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ABSTRACT

Background: While violence against women is
increasing globally, its prevention and evaluation in
pregnancy has not receiving adequate attention.

Aim: To evaluate the occurrence and pattern of
violence against women before and during index
pregnancy.

Methods: A prospective, comparative study
comprising 200 antenatal clinic attendees
categorized into two groups of 100 each was
conducted at the University of Ilorin Teaching
Hospital, Ilorin, Nigeria. Group I consisted of
women who had suffered violence previously while
those in group II did not have such experience.
Participants were recruited at the antenatal clinic
and informed consent obtained. Participants were
screened using a modified version of Abuse
Assessment Screen from Centre for Disease
Control; the data was analyzed using SPSS version
20.0 and p<0.05 was significant.

Result: There was similarity in the age (p0.688),
marital status (p0.605), level of education (p0.914)
and gestational age at booking (p0.490) among the
two groups. Alcohol consumption was significantly
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higher (21 vs. 10; p0.045) among partners of victims
of violence (group I). Physical violence decreased
from 47% before to 22% during index pregnancy
while sexual violence reduced from 53% vs. 50%. A
total of 68 cases of psychological violence (68%)
occurred during pregnancy. The partner was
responsible in 78.7% of physical and 84.7% of
sexual violence cases before pregnancy as well as
91.0% of physical, 100.0% of sexual and 78.0% of
psychological violence which occurred during index
pregnancy.

Conclusion: Violence against women (especially
psychological violence) is heightened during
pregnancy. Routine screening for violence during
pregnancy is justified because it is associated with
poor maternal/fetal outcomes while its prevalence is
higher than other conditions routinely screened for
in pregnancy.

INTRODUCTION

Violence against women is a form of women-
targeted gender-based violence; it is reported to be
on the increase globally and occurs within the
context of the home setting and beyond. It is an
important public health and humanitarian problem
with potential fatal outcomes.' Domestic violence is
apattern of abusive behaviour used by one partner to
gain or maintain power and control over another
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intimate partner;" however, the victims are
predominantly females in 90% to 95% of cases.”
Violence against women cut across race, age,
religion, socioeconomic status or educational level.
It may be physical violence (hitting, kicking, biting,
shoving, restraining, slapping) or threat thereof;
sexual or psychological violence (stalking,
controlling, intimidation, passive/covert abuse or
economic deprivation).” Pregnancy represents a
time of heightened risk for violence, while some
women may experience it for the first time during
pregnancy.’ Identified risk factors for violence in
pregnancy include adolescence, unmarried,
separated or divorced women, low educational
status, poverty as well as substance and drug
abuse.™ Violence against women represents a
violation of women's right as human beings and its
estimated prevalence range from 4% to 41%.™
Although violence against women is estimated to be
rampant in Nigeria,” the data to support this claim
remains scanty due to under-reporting. This is
attributable to feelings of shame and guilt by the
victims, fear of social ridicule, reprisal attack from
the perpetrator and poor response from law
enforcement officials.

Antenatal care services provide opportunities for
screening pregnant women, individualised
counselling and in-depth discussions with the health
care provider.” Thus, it can be explored to screen,
prevent and offer support for victims of violence
although this has not been introduced into the policy
possible due to limited evidence. This study aimed
to describe the pattern and experience of pregnant
women who suffered violence before and during the
index pregnancy.

METHODS

This study was carried out at the department of
Obstetrics and Gynaecology of the University of
llorin Teaching Hospital (UITH), Ilorin, Nigeria
over a period of six months. Participants were
antenatal clinic attendees at the study site; they were
informed about the study and an informed consent
was obtained. Thereafter, screening was conducted

using a modified version of Abuse Assessment
Screen adopted from Centre for Disease Control.’
Pregnant women were asked to affirm to whether
they have suffered physical, sexual, emotional or
psychological violence prior to or during index
pregnancy.

For this study, physical violence considered included
beating, slapping, kicking, punching, or using
objects with intent to hurt or induce pain or instil fear.
Sexual violence included unwanted touching or
fondling with the intent to have sexual intercourse
not desired by the victim or forced sex.
Psychological violence included stalking, frequent
criticism, verbal abuse, humiliation and isolating the
victim from family and friends. Socio-demographic
information included age, educational qualification
(woman and partner), occupation (woman and
partner), marital status as well as social practices
including the use of alcohol by the woman and the
partner. Women who had suffered violence before or
during index pregnancy were categorized into group
I while group II consisted of pregnant women with
no history of violence prior to or during index
pregnancy. The sample size was determined by the
formula for comparison of groups’ while selection of
the study population was by simple random
sampling with inclusion of all consenting eligible
women until the desired sample size was obtained.

Ethical approval was obtained from the ethics and
research committee of the UITH before the
commencement of the study and data analysis was
performed using the Statistical Package for Social
Sciences (SPSS-version 20.0) and p-value <0.05
was significant.

RESULTS

Actotal 0of 200 pregnant women were recruited for the
study; these were categorized into equal number
(100) each of those who had suffered violence before
or during index pregnancy (group I) and those
without such experience (group II).

Table 1 shows that there was no statistical
significance in the age (p0.688), level of education
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(p0.914) and type of marriage (p0.298) among the
study groups. However, alcohol use by the male
partner was significantly higher in group I (victims
of violence) (21 vs. 10; p0.045); woman's use of
alcohol was also higher among women who suffered
violence (group I) but not statistically significant (4
vs. 2; p0.341) compared to group I participants.

Table 1: Sociodemographic characteristics of
participants

Parameter Group I Group 11 e P-Value
Freq (%) Freq (%)

Maternal age

<20 1(1.0) 0

20-24 9(9.0) 12 (12.0) 3.081 0.688

25-29 39 (39.0) 30 (30.0)

30-34 31(31.0) 36 (36.0)

35-39 18 (18.0) 20 (20.0)

=40 2(2.0) 2(2.0)

Marital Status

Single 3(3.0) 3(3.0) 1.005 0.605

Married 96 (96.0) 97(97.0)

Separated 1(1.0) 0

Level of Education

Uneducated 1(1.0) 1(1.0) 0.523 0914

Primary 6 (6.0) 8 (8.0)

Secondary 21(21.0) 18 (18.0)

Tertiary 72 (72.0) 73 (73.0)

Woman’s

occupation 7(7.0) 9(9.0) 9.162 0.103

Artisan

Civil Servant 35(35.0) 46 (46.0)

Private 1(1.0) 6 (6.0)

Petty Trader 10 (10.0) 6(6.0)

Trading 18 (18.0) 15(15.0)

Unemployed 29 (29.0) 18 (18.0)

Type of marriage

Monogamy 82(82.0) 89(89.0) 2417 0.298

Polygamy 15(15.0) 8(8.0)

Consensual living 3(3.0) 3(3.0)

EGA at booking

<14 16 (16.0) 12 (12.0) 1.427 0.490

14-26 47 (47.0) 55 (55.0)

27-40 37(37.0) 33(33.0)

Parity Group

Para 1 25(25.0) 28 (28.0) 1.629 0.443

Para 2-4 59 (59.0) 62 (62.0)

Para =5 16 (16.0) 10 (10.0)

Woman use alcohol

Yes 4 (4.0 2(2.0) 0.690 0.341

No 96 (96.0) 98 (98.0)

Partner use alcohol

Yes 21(21.0) 10 (10.0) 5.760 0.045

No 79 (79.0) 90 (90.0)

EGA- Estimated Gestational Age

Table 2 shows that the commonest form of violence
before pregnancy was sexual violence (53.0%)
while psychological violence was the commonest
during index pregnancy (68.0%). Physical violence
decreased from 47% before to 22% during
pregnancy, sexual violence decreased from 53% to
50% while psychological abuse occurred only
during index pregnancy (68%). The commonest
form of physical violence before pregnancy was to
be beaten (31%) while to be slapped (11%) was
commonest during pregnancy. The pattern of
psychological violence shows that verbal abuse was
commonest (44%), followed by embarrassment
(34%), restriction of movement (31%) and frequent
criticism (31%).

Table 2: Types and pattern of violence before and
during index pregnancy among victims of
violence

Parameter Prior to Index
pregnancy pregnancy
Type of violence
Physical 47 (47.0)  22(22.0)
Sexual 53(53.0)  50(50.0)
Emotional/ Psychological 0 68(68.0)
Pattern of physical violence*
Hit 0 2(2.0)
Punched 1(1.0) 0
Pushed 4(4.0) 5(5.0)
Kicked 5(5.0) 2(2.0)
Slapped 22(22.0) 11(11.0)
Beaten 31(31.0) 9(9.0)
Pattern of Psychological
violence NA 17(17.0)
Fear NA 26(26.0)
Determines visit to family/ NA 27(27.0)
relatives NA 31(31.0)
Determines friends to keep NA 31(31.0)
Frequent criticism NA 34(34.0)
Restriction of movement NA 44(44.0)
Embarrassment
Verbal abuse

*Some victims suffered multiple type of violence

From table 3, the women's partners/ husbands were
the major perpetrators of violence before and during
index pregnancy for all types of violence. Husbands
were responsible for 78.7% of pre-pregnancy
physical and 84.9% of sexual violence. During
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pregnancy, husbands were responsible for 91.0% of
physical, 100.0% of sexual and 78.0% of
psychological violence among participants.

Table 3: Comparison of perpetrators of violence
against women during and before index
pregnancy

Variable Prior to pregnancy

Physical ~ Sexual

Index pregnancy
Physical ~ Sexual (%) Psychological

n=47 (%) n=53 (%) n=22(%) n=50(%) n=68 (%)
Husband 37(78.7) 45(84.9) 20(91.0) 50(100.0)  53(78.0)
Ex-husband 3 (6.4) 1(1.9) 0 0 1(1.5)
Boy Friend 0 1(1.9) 0 0 2(2.9)
Ex-boyfriend 1 (2.1) 3(5.6) 0 0 2(2.9)
Stranger 3(6.4) 2(3.8) 1(4.5) 0 3(4.4)
Relation 3(6.4) 1(1.9) 1(4.5) 0 7(10.3)
Total 47(100.0) 53 (100.0) 22(100.0) 50 (100.0)  68(100.0)

DISCUSSION

This study showed that violence against women is
common in our population with increased frequency
of psychological violence during pregnancy.
Psychological violence specifically emerged during
pregnancy as the commonest form of violence ahead
of sexual and physical forms. Alcohol consumption
by the husband/ partner was a significant factor
while woman's age, marital status, level of formal
education, gestational age at booking and partner's
education were not significantly associated with
violence. The male partner was the major perpetrator
of all forms of violence against women before and
during the index pregnancy.

The prevalence of violence against women ranges
from 23.5% to 43.8% from reports across
continents; "
prevalence across
prevalence of 2.0% to 13.5%."” A multi-national

review suggested that although it is common in all

however, a systematic review of the
19 countries reported a

cultures,® violence against women was higher in
Africa and Latin America.” This may be explained
by the patriarchal culture especially in Africa in
which the male partner is the determinant of what
happens to the wife/ female partner and the whole
family. In addition, although pregnant women have a
privileged public position, the violence targeted
against them shows a disconnect between their
perception in the public and private spheres."
Pregnancy has been reported to be a period of

increased violence to women; while violence may
be experienced for the first time, it may be
heightened during the period.* In a study among
Ugandan women, a third of the pregnant women
reported worsening of the violence during
pregnancy” while another study reported that the
violence can extend into the postnatal period."” The
increased violence can be associated to the
pregnancy-induced physiological changes in the
woman resulting in reduced desire for sex, delay in
promptness to domestic duties, changes in the body
shape, as well as perceived jealousy or anger
directed towards the unborn baby by the male
partner.’ The repetitiveness of violence against
women depicts the typical cycle of abuse that
usually starts with a tension phase, progresses to a
violent phase and ends with the honey moon phase
during which the husbands feel sober, apologizes
and shows love until another cycle starts.”

Although pregnancy is a heightened period for
violence against women, the pattern before and
during pregnancy varies. In this study, physical
violence reduced during pregnancy while
psychological violence emerged and became the
commonest form of violence. This corroborates
reports from Nigeria,"” Kenya," Uganda,” and
Mexico” in which psychological violence was the
commonest form of violence in pregnancy. In
Mexico,” 72.9% of participants experienced
psychological violence while 55.8% was reported
from Kenya."

A possible explanation is that psychological
violence almost always precedes physical abuse but
it may not progress to physical abuse in a number of
instaces.” In addition, some men may be afraid of
the possible harm to the fetus thereby preferring the
non-physical option of psychological violence.
Also, psychological violence does not result in
physical marks as evidence; thus, it can easily go
unnoticed or be denied by the male partner.
However, sexual violence remains important in
pregnancy with only a slight reduction from 53%
before to 50% during pregnancy in this study. This
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supports another study from Papua New Guinea™
where half of the women admitted to being forced by
their husbands to have sex; in another report, many
of'the pregnant women gave in to the sexual violence
out of fear of the possible consequences of refusal’’
which might include beating as well as denial of
financial allowance to the family. In a study on the
role of men during pregnancy and delivery, 80.85%
of pregnant women advocated for education for their
spouses during the antenatal period while 25.2%
opined that sex during pregnancy should be
discussed.”

The socio-demography of the victims of violence
against women in pregnancy varies; some reports
indicate association with unemployment, being
single/ divorced / widowed, unwanted pregnancy,
violence before pregnancy, marital conflict, low
socio-economic class and higher level of education
in the woman than the man.””'** However, other
studies established no association between violence
in pregnancy and socio-demographic characteristics
when compared to control group™ which is similar to
this study.

The male partner/ husband has remained the major
perpetrator of violence against women during
pregnancy'"'"**' similar to this study. In addition,
the use of alcohol by the male partner as a risk factor
for violence as reported in this study compares to
previous reports with a significant increase in the
odds for violence in men with alcohol

dependence.™"

Previous reports have shown that violence against
women during pregnancy is commoner with
resultant maternal, foetal and neonatal side effects
compared to many other health conditions which are
routinely screened for during pregnancy.”**'"""
Therefore, it is logical to consider a policy on routine
screening for violence among pregnant women. In
addition, screening for violence is cost effective; it
involves the use of abuse screening questionnaires
by trained healthcare workers unlike other health
conditions which require additional cost for
laboratory investigations. A report from Nigeria

reported the prevalence of 9.11% for Rhesus
Negative, 0.15% for genotype SS, 27.85% for
anaemia in pregnancy, 4.83% for HIV, 0.53% for
syphilis and 3.14% for hepatitis B Virus infection™
among pregnant women; these are much lower than
the prevalence of violence in pregnancy. In addition,
health care providers should be sensitized to lookout
for effects of violence including injuries, recurrent
sexually transmitted diseases, history of unintended
pregnancy and pain disorders, anxiety, depression as
well as suicidal ideation.’

This study concludes that violence against women is
heightened during pregnancy with a shift towards
psychological violence while other forms of abuse
still continue. The male partner/ husband remain the
major perpetrator especially those who ingest
alcohol. The prevalence of violence against
pregnant women exceeds the prevalence of most
medical conditions routinely screened for in
pregnancy; therefore, its routine screening is
recommended during pregnancy because it is cost
effective and helps to prevent adverse maternal,
fetal and neonatal outcomes.
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