary. Box 9 describes how a public health agency reached out to a grassroots
organization to improve the evidence base for one particular programme for preventing
intimate partner and sexual violence.
Ultimately, the selection of which outcome evaluation approach to take will be guided by the questions to be answered and the degree of certainty required in attributing observed effects to the programme. The benefits of each approach will need to
be weighed against the practical and financial constraints of the programme. Different types of outcome evaluation may also be helpful at different programme stages.
However, whatever evaluation approach is used, the routine incorporation of ongoing
outcome-data collection will be needed to monitor the continued effectiveness of the
programme. For example, at the beginning of a new prevention strategy, collecting preand post-programme implementation data from participants can help to determine if
1

See: CDC Evaluation Working Group: www.cdc.gov/eval/resources.htm#logic%20model and Centre
for Health Services and Policy Research (CHSPR): A Results-Based Logic Model for Primary Health
Care: www.chspr.ubc.ca/files/publications/2004/chspr04-19.pdf

chaPter 4. imProving Programme Planning and evaluation

BOX 9
Improving the evidence base through improved evaluation
Concerned with the lag between the discovery of effective programmes and their
widespread adoption, the United States Centers for Disease Control and Prevention
decided to reach out to sexual violence prevention programmes with demonstrated realworld feasibility in order to build a scientific evidence base for the interventions used. First,
existing programmes were identified based on published and unpublished documents, website searches and interviews with experts, practitioners and programme agencies. Publicly
available information on each programme was supplemented with structured telephone
interviews to compile summary descriptions of each programme identified.
Following an open competition for funds, four programmes, each delivered in a multisession format, were selected based on their focus on first-time male perpetration, prior
experience with evaluation, commitment to using evaluation for programme improvement,
and their ability to commit staff to the evaluation process. An outside evaluator then served
as a facilitator, trainer and coach to help programme stakeholders design and conduct
their own evaluations. This process utilized empowerment principles to build evaluation
capacity among the programmes and to generate information about programme activities.
Participating programmes subsequently reported substantial enhancements to their
evaluation capacity, to the extent and sophistication of their evaluation practices and greater
allocation of resources devoted to evaluation. Numerous examples were then provided of the
successful application of evaluation findings to programme-improvement efforts.
For further information, see:
www.cdc.gov/ncipc/delta/
www.cdc.gov/ncipc/DELTA/DELTA_AAG.pdf

the approach looks promising. Positive indications would include that changes appeared
to be in the right direction, of sufficient magnitude, or similar or better than other programmes targeting similar outcomes. The findings can then be used to help improve
the programme. Later, a controlled trial (or randomized controlled trial) design can
be used to provide more evidence that the programme was indeed contributing to the
desired changes, thus building the evidence base on primary prevention.
Economic evaluation is a systematic method of assessing the impact of strategies,
policies and programmes on outcomes and costs (Haddix, Teustch & Corso, 2003).
Economic evaluation can help to identify and understand the use of resources by a programme, determine what is feasible given available resources, allow for the more efficient
use of resources, and plan or prioritize activities should resources be reduced or removed.
In addition, administrators, funding agencies and the public are increasingly concerned
about how programme costs relate to programme benefits. Economic evaluation can
help demonstrate that a programme is worth the investment. For example, practitioners
in the field of youth violence have been able to tell their policy-makers that a programme
based on nurse home visits costs US$ 6142 per family. However, by reducing the risk of
youth involvement in violence and crime by 16% the programme generates savings per
programme participant of about US$ 4600 for the taxpayer and US$ 8100 for potential
victims (Aos, Miller & Drake, 2006). Such cost-benefit analyses require the effectiveness of a programme to have been determined beforehand. Economic evaluation is usually carried out by researchers and requires methodological expertise.
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learn – and then share evidence and promising practice
Prevention partners interested in receiving the results of evaluations should be identified in the preparatory stages. During the course of implementing and evaluating the
programme, other parties may also have learned of the programme and demonstrated
an interest. Presenting the results of the evaluation to various audiences may garner
wider support from decision-makers and the community for a programme and for the
larger goal of preventing violence. By sharing the evidence supporting the use of a particular programme with other prevention partners, local capacity can be built and practice improved. The scope, degree of detail and method of reporting evaluation results
will vary depending on the interest and needs of the various audiences.
Internal audiences such as staff, volunteers, the board of directors and other stakeholders closely involved in the programme will be familiar with the objectives and expectations of the evaluation and may instead want detailed information. In this case, a verbal
presentation (with accompanying visual material to illustrate key points or summarize
data) that allows for discussion of the findings, and alternative interpretations and applications of the findings to the programme may be most useful. Sharing and discussing
the results with the internal audience promotes investment in the programme and in the
process of evaluation. To avoid the misuse of evaluation results, it is helpful to remind
stakeholders of earlier agreements on the purpose of the evaluation and on how the
results and recommendations would be shared and used to improve the programme.
Verbal briefings may also be appropriate for different external audiences, such as legislators and funding agencies. However, such audiences often require a written report with
a description of the aim(s), rationale, activities, evaluation design and findings of the
programme, possibly supplemented with anecdotes, case histories or graphics. Reports
that are succinct and clear are more likely to be read. Depending on the audience, an
executive summary or brief fact sheet may suffice, with interested individuals being
referred to a longer and more detailed report.
Communicating findings to the media – and through it to the public at large – may
require a slightly different approach. Working with the media is not complicated, but it
does take planning. First, it is necessary to reach out to news media contacts in the community to begin to build relationships, and to establish the group as an expert source
of information on intimate partner and sexual violence. Useful, timely and accurate
new information will capture a reporter’s attention. For example, offer local statistics
if possible, or show how new services might be helping to reduce intimate partner and
sexual violence for the benefit of the community. Develop a media contact list (using the
Internet or phone book) and then determine the best method to reach reporters with the
available information. Examples of products for news media outreach include:
l

l

l

Press release – for timely and new information; key findings are presented at the
beginning followed by supporting descriptive information; and it should be easily
formatted for sending electronically.
Media advisory – used to advise reporters to attend a photo opportunity or other
event.
Letters to the Editor – for experts sharing a specific point of view; each newspaper
and other media outlet will have guidelines available on their web site on the submission process and required length.

chaPter 4. imProving Programme Planning and evaluation

l

l

Opinion-Editorial – some newspapers accept guest opinion editorials (“op-eds”)
and the media web sites should again be checked for details.
Press kit – should be kept simple and include one-page fact sheets, flyers and charts;
consideration should be given to making the press kit available online.

New media innovations such as blogs and Twitter can also be useful for disseminating
intimate partner and sexual violence prevention messages. The Internet has increasingly become a source of up-to-date information. A brief notice can be posted to a relevant
programme or agency web site, with a link provided to the full report(s). Collaborating
with colleagues in the sharing of links to various programmes and reports may also be
a useful option.
Sharing the programme and evaluation findings both within and between countries is
an important element of developing and disseminating the knowledge and skills required
for the prevention of intimate partner and sexual violence. Networks require good coordination to connect people whose prevention activities can be distributed across a range
of public and private sectors. Networks can also be set up to meet local needs, and these
too can link across sectors for the more efficient exchange of information on planning
and action. How evaluation findings are shared – and with whom – will depend upon the
focus of a programme and the community or country context. A key point in all cases is
to be succinct and clear, and to tailor the reporting appropriately for each audience.

4.7 Key messages
To implement prevention policies and programmes, the following steps are essential:

Step 1: Getting started
Identify key partners and develop partnerships
Develop a shared vision
Develop skills and capacity in leadership and advocacy

Step 2: Define and describe the nature of the problem
Define intimate partner and sexual violence
Describe the size and nature of each problem
Develop capacity to assess health needs and health impacts

Step 3: Identify potentially effective programmes with reference to the
nature of the problem and the evidence base for prevention
Step 4: Develop policies and strategies
Agree upon a framework for joint policy and strategy development
Prioritize effective programmes

Step 5: Create an action plan to ensure delivery
Agree upon the process and timetable for implementation
Agree upon and define the roles and responsibilities of partners
Develop professional skills, undertake further training and establish effective networks

Step 6: Evaluate and share learning
Plan and implement appropriate evaluation
Learn – and then share evidence and promising practice
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Future research priorities
Research is urgently needed to build the evidence base and address the current lack of
information on effective programmes for primary prevention. The major constraints
on research in this area are the long time scales and high costs of producing results.
However, without such research it will be difficult to develop new policy that is both
effective and cost effective. Gathering data on the prevalence and health outcomes of
both intimate partner violence and sexual violence will be important in settings where
these data are not available. It can serve to raise awareness of the existence and impact
of these relatively hidden issues and to provide baseline information that can eventually be used for monitoring. To strengthen the evidence base and help develop urgently
required guidelines and recommendations, the following areas should be addressed as
a priority:
l

l

l

l

Evaluate promising programmes and further develop and test potential programmes
– especially in LMIC where rates of intimate partner violence are often high.
Prioritize programmes and evaluations that focus on younger age groups since
the evidence clearly suggests that this may be a more effective primary prevention
approach.
Consider new settings for primary prevention programmes. At present a disproportionate number of interventions are designed to be delivered in schools, colleges and
universities. However, the individuals most at risk of perpetrating or experiencing
intimate partner and sexual violence may no longer be attending school or may have
difficulty engaging in school-based activities. Far more consideration should be given
to the use of other venues and settings, such as the home, health-care settings, and
the facilities available to community-based (including faith-based) organizations and
others.
Once the effectiveness of a programme has been determined, obtain more information on the relative cost effectiveness and the wider social and emotional benefits
of specific programmes in a variety of settings. The information such studies can
provide is crucial in convincing policy-makers of the importance of investing in primary prevention programmes. Ideally, such cost-effectiveness evaluations should also
examine the relative cost effectiveness and benefits of programmes for the primary
prevention of intimate partner and sexual violence at each of the major life stages.
Having relative cost-effectiveness evidence will then help policy-makers to decide
which programmes to prioritize according to their beneficial effects at different ages
and in different settings.
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l

l

Evaluations of different policies – for example, those that combine a variety of programmes – in terms of their feasibility, cost and outcomes will greatly accelerate their
development and implementation in other settings.
Although some evidence now exists in most regions on the prevalence, consequences
of, and risk factors for both intimate partner and sexual violence, still more is needed.
In particular, far more evidence is needed on community and societal level risk factors, such as gender norms and gender inequality; the impact of such violence on
child development, health and associated outcomes using longitudinal studies, especially in LMIC; and on educational and economic outcomes.

methodological issues
l

l

l

l

Programme developers should be encouraged to explicitly base programmes on
clearly articulated theoretical frameworks to allow the underlying mechanisms to be
identified and to make replication easier.
Determining whether or not changes in knowledge, attitudes, beliefs and behavioural
intention actually result in reduced levels of intimate partner and sexual violence is an
urgent need. Too often, outcome evaluations have relied upon the former measures
instead of measuring the effects of a programme on the actual levels of violence.
Follow-up periods should be longer to ensure that any beneficial effects of programmes do not fade.
Efforts should be made to build research capacity and to work collaboratively – including with national and international agencies – to support local research and to identify
the research priorities for different types of settings.

Conclusions
The evidence-based prevention of intimate partner and sexual violence is still in its early
days and much remains to be accomplished. At present, only one approach has evidence
supporting its effectiveness – and this only relates to intimate partner violence. The
approach in question is the use of school-based programmes to prevent violence within
dating relationships. Evidence is, however, emerging of the effectiveness of a number of
other approaches to preventing intimate partner and sexual violence, including microfinance programmes for women combined with gender-equality education, efforts to
reduce access to (and harmful use of) alcohol and changing social and cultural gender
norms. Many more approaches appear to have potential, either on theoretical grounds
or because they target known risk factors, but most of these have never been systematically implemented – let alone evaluated.
In the United States, the significant declines seen in intimate partner violence since the
mid-1970s have been attributed to the cumulative effects of prevention interventions
that target not only intimate partner violence but also child maltreatment (Smithey &
Straus, 2004). Direct robust evidence for this contention is nonetheless missing and
these declines could be due to other economic, cultural and social changes. This underscores the urgent need to generate evidence of the effectiveness of primary prevention interventions for intimate partner and sexual violence. The possibility of backlash
effects when implementing certain programmes – as seen in microfinance programmes
for women in the absence of gender-equality education – further demonstrates the com-
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plexities that need to be understood and addressed if inadvertent harmful effects are to
be avoided by well-meaning approaches.
Most of the current evidence base on prevalence, risk and protective factors, health
outcomes and evidence of effectiveness has been derived in HIC, especially the United
States. If future research is to inform practice and policy in any meaningful way, considerably more now needs to be known about prevention effectiveness in other settings,
particularly in LMIC. Additionally, an improved evidence base needs to be built up on
the variations found in different cultural and religious settings, and in rural and urban
settings. Research institutions in HIC can work together with LMIC on joint research
programmes that could help spread both the costs and benefits of research.
Research is needed in particular to identify and develop approaches that are most feasible and cost effective, and which significantly reduce the risk factors for intimate
partner and sexual violence; the severity of their outcomes; and the frequency of their
occurrence. Such research should encompass a range of different settings and degrees
of integration into other services. The majority of programmes that have been evaluated so far have been implemented relatively narrowly – however, in practice, it may
often be easier to incorporate activities into existing delivery structures, for example,
mental health and parenting programmes integrated into existing maternal health programmes. Additionally, school-based skills programmes may best be linked to wider
health-promotion programmes, for example, for addressing sexual and reproductive
health, mental health, or alcohol and drug misuse, particularly among adolescents.
Although pressing, the need for evidence and further research in all these areas in no
way precludes taking action now to prevent both intimate partner violence and sexual
violence in all countries. Those programmes that have evidence supporting their effectiveness should be implemented and, where necessary, adapted. Those that have shown
promise or appear to have potential can also play an immediate role – with strenuous
efforts made to incorporate at the outset rigorous outcome evaluations. It is only by
taking action and generating evidence that intimate partner and sexual violence will
be prevented, and the field of evidence-based primary prevention of such violence will
successfully mature.
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Operational definitions

For measuring the magnitude of intimate partner violence and sexual violence, it is
important to have operational definitions based upon specific behaviours. This helps to
avoid subjective interpretations and allows for comparability across sites. Having operational definitions is necessary both for population-based epidemiological surveys, and
for monitoring cases that present to health facilities, the police or other services.

Population-based surveys
In population-based surveys of intimate partner and sexual violence, respondents are
usually asked from a list of specific acts whether they have experienced any abuse.
Research has shown that behaviour-specific questions – such as: have you ever been forced
to have sexual intercourse against your will? – produce higher rates of positive responses than questions asking people whether they have been “abused” or “raped”. They
also allow for an assessment of relative severity. Follow-up questions asking how often
these behaviours take place and for how long also allow researchers to better assess the
frequency of the abuse. Physical acts that are more severe than slapping, pushing or
throwing an object at a person are generally defined in studies as “severe violence”,
though some observers object to the defining of severity solely according to the act. A
series of practical tools has been developed (Basile, Hertz & Back, 2007) that helps to
quantify both a victim’s experience of abuse and perpetrator behaviour with standardized and validated questionnaires designed for cross-sectional surveys. Box 10 shows
the operational definitions used in the WHO Multi-country study on women’s health and
domestic violence against women (Garcia-Moreno et al., 2005). The WHO instrument
has a set of core questions that have been used in many countries in a comparable
way, with some countries introducing variations according to local need. The set of
core questions and variations related to domestic violence can be found at: www.who.
int/gender/violence/who_multicountry_study/en/. Similar behaviour-specific questions
can be developed for physical and sexual abuse by perpetrators other than intimate
partners. This quantitative data should be complemented by qualitative data that can
help to contextualize and better understand the violence.

service-based monitoring and icd-10 codes
For the purposes of surveillance and monitoring the use of services, standardized definitions for case reporting are necessary. The international standard diagnostic classification for all general epidemiological purposes and many health management purposes
is the International Classification of Diseases (ICD), tenth edition (11th revision currently in progress).
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BOX 10
Operational definitions used to measure physical and sexual violence,
emotional abuse and controlling behaviours by an intimate partner
Physical violence by an intimate partner
Moderate violence:
n Was slapped or had something thrown at her that could hurt her
n Was pushed or shoved or (in 2 sites) had hair pulled
Severe violence:
n Was hit with fist or something else that could hurt
n Was kicked, dragged or beaten up
n Was choked or burnt on purpose
n Perpetrator threatened to use or actually used a gun, knife or other weapon against her

Sexual violence by an intimate partner
n Was physically forced to have sexual intercourse when she did not want to
n Had sexual intercourse when she did not want to because she was afraid of what partner
might do
n Was forced to do something sexual that she found degrading or humiliating

Emotionally abusive acts by an intimate partner
n Was insulted or made to feel bad about herself
n Was belittled or humiliated in front of other people
n Perpetrator had done things to scare or intimidate her on purpose, e.g., by the way he
looked at her, by yelling or smashing things
n Perpetrator had threatened to hurt someone she cared about

Controlling behaviours by an intimate partner
n Tried to keep her from seeing friends
n Tried to restrict contact with her family of birth
n Insisted on knowing where she was at all times
n Ignored her and treated her indifferently
n Got angry if she spoke with another man
n Was often suspicious that she was unfaithful
n Expected her to ask permission before seeking health care for herself
Source: Garcia-Moreno et al. (2005)

annex a. oPerational definitions

Most countries have issued official guidelines for coding and reporting, based on either
the 9th or 10th revision of ICD. However, such guidelines for the classification of intimate partner violence and sexual violence cases might be used only in a limited number
of facilities and then very selectively – the resulting coding may therefore not be reliable.
In such cases, it will probably be helpful to set up a working group to improve classification and to develop an agreed set of guidelines on how to assign ICD codes to known
and suspected cases of intimate partner violence and sexual violence.
The assignment of ICD codes to a case is performed only after medical professionals
have provided care and have done their best to reach a definitive conclusion as to the
external causes of the presenting problem. Classification of cause of death is usually
based on coroner reports and inquest findings. For non-fatal cases, the classification
of cause of injury is generally based on information from the files that record hospital
inpatient discharges and emergency department visits.
The two main components of an ICD classification concern the nature of the presenting condition (for instance, traumatic subdural haemorrhage) and its external cause.
Information on the relationship of the perpetrator to the victim is often not included
in reporting making the documentation of, for example, injuries caused by an intimate
partner particularly challenging.
Intimate partner violence and sexual violence can have a wide range of health consequences (Chapter 1). While it may be possible to identify certain presenting conditions
that are more suggestive of intimate partner violence and sexual violence than others,
it is through the allocation of an external cause – or E-Code – that an individual case is
classified as known or suspected intimate partner violence or sexual violence.
ICD-10 codes for assault are X85–Y09 and include:
l

l

l

YO5: Sexual assault by bodily force, includes rape (attempted), sodomy (attempted);
Y06: Neglect and abandonment, includes by spouse or partner, by parent, by acquaintance or friend, by other specified persons, by unspecified person; and
Y07: Other maltreatment syndromes, includes mental cruelty, physical abuse, sexual
abuse, torture by: spouse or partner, by parent, by acquaintance or friend, by official
authorities, by other specified persons, by unspecified person, excludes neglect and
abandonment and sexual assault by bodily force.

Those assigning ICD codes and completing death certificates must be encouraged to
document the relationship between the perpetrator and the victim where known.
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Prevention activities that can
be used for process evaluation and
potential sources of information
on such activities
Activity

Potential sources of information

AdVOCACy TO dEVElOP OR IMPROVE InTIMATE PARTnER And SExuAl VIOlEnCE lEGISlATIOn
• Number of letters sent
• Number of people contacted
• Public information meetings held and number of
attendees
• Press releases prepared/released

•
•
•
•

Files of letters
Records of phone and in-person contacts
Calendars
Records and files

PuBlIC InFORMATIOn CAMPAIGn
• Messages developed and tested
• Subscribers/listeners/viewers when each
message was placed
• Number of times message was run
• Press releases distributed/picked up by the press
• Interviews/talks requested
• People exposed to and recalling the information

• Files and focus-group results
• Institution reports
•
•
•
•

Institution reports
Log and media searches
Log
Community surveys

•
•
•
•

Log
Calendars and meeting minutes
Meeting minutes
Surveys and interviews

COAlITIOn BuIldInG
•
•
•
•

Groups/agencies/communities/people contacted
Meetings held, and members participating
Number/type of actions generated/implemented
Interactions among members of coalition

MICROFInAnCE PROGRAMME
• Number of applications
• Number, size, location and business type of loans
approved
• Number of loans repaid

• Pre-designed data-collection forms

CuRRICuluM
•
•
•
•
•
•
•
•
•
•
•
•

qualifications and training of staff
Recruitment activities and coverage
Inquiries received and how enquirers had heard
Number/demographics of those enrolled,
attending and dropping out
Differences between non-participants,
participants, drop-outs and target population
Barriers to participation
Number of sessions/modules delivered
Coverage of, and time allotted to, key content
areas in each session
quality of delivery
Participant satisfaction/recommendations for
improvement
Participant recall of messages
Staff satisfaction with programme and other staff,
and recommendations for improvement

•
•
•
•
•
•
•
•
•
•
•
•
•

Files and hiring records
Observation
Log and public-awareness surveys
Telephone log
Enrolment-application and attendance sheets
Follow-up survey of drop-outs/non-participants
Staff log/reports
Observation
Survey
Observation or survey
Survey or interview
Survey or interview
Survey or interview
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