A STUDY ON

GENDER BASED VIOLENCE IN KERALA

SUBMITTED TO

DEPARTMENT OF HEALTH

GOVERNMENT OF KERALA

By

SAKHI RESOURCE CENTER FOR WOMEN

CONVENT ROAD

TRIVANDRUM 695035,KERALA

CONTENTS
























Page No. 

Chapter 1: 


Gender based violence against women: An overview





01

Chapter 2: 


The present study: Objectives, study area and methodology



36

Chapter 3: 



Prevalence and dimensions of gender-based violence





46

Chapter 4. 


Co-relates of domestic violence













72

Chapter 5: 

Addressing gender-based violence: the role of health and 

allied sectors



















82

Chapter 6: 

Health sector responses to gender-based violence: Potential 

and prospects



















95

Chapter 7: 

Conclusions and recommendations











107

References





















115
APPENDIX 1: Interview Tools















120

PREFACE

 
 
This study was undertaken by Sakhi-resource center for women on behalf of the Integrated Population and development Project (IPD), Department of Health, Government of Kerala.  

 
 
The study on Gender based Violence in Kerala is intended to assess the needs of survivors of gender based violence (GBV) as a first step towards strengthening the efforts of the health system in Kerala, to effectively advocate and coordinate various initiatives to address gender based violence as a public health issue.

 
 
The study was undertaken in the three districts of Ernakulam, Palakkd and Kozhikode.  A range of data collection tools were used to understand the prevalence and nature of gender based violence and women’s health seeking behaviour. Observations of health facilities  and interview of Service providers at various levels including health care providers, counselors and  police were conducted.

 
 
The study brings out important aspects of gender based violence in a society like Kerala, which claims to have achieved very high levels of development and where women are far ahead of their counterparts elsewhere in India. It also brings out the lacuna in terms of lack of support services for  survivors of gender based violence and points out the need to  initiate policy and programmatic interventions which are gender sensitive at the health care settings . Support services at different levels in society are urgently required.

 

We are very grateful to the Health Department of Government of Kerala for giving us this opportunity to undertake this study. We express our deep appreciation for all the help, suggestions and support we received from them.

 
 
This study is what it is because of hundreds of women in Kerala who willingly took time off their daily routine and shared their life experiences with our team of investigators. There were women who wanted to talk but could not because of the watching eyes of family members. Some dared to take the risk and poured out the bottled up feelings and sufferings. A few others asked for rescheduling the interviews to a time when they could talk. In several situations, the investigators had to help women survivors with referral services of lawyers, counselors and at times, even of police. Stories of dowry deaths turned into suicides and of helplessness because the women had nowhere to go and nobody to turn to help were encountered. The severe inadequacy of support services and lack of gender sensitivity in the few that do exist are both equally challenging

 
 
This study would have not been possible without the field investigators who worked hard and sometimes agonized and shared the invisible and silent pain of many a women whom they met and interviewed. The team consisted  of Jaya A.A, Manju P, Ms.Ragimole K.R. in Ernakulam; Sereena.S, Chandrika K.C and Radhika at Palghat and N Puzhpalatha V.T, Chandini P & T.K.Sudha at Kozhikode. Besides this, Ms.Aarathi   Kelkar Khambete graciously helped with the desk review. 

 
 
We are grateful to GAIA for undertaking the data entry and for putting up with our constant pestering. The time constraint of finishing the study in such a short period was really putting a lot of pressure on us and that pressure got transferred to them a great deal

  
 
Dr.Sundari Ravindran  and Dr.Manju Nair  were always available for help , right from the planning of the study, in formulating the tools and especially in the final phase of  data analysis and writing of the report. This study would not have been possible without their help. We are deeply indebted to both  of them and to Ms Mini who assisted their work.

 
 
We are committed to carry forward the process, leading to concrete measures, so that the women survivors  are able to achieve their rights as human beings

Aleyamma Vijayan














15th June,2004

Director

Sakhi

 Chapter 1

Gender based violence against women: An overview

The Declaration on Elimination of Violence Against Women adopted by the UN General Assembly in 1993, defines Violence Against Women as “any act of gender based violence against women that results in or is likely to result in physical, sexual or psychological harm or suffering to women, including threats of such acts, coercion or arbitrary deprivations of liberty, whether occurring in public or private spaces”(1).

Gender based violence is a common reality in the lives of women and girls in many parts of the world, developing and industrialised countries alike. It has been recognised as a violation of basic human rights of women and of their exercise of fundamental freedom. 

Gender-based violence against women has also now been acknowledged as a major public health issue. According to a WHO report, among women aged 15-44 years, gender violence accounts for more deaths and disability than, cancer, malaria, traffic injuries or war put together (2). 

The first section of this chapter summarises the definitions of gender-based violence and theories on its causes and correlates; it then reviews global information on the prevalence of gender-based violence against women and its health consequences. The second section starts with the national context on gender-based violence against women. It then presents an overview of the status of women in Kerala and the paradoxical coexistence of indicators of high status with a relatively high prevalence of gender-based violence.

I

1.1.   Defining the nature and types of gender-based violence against  

women

 
 
The Centre for Diseases Control in the US (3) has defined four different types of violence (See Box 1):

· Physical violence

· Sexual violence

· Threat of physical or sexual violence, and

· Psychological or emotional abuse.


[image: image1]

  
 
When psychological or emotional abuse is accompanied by physical and/or sexual violence, this is classified as psychological violence (3).

 
 
Economic violence is another category of violence identified by the UN Special Rapporteur on Violence Against Women. This is perpetrated usually by an intimate partner or family member and includes economic blackmail, control over money a woman earns, denial of access to education, health assistance or remunerated employment and denial of property rights (4).

 
 
Gender-based violence against women takes many forms and occurs throughout a woman’s life cycle. Heise et al (5) describe the different forms of violence that women experience throughout their lifespan (Table 1.1).

Table 1.1  Forms of violence experienced by women throughout their lifespan (5)

	Phase
	Type of Violence Present

	Pre-birth
	Sex-selective abortion; battering during pregnancy; coerced pregnancy.

	Infancy
	Female infanticide; emotional and physical abuse; differential access to food and medical care.

	Girlhood 
	Child marriage; genital mutilation; sexual abuse by family members and strangers; differential access to food, medical care and education.

	Adolescence 


	Violence during courtship; economically coerced sex (e.g. for school fees); sexual abuse in the workplace; rape; sexual harassment; arranged marriage; trafficking.

	Reproductive

age
	Physical, psychological and sexual abuse by intimate male partners and relatives; forced pregnancies by partner; sexual abuse in the workplace; sexual harassment; rape; abuse of widows, including property grabbing and sexual cleansing practices.

	Elderly


	Abuse of widows, including property grabbing; accusations of witchcraft; physical and psychological violence by younger family members; differential access to food and medical care.


Source: Heise, Pitanguay and Germain (1994). Violence Against Women: The Hidden Health Burden. World Bank Discussion Paper. Washington. D.C.: The World Bank.
 
 
Article 2 of the UN Draft Declaration on Violence against women identifies three areas in which violence commonly takes place (6). These include 

· Violence occurring within the family

· Violence occurring in the general community, and

· Violence perpetrated or condoned by the state. 

1.1.1. Violence at the level of family or domestic sphere

 
 
Domestic violence has been defined, as any act occurring between two individuals who live or have lived together that is perceived to be intended to cause physical or psychological harm. The UN special Rapporteur on Violence against women defines domestic violence as “violence that occurs within the private sphere, generally between individuals who are related through intimacy, blood or law” (7).  Domestic violence encompasses, but is not limited to “physical, sexual and psychological violence occurring in the family, including battering, sexual abuse of female children in the household, dowry related violence, marital rape, female genital mutilation and other traditional practices harmful to women, non-spousal violence and violence related to exploitation” (4). Violence can also be perpetuated by creating complete dependence of the women on the male head of the family for meeting personal needs such as purchase of basic requirements like food and clothing, mobility, and for all dealings in the public sphere.   
 
 
Domestic violence occurring within the private sphere of the woman’s life is believed to be the most common form of gender-based violence against women. Domestic violence transcends the boundaries of countries, caste, class, age, education, income, ethnicity and culture. In most of the cases, domestic assault is committed against women by their husbands, boy friends or partners. Intimate partner violence or abuse could be physical, sexual, psychological or economic, as defined earlier in this chapter. At the most extreme, intimate partner violence can lead to homicide. The psychological consequences of spouse or intimate partner abuse often lead to suicide attempts by the women. A number of studies in India, Bangladesh, Fiji and the United States, Papua New Guinea and Peru have shown that there is association between domestic assault and suicides committed by women (4). 
 
Dowry related crimes, practices such as sati (the forced burning of the woman on the funeral pyre of her dead husband), killings in the name of honour directed against women are also crimes of violence against women. Sexual assault within marriages along with forced pregnancy also can be included as forms of violence against women at the family level along with forced abortions, sterilisations. In later life, widows and elderly woman can also face abuse (8,4).
 
 
Other forms of family violence against women include practices such as sex selective abortion and female infanticide. Thus at the family level, females fall prey to violence even before they are born, when women as mothers are forced to abort their female foetuses in the hope of a male child by performing prenatal sex determination tests. During childhood, violence against girls can include enforced malnutrition because of lack of access to food, lack of access to medical care and education, female genital mutilation as well as physical, sexual and emotional abuse. Early age at marriage, especially without the consent of the girl and before she is physically, mentally and emotionally mature is considered to be another form of violence against women. Sale of girls for prostitution or bonded labour is also included as a form of violence against the girl child (8,4). 

1.1.2. Violence in the community

Other forms of violence against women include sexual violence including lurid comments, staring, stalking and rape at the level of the community, sexual harassment at the workplaces, forced prostitution and trafficking of women, violence against women migrant workers. Pornography has also been classified as ‘a form of violence against women that glamorises degradation and maltreatment of women’ (6). 

Women’s bodies become the site of conflict during caste and communal clashes, and in situations of civil strife and war, the domination of one group by another being expressed through violations such as rape on the women of these communities. 

1.1.3. Violence perpetrated by the State

Violence against women also includes violence perpetrated by the State such as sexual or physical torture, verbal or physical abuses in custody, or in forms of violence such as rape in situations such as armed conflict or against vulnerable, marginalised, refugees or internally displaced women (6).
1.2. Theories on violence against women

Various theories have been proposed for understanding violence committed by individuals. According to Ahuja (1998) and Sharma (1997) a common approach in some of the theories has been to focus on individual aggressors (9,10). There are two kinds of explanations focusing on individuals. One includes psycho-pathological explanations that focus on personality characteristics of victims and offenders. These theories provide pathological explanations for violent behaviour focusing on brain structures, chemical imbalances, dietary deficiencies, hormonal factors as well as evolutionary theories and genetic characteristics to explain violent behaviour. This model thus links mental illnesses and other intra individual phenomena such as alcoholism and drug use to violent behaviour. The socio-psychological model on the other hand argues that violent behaviour can be understood by careful examination of the external environmental factors that have an impact on the behaviour of individuals leading to stressful situations or family interactional patterns. 

 
 
Other explanations give more importance to socio-structural factors as causes of violence among individuals. These include possible sources of stress and inert-individual conflict because of factors such as poor economic conditions, bad housing, poverty, lack of job opportunities, unfavourable and frustrating work conditions and other conditions arising out of inequalities in the society and unequal distribution of resources. Structural explanations also offer more political explanations to violent behaviour among individuals. 

 
 
Feminist analysis of violence has been based on power relations between men and women that deny women equal access to power and resources thus making them more vulnerable to violence from men. The cause of this violence can be traced to patriarchy – the ideology that bestows on men power and authority over all aspects of women’s lives including their bodies. This is manifested in various forms and perpetuated and validated by all social institutions. This includes socialisation processes that give rise to different role expectations from men and women, and different gender norms. However it has been realised that no single theory is adequate to explain violent behaviour among individuals. Ahuja (9) proposes an integrated model that includes a combination of the above factors to explain violent behaviour among individuals. The model proposes the influence of four factors on violent behaviour among individuals 

 

Social norms and social organisations that socialise the individuals Personal characteristics of the individual The intrapersonal characteristics of the individual that includes his or her relations and  interactions with other individuals and family. Economic or environmental factors that influence the behaviour of individuals.


 
Heise (1998) proposes a clearer and interrelated ecological framework for understanding violent behaviour among individuals (11). This framework includes a range of physical, social, emotional and psychological factors at the personal, community and societal levels. In this model, the causative factors are represented in the form of four concentric circles. The innermost circle includes the personal history of the man and the woman who are in the relationship. For example, this includes factors influencing their personalities such as being male, childhood experience of marital violence in their families, childhood experience of abuse. The second circle represents the micro system factors that influence familial relationship and include the immediate context within which violence takes place such as male dominance in the family, control over money and decision making at the household level by men, low status of women such as daughter-in-law within the family, use of alcohol, marital conflict situations. 
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Figure 1.     Ecological Model of Factors Associated with Partner Abuse

 Source: Adapted from Heise (11)

The third circle represents the exo-system representing the social systems and structures at the micro level or community level such as poor socio-economic status, unemployment, poor social surroundings leading to delinquent behaviour, lack of access of women to economic and other resources, and lack of support structures leading to powerlessness. The macro system represents the broader societal norms that serve to create a favourable environment for the other three factors to act. These include, the general societal acceptance of power structures that represent dominance, aggression and control of men over women; of rigid gender roles; of acceptance of interpersonal violence. This framework has been found to be highly flexible and can be applied across various settings; across same settings in different time spans and even within the same relationship across the lifecycle.

1.3. Dimensions of the problem

1.3.1. Physical violence

 
 
A number of studies on the prevalence of physical violence against women in different countries show that almost 20 to 50% of the women have experienced domestic violence (8). Studies from WHO indicate that between 16% and 52% of women world-wide are physically assaulted by an intimate partner at least once in their lives (2). Statistics published in 1997 by the World Health Organisation (WHO) reveals that, according to 40 studies conducted in 24 countries on four continents, between 20% and 50% of the women interviewed reported that they suffered physical abuse from their male partners. Also, according to ‘Where Women Stand - An international report on the status of women in 140 countries, 1997-1998’, the number of women reporting physical abuse by a male partner during the period 1986-1993 were between 21% to 60% (2). Studies on wife abuse among selected countries in south-east Asia show that the prevalence ranges from 3.4% in Kyakutan, Myanmar, to 40% in a study in an OPD from a hospital in Thailand to 76% among lower caste women in rural India (1). Evidence from Sri Lanka shows that 60% of 200 women interviewed said they were beaten by their partners, 51 of the women said their partner used a weapon during the physical assault (2).

In Bangladesh, 50 % of wives murdered were killed by their husbands. A New Delhi study on violence showed that in almost 94% of cases, the victim and the offender were members of the same family. In nine out of ten cases, husbands murdered their wives (2, 4). In Malaysia, a study revealed that 39% of adult women reported being physically abused by their husbands, while 68% of battered women were abused while they were pregnant (2).

1.3.2. Sexual abuse and rape 

Crimes such as rape as a form of sexual violence are reported to be on the increase. Around the world, one in five women have been found to be victims of rape in their lifetime (12). Many rapes go unreported because of the stigma and trauma associated with them and the lack of sympathetic treatment from legal systems. For example, a study in the Punjab, India estimated that for each rape case reported to the police, 70 went unregistered. Similarly, for each case of molestation filed, 375 were not registered. These were unregistered cases that were documented by victims to panchayats, municipalities, mahila mandals and voluntary organisations (2). Estimates of the proportion of rapes reported to authorities vary from less than 3 per cent in South Africa to about 16 per cent in the United States (13). 
According to a survey conducted in countries such as Chile, Peru, Malaysia and the United States, approximately 30 to 50% of the victims of rape and attempted rape are under the age of 15 while around 20% were below 10 years of age (14).
Women are also exposed to violence such as rape during wars. For example, the Zenica Centre for the Registration of War and Genocide Crimes in Bosnia documented 40,000 cases of rape against women (14). According to human rights lawyers in Pakistan, more than 70% of the incarcerated women reported of being abused by the guards that included slapping, beating, and suspension in the air by hands tied behind and gang rape (14).
Sexual abuse and rape by intimate partner are not considered as crimes in most of the countries and even women do not consider forced sex by intimate partner or husband as a rape. However, surveys in many countries show that about 10 to 15% of women report of being forced to have sex with an intimate partner (8). 
1.3.3. Psychological and emotional abuse and violence

Psychological abuse is very difficult to capture in studies. However, it has been found that severe psychological stress and living under terror and the mental torture of violence can lead to self destructive behaviour and fatal consequences such as suicides. Studies in India, Bangladesh, Fiji, the USA, Papua New Guinea and Peru show a high correlation between domestic violence and suicide rates. Women who are victims of domestic violence are 12 times more likely to attempt suicide than those who do not experience such violence (2).
1.3.4. Other forms of psychological and emotional abuse

Sex selective abortions, female infanticides and differential  access to food and medical care

In some societies, discrimination against women also becomes obvious through certain cultural and traditional practices such as sex selective abortions and female infanticide. For example, in India and China, male children are favoured over female children. The most common reason given for infanticide is the ‘burden’ of the girl child. A recent survey in India found that there are 10,000 cases of female infanticide annually and this number does not take into account the number of abortions done to prevent the birth of a child. A study in one clinic in India showed that out of 8,000 aborted foetuses, 7,997 were female. Another survey found that, in one year, 40,000 female foetuses were aborted in Bombay alone. In China, 12% of the females were aborted or unaccounted for in a recent survey (8). In a survey in Bangladesh, 96% of the women interviewed said that they wanted a boy while only 3% wanted a girl (4).
Figures reveal that 60 million females, mostly from Asian countries are “missing”- killed by infanticide, selective abortion, deliberate under nutrition or lack of access to health care (13,14). Fifty one per cent out of a sample of 600 families in a survey in southern Asia reported having killed a baby girl during her first week in life (2).
In many developing countries, girls and women are neglected and discriminated in terms of access to resources such as food or adequate nutrition that leads to sickness and deaths among girls in the age groups of two to five years. Lower nutritional levels have been found to affect the physical and mental health of girls making them malnourished and susceptible to infections. Girls are also discriminated in terms of access to education and health care. For example, according to UNICEF studies in South Asia, North Africa, Middle East and China, more boys are immunised and treated in hospitals than girls. A survey in 1990 found that 71% of babies below two years admitted to the hospitals were boys. Girls between the age groups of two and five had higher death rates than boys in many countries of these regions. Iron deficiency affects 75 to 96% of the girls of and above 15 years in Africa and 70% of the girls between 6 and 14 years in India (4).
Traditional cultural practices affecting the health and lives of women

Many women continue to suffer because of the harmful effects of traditional and cultural practices that continue to be forced on the women in the name of culture and religion. 

Female Genital mutilation

It has been estimated that 130 million women around the world have undergone genital mutilation and around two million women undergo this procedure every year. Female genital mutilation is carried out in Eastern and Western Africa, some regions of Asia and Middle East as well as certain migrant communities in North America, Europe and Australia (8).
Dowry related violence

Dowry related violence is very common in India and there are studies that show that it is on the rise in India. It has been estimated that more than 5000 women are killed annually by their husbands or in-laws who burn them in accidental kitchen fires if their demands for dowry are not met. An average of five women are burnt everyday and many more cases remain unreported (8).

Pakistan has been found to be another country where deaths by the kitchen fire have been found to be on the rise. It has been found that at least four women are burnt to death daily by their husbands or family members because of family disputes (8).
Acid attacks

At times, acids such as sulphuric acid has been used to disfigure or kill women and girls for reasons such as family feuds, inability to meet dowry demands and for rejection of marriage proposals. For example, in Bangladesh, it has been found that there are 200 acids attacks each year on women (8).
Killing in the name of honour

In some countries such as Pakistan, Bangladesh, Egypt, Jordan, Lebanon and Turkey, women who are accused of alleged adultery, premarital relationships, rape, falling in love or eloping with a person whom the family disapproves of are killed in order to save the honour of the family by the male members in the family. For example, In 1997, around 300 women were estimated to have been killed in the name of ‘honour’ in one province of Pakistan. According to 1999 estimates, more than two-thirds of all murders in Gaza strip and West Bank were ‘honour’ killings. In Jordan there are an average of 23 such murders per year (8). 
Thirty-six ‘honour’ crimes were reported in Lebanon between 1996 and 1998, mainly in small cities and villages. Reports indicate that offenders are often under 18 and that in their communities they are sometimes treated as heroes. In Yemen as many as 400 ‘honour’ killings took place in 1997. In Egypt there were 52 reported ‘honour’ crimes in 1997 (8).
Trafficking of Women and Girls

According to the UNFPA (2000) figures, an estimated 4 million women and girls are bought and sold world-wide, either into marriage, prostitution or slavery. Many are lured into the hands of traffickers by promises of jobs. In some countries, traffickers target poor, vulnerable communities, who are desperate because of conditions such as drought or before the harvest, when food is scarce. In such cases families are persuaded to sell their daughters for small amounts of money. This can happen in countries such as West Africa from Senegal to Nigeria where tens and thousand of children from poor families are sent to the Middle East, where many of them are forced into prostitution (13). 
Each year, at least 10,000 girls and women enter Thailand from poor neighbouring countries and get involved in commercial sex work, according to UNICEF. Some 5,000 to 7,000 Nepali girls are trafficked across the border to India each year, mostly ending up as sex workers in Mumbai or New Delhi. It has been found that majority of the trafficking occurs in Asia. However, it has also been found that East European women are also increasingly becoming vulnerable to trafficking (13). According to an Asia Today report, almost one million children in Asia spend each night providing sexual services for adults. Most of these children are coerced, kidnapped or sold into this multi-billion dollar industry (2).
1.4 Consequences of violence against women.

1.4.1. Physical and mental health consequences of violence and abuse

Gender-based violence against women is a major public health problem, resulting in considerable avoidable morbidity and mortality. The global health burden because of violence among women in the reproductive age group is 9.5 million Disability Adjusted Life Years (DALYs), which is as high as some other major health concerns such as Tuberculosis (10.9 million DALYs), HIV (10.0 million DALYs) and sepsis during childbirth (10 million DALYs) (1).
	Box 2. Health consequences of violence against women (1)

Non fatal outcomes

Physical health outcomes

· Injury ( from lacerations to fractures and internal organ injuries)

· Unwanted pregnancies

· Gynaecological problems

· STDs including HIV/Aids

· Miscarriage

· Pelvic inflammatory disease

· Chronic pelvic pain

· Headaches

· Permanent disabilities

· Asthma

· Irritable bowel syndrome

· Self-injurious behaviour (e.g. smoking, unprotected sex)

	Mental health outcomes
· Depression

· Fear

· Anxiety

· Low self-esteem

· Sexual dysfunction

· Eating problems

· Obsessive compulsive disorder

· Post-traumatic stress disorder

	Fatal outcomes

· Suicide

· Homicide

· Maternal death

· HIV/Aids



  Source: WHO (2000)

  
 
 
Physical injury forms a more visible part of the consequences of violence experienced by women. This can range from small cuts, bruises, fractures to chronic disabilities such as partial or total loss of hearing or vision, burns leading to disfigurement and also death in extreme cases (8, 15). Population based studies show that 40 to 70% of the women who are abused by a partner are exposed to injuries at some point of time in their life (15). For example, a study by the US state department for justice found that 37% of all women who went to the emergency section in the hospital had gone for violence related injuries and had been hurt by their spouses (8). A study in South India also found that 34% of the women reported of abuse from their husbands and needed medical attention (16). In Canada, 43% of the women injured by their partners had to receive medical care and 50% of those affected had to take time off from work (15). 
Violence can in extreme cases also lead to death as in cases of suicides and homicides. Accidents and injuries, including self inflicted injuries and intentional injuries by others are also found to be associated with violence among women. Two studies from Bangladesh and India shed light on cases of deaths due to abuse of the women. The study from Bangladesh examined 270 cases of deaths due to abuse reported in newspapers in 1982-1985. 29% of the women had been beaten to death, 39% had been subjected to other forms of physical torture and 18% had been attacked with sharp weapons. In an Indian study of 120 dowry deaths, all the women were found to be below 25 years of age. 46% of the women had died because of burns, 34% had died because of drowning. In 86% of the cases homicide, the principal accused were the husbands. (1).   Three studies from India that have documented deaths by suicide have found that marital discord has been an important factor leading to suicides among women. For example, in a study in Delhi, there were 56% suicide cases among women, which were attributed to marital discord and ill treatment by the husband and the in-laws. In Madras and Daspur, women between the age groups of 15 to 24 years had committed suicide and the reasons for these were quarrel or maladjustment with their husbands (5). Abuse can also lead to a number of physical ailments such as irritable bowel syndrome, gastrointestinal disorders, and other chronic pain syndromes (15).
In addition to immediate physical injury, violence can make women vulnerable to a number of immediate and long term effects such as infectious diseases, mental health problems, injuries, chronic pain syndromes, gastrointestinal problems, hypertension, diabetes and asthma (15).
Gender-based violence also affects women’s mental health. It erodes women’s self confidence and leads to problems such as depression, post traumatic stress disorders, suicides and alcohol and drug abuse, sleeping as well as eating disorders, anxieties and phobias (1, 15). 

1.4.2 Impact on women’s reproductive health 

A growing number of studies show that violence by partners and sexual abuse affects the sexual and reproductive health of women in numerous ways. 

Forced sex is associated with trauma

In many parts of the world, marriage is taken as granting men the right to have sexual relations with their wife and to use force and power to demand sex from the wife even if she does not want sex. Sexual coercion ranges from rape to different forms of pressure, force and fear that compel girls to have sex against their will. Studies such as those from India (17) and Philippines found that women agree to have sex even if they do not want it because of fear of violence from their husbands. In a Philippines  survey, it was found that 43% of married women from the reproductive age group said that they could not refuse sex with their husband because of fear of beatings from them (15).
Forced sexual initiation could be extremely traumatic for many young women. Studies in Africa, New Zealand and the US show that many women experience forced sexual initiation at very young ages. Even within marriage, the first sexual experience is very traumatic for women, especially in those parts of the world where women are not given adequate information on sex. For example, a study on married women in a low-income community in India found that women found their first sexual experience extremely traumatic with 18% having only having a vague idea of what to expect on the wedding night (15,17). Child sexual abuse is a common form of violence in all societies that remains undetected to a great extent. Studies have shown that sexual abuse is much more common among girls than among boys (it is about 1.5 to 3 times more among girls than among boys). Sexual abuse can lead to a wide range of behavioural and psychological problems among children along with sexual dysfunction, low self esteem, depression, thoughts of suicide, alcohol and substance abuse and sexual risk taking (15).
Violence can lead to unwanted pregnancies

Lack of autonomy and powerlessness can lead to unwanted pregnancies among the women as the women do not have the right to deny sex with their husbands nor can they use any form of contraception. For example, a study in Nicaragua found that abused women were twice as likely to have four or more children than those who were not abused. Another large-scale survey among married men in Uttar Pradesh, India found that forced sex could lead to unintended pregnancies. Men who admitted to having forced sex with their wives were found to be 2.6 times likely than other men to cause an unplanned pregnancy (15).
Violence prevents the use of contraceptives and increases the risk of sexually transmitted infections

Many studies have shown that women are afraid to bring up the issues of contraception with their husbands because of the fear of being beaten up. Husbands do not like their wives to use contraception in some cultures because of the fear that this might encourage their wives to be unfaithful. Having many children can be considered as a sign of virility by the husbands and the desire from the wife to use contraception as a challenge to his masculinity (1,15). Unprotected sex can also increase the risk of women who are unable to negotiate condom use with their partners to a number of sexually transmitted diseases such as STIs and HIV, and to unwanted pregnancies.

Violence can also lead to high-risk pregnancies among women

It has been found that around the world, one woman in every four is sexually abused by her partner during pregnancy. Women experiencing violence before and during pregnancy are found to be more likely to delay check-ups and treatment during pregnancy, have less weight gain. They are also prone to infections such as sexually transmitted infections, unwanted or mistimed pregnancies, vaginal and cervical infections, kidney infections and bleeding during pregnancies (15). 

Violence is also linked with adverse pregnancy outcomes such as abortions, miscarriages, premature labour and foetal distress. Seven studies in developing countries have shown that violence during pregnancy leads to low birth weight. Violence can also indirectly affect the pregnancy by influencing the woman’s health behaviour such as alcoholism, smoking and substance abuse. Stress and anxiety because of violence can also affect a pregnant woman leading to preterm deliveries, decreased food intake (15). 
Violence may also lead to maternal deaths

In the Indian subcontinent, it has been found that violence leads to a considerable amount of maternal deaths. A recent study of over 400 villages and seven hospitals in India in the three districts of Maharashtra found that 16% of all deaths during pregnancy were due to domestic violence (18). Another study in rural Bangladesh related to homicides and suicides found that forms of violence such as dowry related harassment, stigma because of rape or pregnancy outside marriage led to 6% of the maternal deaths between 1976 and 1986 and 31% of maternal deaths among women in the age group of 15-19 (15).
Violence increases the risk of gynaecological problems among women. 

Gynaecological disorders such as chronic pelvic pain which is associated with 10% of gynaecological visits in many countries and one quarter of hysterectomies. Various studies have found an association between chronic pelvic pain and history of sexual abuse, sexual assault and or physical or sexual abuse by partners. This may be due to injuries, stress or an expression of psychological distress through physical symptoms. Sexual abuse during childhood has also been associated with increased sexual risk taking leading to sexually transmitted infections leading to chronic pelvic pain associated with pelvic inflammatory diseases. Sexual violence can also lead to irregular vaginal bleeding, vaginal discharge, painful menstruation, pre-menstrual distress, pelvic inflammatory diseases and sexual dysfunction with problems such as lack of desire, difficulty with orgasms etc (1, 15). 

1.4.3 Gender based violence and abuse hinders development

Besides its direct impact on women’s health, gender-based violence against women has other human costs. It also hinders development by undermining women’s participation in development related activities, reduces their labour participation and earnings.

One of the most affected groups are children who witness violence. Such children have an increased risk for emotional and behavioural problems such as anxiety, depression, poor self-esteem, poor school performance, disobedience, nightmares, and physical health complaints. For example, in a study in rural Karnataka, it was found that children of mothers who were beaten received less food than other children did, which implies that these women probably could not bargain with their husbands on their children’s behalf (15).
The IDB (Inter-American Development Bank) has taken a holistic approach and identified different categories for calculating the socio-economic costs of gender based violence against women (8) as given in the Table 1.2

Table 1.2. The Socio-Economic Costs of Violence: a Typology (8)

	Direct costs: value of goods and services used in treating or prevention of violence

· Medical

· Police

· Criminal justice system

· Housing

· Social services

	Non-monetary costs: pain and suffering

· Increased morbidity

· Increased mortality via homicide and suicide

· Abuse of alcohol and drugs

· Depressive disorders

	Economic multiplier effects: macro economic, labour market, inter-generational productivity impacts

· Decreased labour market participation

· Reduced productivity on the job

· Lower earnings

· Increased absenteeism

· Intergenerational productivity impacts via grade repetition and lower educational attainment of children

· Decreased investment and saving

· Capital flight

	Social multiplier effects: impact on interpersonal relations and quality of life

· Intergenerational transmission of violence

· Reduced quality of life

· Erosion of social capital

· Reduced participation in democratic processes


(Source: UNICEF (2000) Domestic Violence against women and girls, Innocenti Digest, No 6. pp 13)

Direct costs 

Direct costs take into account the expenditure on medical treatment required for the woman who has been abused along with expenditure on other services. These include counselling services, police services including the time spent in arrest and responding to calls, costs for the criminal justice system, social services, housing and shelter services for the women and the children concerned.

Non monetary costs 

Non-monetary costs of gender-based violence include the pain and suffering undergone by the abused woman in terms of increased morbidity and mortality through homicides and suicides. It also includes consequences such as dependence on drugs and alcohol and also depressive disorders as well as susceptibility to diseases such as Aids, sexually transmitted infections, pregnancy losses and other health problems. 

Economic multiplier effects

These take into consideration the economic impact of violence on the life of the woman as well as on economic productivity. Violence has been found to lead to decreased labour participation of the women, reduced productivity at work and lower earnings affecting the quality of life of the woman. For example, it has been found that about 30% of the women lost their jobs in the United States as a direct effect of abuse. Another study in Chile found that women who had undergone abuse were found to earn less than half of the earnings as compared to other women.

Social multiplier effects

The social multiplier effects of gender-based violence include the impact of violence on the children and other effects on the quality of life of the abused woman such as lack of participation in social and economic developmental processes (8).
II

1.5 Gender-based violence in India

 
A majority of the studies related to gender based violence in India are about intimate partner violence. These studies have found that violence perpetrated by the husband on his wife is very common and experienced by a large number of women in the country. Most of these studies are based on self-reporting by women and/or their husbands in community surveys. There are also a few studies based on hospital and crime-records data. 

1.5.1. Community surveys

One of the few multi-centric study of intimate partner violence in India was carried out by ICRW (19). This study was carried out in seven cities, namely, Lucknow, Bhopal, Delhi, Nagpur, Chennai, Vellore and Thiruvananthapuram. The study found that overall about 50% of the women had experienced physical or psychological violence at least once in their married lives. About 44 % reported at least one psychologically abusive behaviour and 40.3% women reported experiencing at least one form of violent physical behaviour such as slapping, hitting, kicking, beating, threats or use of weapons and forced sex. The reporting of any form of violence was highest among rural women followed by women in urban slum areas. Similar proportions of women (45% to 50%) in rural and urban slum areas reported physical violence. Significantly fewer urban non-slum women reported either psychological or physical violence than rural or urban slum women.

In the ICRW study (19), about one in every four of the 9, 938 women in the survey had experienced slapping, kicking, hitting, beating, threat or use of a weapon or forced sex in the 12 months preceding the survey. Nearly 15% of the women reported one or more incidents of forced sex in the last 12 months and this rate was consistent across rural, urban slum and urban non-slum areas.

Similar findings emerged from the NFHS II survey (1998-1999) which collected information based on self-reporting by women, of experiencing violence from an intimate partner (20). The survey found that at least 1 in 5 ever married women in India have experienced domestic violence since the age of 15 and at least 1 in 9 had experienced domestic violence in the 12 months preceding the survey.

There are a number of studies covering one or more states of India. Many of these provide information only on experience of physical assault from husbands by wives. The prevalence figures vary widely, probably as a result of varying definitions of what constitutes physical violence. For example, a study by Jejeebhoy (1998) from two districts of Uttar Pradesh in North India and Tamil Nadu in South India found that prevalence of physical violence on wives ranged from 42-48% in Uttar Pradesh and 36-38% in Tamil Nadu (21). In another study among 983 women in Uttar Pradesh 45% of the women in the age group of 15-39 years had been physically assaulted by their husbands (22). 
A 1998 study by Visaria among the women in Gujarat found that 66% of the women reported verbal and physical assault while 42% of the women reported physical assault (23). On the other hand, a study among the potter community in rural south India, Rao (16)  found that only 22% of the women were physically assaulted. 

Some studies have focused specifically on low-income households, and find a very high prevalence of intimate partner violence. In a study by Mahajan and Madhurima (1995) among lower caste households in Punjab, 76% of the women reported domestic violence, one third of who reported regular beatings (24). Another study by Mahajan (25) a village among schedule castes and non-schedule castes found that 75% of the scheduled caste wives reported being beaten. 

A number of recent studies have interviewed men to find out how many of them report beating their wives. The most recent of these was by ICRW (2002) in four states in India, namely Rajasthan, Tamil Nadu, Punjab and Delhi (26). The men reported very high levels of violence. As high as 85% of the men reported engaging in at least one form of violent behaviour in the past twelve months. Seventy two percent reported engaging in emotional violence, 46% reported control, 50% reported sexual violence and 40% reported of physical violence. 

Studies of men from single sites report lower rates of violence. A study from five districts of Uttar Pradesh by Narayana (27) found that 30% of the men reported of beating their wives. In the study by Mahajan (25) reported above, 75% of the scheduled caste men and 22% of other caste men reported of beating their wives (WHO, 2000). Another 1999 study (28), among 6000 men in Uttar Pradesh found that wife abuse was a very common occurrence in the village and 50% of the men reported physically abusing their wives. 

There are only a couple of studies that point to the fatal consequences of gender-based violence against women. In Western India, a study in 400 villages and seven hospitals by Ganatra (18) found that 15.7% of the pregnancy related deaths in the community series and 12.9% in the community were because of domestic violence. 

Another study by Seshu and Bhosale (1990) in Western India related to dowry deaths and intentional injuries found that 59% of women had experienced physical violence, 28% mental torture, 10% molestation by family members and perversity, and 3% starvation. Causes of deaths in the cases of women who had died included burns in 46% cases, drowning in 34% (1). 
The relationship of violence to gender-power relations becomes very clear from the above study, because 52% of the victims were childless while 22% had only female children. There is also a 1994 study in an urban slum (Bhattacharya and Pratinidhi 1994) which found that 19% of the women were physically assaulted because they were childless (1). 

1.5.2 Hospital-based studies

A hospital based study investigating casualty records in Mumbai by Daga, Jejeebhoy and Rajgopal (1998) found that as many as 23% i.e. almost one in four of the casualties could be classified as definite cases of domestic violence. Women attributed the assault to family members or ‘known’ persons or in case of burns, a minority of women attributed their burns to their husbands. Another 44% appeared to be possible victims of violence, but 19% refused to name the perpetrators of the assault, 9% attributed their burns to kitchen stoves and 16% appeared to be clear cases of attempted suicide. A large proportion of these women were in the age group of 20 to 34. A significant proportion of women had suffered from serious and life threatening injuries and almost one in eight had been injured because of domestic violence, one quarter of the attempted suicide cases and three in five of burn cases with burns covering half of their bodies (29).

1.5.3 Data from crime records

Data for 1999 show that of all the crimes reported in the country, 7% constitute crimes against women. One in every five murder in 1999 in India was that of a woman. Personal enmity, property disputes, love intrigues, dowry and gain were the main reasons for the murders. The all-India rate for crimes against women per 100,000 population was 13.8. The crime rate of cases of cruelty by husbands or relatives was as high as 4.4, for dowry is 0.7 and 0.9 for sexual harassment cases in every 100,000 population (30). 

Table 1.3. Types of crime against women in India 1999 (31)

	Types of crimes against women
	Number of cases reported
	Percentage of all crimes against women

	Kidnapping and abduction of women and girls
	15,962
	13%

	Rape
	15,468
	13%

	Dowry deaths
	6,699
	05%

	Cruelty at home
	43,823
	36%

	Molestation
	32,311
	26%

	Sexual harassment
	8,858
	07%

	Total crimes against women
	1,23,121
	100%


(Source: Tribune online, 2002)

It can be seen from Table 1.3 that in 1999 cruelty at home and molestation were the highest reported crimes followed by rapes and kidnapping of girls (31). Across the different states, 31.2% of dowry deaths were reported from Uttar Pradesh, followed by Bihar at 15.2%. More than 25% of the cases of sexual harassment were found in Uttar Pradesh, followed by Tamil Nadu (20%) and Andhra Pradesh (20%). Madhya Pradesh recorded the largest number of rape and molestation cases, but ranked very low in reporting of sexual harassment cases. In contrast, Uttar Pradesh recorded less number of rape and molestation cases, but recorded the highest number of sexual harassment cases. The southern states of Karnataka, Tamil Nadu and Andhra Pradesh recorded the highest number of cases related to immoral traffic (30). Of the 23 big cities, Chennai reported a very high crime rate of 21.2% followed by Delhi, which was 12%. Among the six metros, Calcutta was found to be the safest for women.

One study looked at the records of domestic violence complaints lodged by women in 2001 at the special cell in the city of Mumbai (32). The study found that complaints of violence were highest in peak reproductive years and declined significantly thereafter. The peak was in the 25-34 age group (37%), followed by 18-24 age group (28%). Only 14% of women who complained of violence were above 35 years old, and only 5% were in the age group 45-54 years. 

Not included in the above statistics are cases of infanticide and sex-selective abortion of the female foetus. More than eight thousand (8777) cases of infanticide and 61 cases of sex-selective abortion of the female foetus were reported in 1999 (33). 
 
India and other South Asian countries report a much larger incidence of suicide among women, contrary to the global situation. A recent study published in the medical journal ‘The Lancet’ found that in Vellore in Tamil Nadu, the average suicide rate for women aged 20 to 30 was 148 per 100, 000 as compared to 58 suicides per 100, 000 men. In contrast, the global figures for suicides among men are 24 per 100, 000 while that among women is 6.8 per 100,000 women. The methods of suicide adopted by the women in the Vellore study included hanging, poisoning oneself with lethal pesticides that are banned in many other parts of the world, and setting oneself on fire. All three methods induce a high fatality rate (34).  On another study of suicides, it was found that social and economic causes led men to suicide while it was mostly emotional and personal factors that led women to suicide (33). It is likely, therefore, that women experiencing violence and cruelty in the household, especially in the hands of their husbands, end up as part of the suicide statistics, never to be counted among victims of gender-based violence. 

1.6 The Kerala scenario

1.6.1. Kerala’s lead in social development

In the context of developing countries such as India, the state of Kerala has often been cited as a model. Kerala is considered to be unique in many aspects as compared to the rest of India. In spite of having a low per capita income and unemployment when compared to other Indian states, Kerala has achieved a quality of life, which is much higher than all the other states in India as well as some industrialised countries (35). Notable among its achievements is the good health indicator in terms of mortality and fertility rates and high levels of utilisation of formal health services (36, 37). This unique phenomenon of socio-economic development has also been very widely referred to as the ‘Kerala Model of Development’ (38). Kerala ranks first among the Indian states in HDI with a value of 62.8 followed by Maharashtra with an HDI of 55.49 (39). 

Kerala tops the list in terms of the reproductive health index of 84.61 (39). Kerala has been identified as one of the most developed states in the country in relation to health and has the lowest maternal mortality rates of 87 per 100,000 live births as compared to the whole of India which is 580 per 100,000 live births, the infant mortality rate as low as 15 as compared to the whole of India which is 74 (40). The total fertility rate was 2 as compared to the Indian rate of 4.1 while it had a birth rate of 17 as compared to that of the country which is 30 (41). The National Family Health Survey-2 in 1998-1999 found that 93% of the births in Kerala took place in a medical facility (42). Kerala is much better equipped with medical facilities than the rest of the country and these facilities are reasonably well distributed, despite some inter-district and inter-sectoral disparities (43).

1.6.2 The paradox of women’s status in Kerala 

Much has been written about the high status of women in Kerala and their central role in social development. Education leading to empowerment of women through enhancement of their status and better decision making power have been identified as one of the key factors for improving the utilisation of health care services by the women (44, 45). The gender related health index that measures gender equalities in health and education is the highest for Kerala with a value of 88.12 followed by Tamil Nadu that is 62.13 (39). The state of Kerala has the highest literacy rates of 88% for women and 94% for men in the country as compared to the national rates of 54% for women and 76% for men. The age at marriage for women in Kerala was 22 years in 2001. Further, the sex ratio for women is as high as 1058 in Kerala as compared to that of India as a whole, which were 933 (46). The female use of the hospital facilities has been found to be high even though inter district variations can be seen (43).
Most of the literature related to Kerala discusses the Kerala model in the context of the education of women and the impact it has on the reduction of birth rates, infant mortality rates, maternal mortality rates, improvement in child health, response of women to family planning programmes and contraception. However, there has been a growing uneasiness with Kerala’s social development outcomes in recent years (47). It has been realised that the same narrow, target oriented, population and fertility related biomedical view of understanding health and development, which concentrates on birth rates and fertility control of women are not adequate to understand the present situation of women. 

Several indicators of status of women reveal women in Kerala to be relatively disadvantaged as compared to men in the state. 

These include:

· Low participation and representation of women in politics

· Gender differences in professional education

· Low work participation of women

· Gender differentials in wage structure

· Relatively unequal property rights

· High workload and household responsibility on the women

· Lack of autonomy or decision-making power

· Increasing violence against women at home, in public places and in the workplaces

A notable paradox regarding the status of women in Kerala is the poor participation and representation of women in politics. Out of 144 seats in the State assembly, the number of women has never been more than 13 i.e. 10%. Women’s representation is also low in the various decision making bodies of the political parties and the trade unions (46).
The number of girl students in Industrial Training Institutes and Technical High Schools is very low. The trade wise analysis shows that there is a strong gender bias with girls opting for courses like stenography, dress making, secretarial practice, hair/skin care and tailoring. The number of students in Engineering Colleges is also low constituting only around 30% (46).

The work participation rate of women in Kerala is lower than the national average as well as those of other Southern States (46, 48). In addition, differential wage structure between males and females in spite of powerful trade union movement and relatively larger participation in trade union activity still persists in Kerala. This is particularly true of agricultural labour and construction labour (46). Most women do not own property either. Only 23. 2% of the operational holdings in the state are held by women who own only 17. 2% percentage of the total area under operational holdings (46).
The workload for women is much higher than men in Kerala. For example, it is the women who manage all the household responsibilities such as shopping, cooking, cleaning, washing, taking care of the children, looking after the other family members (48). The rate of migration among men is very high in the State. As a result of this, women have to bear the responsibility of managing the familial affairs. The social situation in Kerala is deeply patriarchal and strong gender stereotypes prevail, which prevents freedom, mobility and independence among the women. A high level of divorced and widowed women at the macro level state data and micro level panchayat data show the poor status of women in the Kerala society, argue Ramanathaiyer and Macpherson (2000). 

The NFHS-2 survey among Kerala women related to autonomy of the women also puts to  question the claims of the so-called ‘high status’ of Kerala women. The survey found that more than 50% of the women in Kerala needed permission to go to the market or visit friends or relatives (42). 

1.6.3 Less than satisfactory health situation of women in Kerala

The general health situation among women in Kerala shows that the prevalence of acute morbidity and chronic diseases is higher among women than men (48). Women’s mental health status is poor, characterised by depression, many of which lead to suicides. According to the National Crime Records Bureau ‘Accidental deaths and Suicides in India’, a total of 9,778 suicides were reported in Kerala in 1999. Of these suicides, housewives formed a large proportion of the victims (1,512). Of these 23% of the suicides were due to family problems while 14 suicides were related to dowry. The common forms of suicide included hanging, drowning and consumption of insecticides and other forms of poisons (30). 
The 2001 census shows that of the 9057 suicides recorded in Kerala, 2785 were women, who formed 29% of the suicides in the state (40). A micro-level study on survivors of attempted suicides found that of 133 cases covered in 1994-95, more than half were women. The reasons for attempted suicide mainly included marital disharmony The rate of suicide peaks at the age group 15-29 for women. The suicide rates are high for female students (6 to 7%) while it is also found to be high among illiterate women, who constitute one of the vulnerable sections of the population (45). 

Studies related to reproductive health situation of women in Kerala reveal that the problem of gynaecological morbidities is very common among women and many of these problems are left untreated. For example, a recent National Family Health Survey-2 showed that more than two fifths (42%) of married women in Kerala report some kind of reproductive health problem such as abnormal vaginal discharge, symptoms of urinary tract infections and pain or bleeding associated with intercourse (42). However, the study also revealed that among the women who reported these reproductive health problems, only less than half (45%) percent sought any advice or treatment (42)

Another study by the UNDP on gynaecological morbidity in Kerala revealed that 10.8% women reported vaginal itching, discharge from the vagina 26.8%, vulval ulcer 1.1%, dysuria 9%, dyspareunia 4.4%, menstrual disorders 6.5%, lower abdominal pain 27.5%, backpain 50.4% (49). Other problems such as uterine prolapse, infertility is also common among women. 

The rate of abortions especially among married women with children is also very high in Kerala. Kerala is fifth in terms of abortions at the national level. It has also been found that teenage abortions are on an increase in Kerala, including those intended to terminate pregnancies resulting from sexual abuse of young girls. Official figures for 1997-1998 show that 68 girls under 15, 1,385 girls between 15 and 19 had abortions  (30). 

Responsibility for contraception borne exclusively by women

Sterilisation is the most common and favoured form of contraception that has been used in Kerala. It has also been found that it is the women who bear the responsibility or the burden of contraception. Thus, even though male sterilisation has found to be the much simpler, easier and cost effective, it is the women who go for sterilisation. For example, 131,173 women went for sterilisation in 1993 as against 735 men (50). It is also being found that the number of men going for sterilisation operations is decreasing every year. 

Decline in the female to male sex ratio among 0-6 years children.

The discrimination against the girl child is a national phenomenon in India leading to increasing cases of female infanticide and selective abortion of the female foetus. Recent years have shown a rising male child ratio in the 0-6 population in Kerala. The 1991 census shows that the districts of Kannur, Malappuram, Palakkad, Alapuzha and Pathanamthitta were registering lower female ratio. These five districts also indicated excess female child mortality. The 2001 census figures have registered a fall in 0-6 population of girls in the state (51). 

In Kerala, the use of techniques such as scanning of the foetus began early in the nineties. These were used for opting for Caesarean births earlier. However, recent trends show that female children are beginning to be taboo in Kerala and are unwanted, except in households with single child or in households which adopt a child. There is reason to believe that this is at least in part the result of sex-selective abortion of the female foetus (51). Gynaecologists are reluctant to admit this fact openly. However, they inform of the wide spread prevalence of scanning to discover the sex of the foetus. Sex detection tests are believed to occur also in rural areas. In 1997, the number of registered births in Kerala was 950 females to 1,000 males. It is estimated that for every 1,000 boys born, 108 female foetuses may have been aborted (30). 

Neglect of the poor status of the women from the marginalised communities

Ramanathaiyer and Macpherson (2000) argue that the state of the marginalised communities such as the tribals, or the fisherfolk living below ‘power, pollution and poverty lines’(p 186) is not reflected in these regional indicators. Particular attention has thus been directed in recent years at the state of neglect of these marginalised communities in Kerala, in spite of the high figures of socio-economic development of the state as a whole (48). 

Urban population

Kerala has an urban population of 23%. Of these the marginalised population includes that living in slums, nomadics and beggars, migrants for labour and sale and street people. These suffer from a higher rate of reproductive health problems, nutritional deficiency disorders, lack of immunisation and family planning services (52).

Tribal population

Tribals constitute about 1.1% of Kerala’s population and are predominantly found in Palakkad, Idukki, Wyanad and Trivandrum districts of Kerala. The tribal population continues to live in utter poverty with poor health and lack of access to resources. The backwardness and marginalisation of the tribal population is reflected in the lack of literacy and awareness, practices such as early age at marriage, their lack of access to health and other welfare services, high rates of communicable diseases and malnutrition and behaviours such as alcoholism (52).

Coastal communities

The fishing communities also remain underprivileged in Kerala. Nine districts of Kerala have coastal areas. The typical fishing villages are characterised by overcrowded congested dwellings with lack of access to adequate water and sanitation facilities. Environmental pollution due to fish wastes is also a serious problem in the villages. Lower levels of literacy, social isolation, low income due to seasonal nature of the job, habits such as alcoholism, lack of access to sanitation and hygiene facilities, high prevalence of communicable diseases in the communities, high prevalence of reproductive health problems, higher birth rates are some of the major problems faced by the fisher folk (52). The situation of the womenfolk in these marginalised communities is worse and womenfolk have continued to remain invisible to the policy makers (48). 

These findings have questioned the assumptions of ‘high status’ of Kerala’s women based on narrowly focused indicators of fertility and education, while not considering the broader aspects related to the women’s material and social lives (47). 

There are very few studies which examine the broader realities of women’s lives in Kerala. This is also the case for studies on gender violence against women. There are only a limited number of studies that highlight the prevalence, causes and in-depth analysis of different types of violence experienced by women in the state. The next section examines the few community studies and the crime statistics of the state to get an overview of gender-based violence against women. 

1.7  
Gender- based violence against women in Kerala

1.7.1 Community surveys

The ICRW study in seven Indian sites (19) cited earlier included the city of Thiruvananthapuram, the capital of Kerala. The study found that Thiruvananthapuram had a very high prevalence of domestic violence. The prevalence of physical violence in urban non slum sites was 64%, psychological violence 62% and overall violence 43%. The prevalence of violence in rural sites was as high as 71% in case of physical violence, 69% in cases of psychological violence and 46% as overall violence. The comparative average figures for all sites were 37% prevalence of physical violence and 35.5% mental violence. 

Table 1.4. Violence against women (%) in selected rural sites in India (19)

	Name of the city
	Any type
	Psychological
	Physical

	Bhopal
	25.4
	22.6
	15.6

	Lucknow
	60.3
	56.3
	41.5

	Nagpur
	59.5
	58.7
	34.6

	Trivandrum
	68.8
	68.9
	30.7

	Vellore
	42.9
	38.8
	28.8

	Overall
	51.7
	49.2
	30.9


  Source: ICRW (2000)

Table 1.5. Violence against women (%) in selected non-slum sites from selected cities in India (19)

	Name of the city
	Any type
	Psychological
	Physical

	Delhi
	24.8
	24.8
	5.1

	Lucknow
	40.9
	39.3
	21.7

	Chennai
	15.8
	15.8
	5.0

	Trivandrum
	62.3
	61.6
	25.9

	Vellore
	35.5
	31.0
	22.2

	Overall
	36.9
	35.5
	18.2


  Source: ICRW (2000)

Another study conducted in Kerala found that 45 percent of women had at least one incident of physical violence in their lifetime. More psychological and physical violence was reported by women who had less social support. Despite the violence more than 95 percent of women remained in their marriage. The study also analysed that if the difference between the educational and employment levels of the husband and the wife is large, (especially if the woman is more educated and better-employed than her husband), the chances of psychological and physical violence are also great. A violent episode resulted in an average Rs. 2000 of lost wages and cost of health care for injuries. (53). 

Comparatively lower prevalence figures are found in a study (54) in three rural and three urban settings in Trivandrum district of Kerala. Thirty six per cent of women experienced at least one violent physical behaviour at least once during their married lives, while 64.9% of the women experienced at least one form of psychological violence at least once during their married lives. Both physical and psychological violence was relatively higher in rural areas as compared to urban areas. Women also experienced violence during pregnancy with the rate being twice as high (40%) in rural areas and 20% in urban areas. Almost 15% of the total sample of women reported one or more incidents of forced sex during the 12 months preceding the survey. 

1.7.2 Crimes against women in Kerala

According to a 2000 study (47), Kerala reported a lower overall rate of crimes against women than the rest of India. However, the rates for molestation and cruelty at home were higher for Kerala than for the rest of India.

Table 1.6. Crimes against women: Comparing Kerala with the rest of India (47)

	Category of crimes
	Crime rates per million population in 2000

	
	All India except Kerala
	All India
	Kerala

	Rape
	15.58
	15.51
	13.32

	Kidnapping/abduction of women/girls
	16.11
	15.73
	4.49

	Dowry deaths
	5.88
	5.71
	0.76

	Molestation
	30.31
	30.56
	37.91

	Sexual harassment
	5.85
	5.70
	1.33

	Cruelty at home towards women
	35.37
	35.45
	37.95

	Total
	109.10
	108.66
	95.76


    Source: Eapen and Kodoth (2000)

The crime rate figures for the state for the period 1991-2002 reveal a disturbing picture as can be seen from the Table 1.7 below. There has been a gradual increase in the number of crimes against women in the state over the years. There is a four-fold increase in the number of reported atrocities against women between 1991 and 2002in the State. Among these, the reported rape cases have gone up from 211 in 1991 to 484 in 2002 while the cases of molestation have gone up from 569 in 1991 to  2191 in 2002.

It has also been found that roughly half of the rape victims in the state were juveniles, with 238 girls being under the age of 18 years. Twenty two girls who were raped were below 10 years, 114 were in the age group of 11 to 15 years and 102 in the age group of 16 and 18 years. (30). 

Table 1.7 Atrocities against women in Kerala

	Crime head
	1991
	1992
	1993
	1994
	1995
	1996
	1997
	1998
	1999
	2000
	2001
	2002 

	Rape
	211
	227
	211
	197
	266
	389
	588
	589
	423
	552
	550
	484

	Molestation
	569
	523
	468
	679
	810
	1166
	1561
	1773
	1643
	1695
	2033
	2191

	Kidnapping
	99
	86
	85
	120
	110
	149
	160
	130
	123
	89
	125
	107

	Eve teasing
	5
	1
	5
	3
	14
	10
	70
	96
	50
	69
	86
	109

	Dowry death
	13
	12
	8
	9
	21
	25
	25
	21
	31
	25
	24
	15

	Torture of married woman
	237
	290
	380
	551
	787
	1079
	1675
	2125
	2488
	2418
	2579
	2705

	Others
	733
	939
	737
	986
	1305
	2122
	3227
	2739
	2985
	2773
	2171
	1687

	TOTAL
	1867
	2078
	1894
	2545
	3313
	4970
	7306
	7473
	7743
	7621
	7568
	7293


Source: National Crime Records Bureau (NCRB), various issues.

There are increasing reports of dowry-related violence, rape and other atrocities against women in Kerala. About 34 cases of dowry deaths were registered in the State in 2000, but the cases of dowry harassment by either the husband or family members were 2,653. In 1993, the number of dowry harassment cases was just 380. 

Wife beating has been found to be the most commonly found and the least reported of atrocities against women in the State with only one out of ten cases being reported to the police stations. Only one out of five rape cases are reported and in the case of eve teasing, only one out of 10,000 cases are reported. Again, only a small fraction of cases related to violence against women reach either the police stations or the courts. Apart from these, there are vulnerable categories of women like the sex workers, whose welfare, medical care or rights violations are hardly addressed (30). 

One can get an idea of the seriousness of the atrocities being committed against women in the state, taking into consideration the number of women who commit or attempt to commit suicide, the number of divorce suits filed in family courts and the number of women who are either abandoned or separated from their husbands. In 2001, 2500 women killed themselves while another 30,000 made an attempt at suicide. There were over one lakh divorce suits filed in all the 146 courts in the State, which can be deceptive on their own as there are many women who suffer in silence through their marriage (30). It can be seen from Table 1.7 above that torture of married women that includes cruelty by husbands or relative of husband has increased significantly over the years with it being 237 in 1991 and as high as 2579 in 2001. 

 
 
A research study conducted by Ms.C.S.Chandrika (1998) on sexual harassment at the workplace as a part of the study for SAKSHI, an NGO in New Delhi found that 95% of the women felt that there was prevalence of sexual harassment at the work place in Kerala. Another phenomenon is that of ‘missing girls’ in Kerala. According to a report in the newspaper The Indian Express (23/11/97), 28 girls were found to be missing within 7 months in the district of Kasargode, presumably ending up in brothels. Prostitution and trafficking is also increasing in the state rapidly along with sex tourism (45).

 
 
A serious issue in the context of Kerala is the atrocities against tribal women and the increasing number of unwed mothers in tribal hamlets. The petition committee of  Kerala legislature in a press conference conducted in December1997 stated that in one of their study they have found about 400 unwed mothers in Wyand district alone.  (Deshbhamini,20/12/97) A PUCL survey of 170 Irula tribal hamlets in Attapady found some 350 unwed mothers. (68) Some had over the years been molested, sexually exploited and abandoned by ‘outsiders’

*              *               *             *              *                *                   *                 *

The review of studies on Kerala present a complex picture of a state with high levels of literacy and high life expectancy for women coexisting with a relative lack of autonomy. The few studies on gender-based violence and the state’s crime statistics indicate a potentially high level of gender-based violence against women, with its many negative health and developmental consequences. However, the studies to date have been carried out in and around Thiruvananthapuram, the capital city, and are not representative of the situation in the state. In order to be able to develop policy and programmatic interventions to address the serious and avoidable consequences of gender-based violence against women, it is vital to have more information on the prevalence and correlates of gender-based violence in the state. The study being described in this report is a small step in that direction. 

Following this introductory chapter is the chapter describing the study sites and methodology. Chapter three and four present the results of the community-based survey on prevalence of different types of gender-based violence and correlates of gender-based violence. Chapter five presents health services data on women seeking emergency medical care for injury resulting from gender violence, to indicate the gap between need for services as observed from the survey and utilisation of health services by women. The sixth and final chapter discusses the potential role of health services in addressing the health consequences of gender-based violence, and outlines some possibilities for interventions in Kerala. The chapter concludes with an overview of the major findings and recommendations.

Chapter 2

2. The present study:

Objectives, study area and methodology

2.1.  Objectives and research questions 

 
The objectives of the study were 

· to find the prevalence of gender-based violence

· to understand the types, forms and health consequences of gender-based violence on women 

· to identify the correlates of gender-based violence 

· to explore the perceptions of health providers regarding gender based violence and the current practices and procedures that are followed within the public health services with regard to women who report violence or are suspected to be survivors of violence.

 
 
The broad definition of violence against women for the study included “any act of gender-based violence that results in, or is likely to result in, physical, sexual or psychological harm or suffering to women, including threats of such acts, coercion or arbitrary deprivations of liberty, whether occurring in public or private life (United Nations, 1993)”. Therefore it included domestic violence, which is the most common form, harassment at work place, in public spaces and also experiences of child abuse.

Domestic violence was considered as any physical, emotional and/or sexual abuse of women by their intimate partners or ex-partners (Heise et al., 1999). It was expanded and adapted to the Indian situation extended to include harassment from any member of the respondent’s family or their husbands thus including dowry harassment, son preference, inheritance of property etc. 

2.2.  Study Design

  
In order to obtain an estimate of the prevalence of the problem, the factors associated, the health consequences, the response of the survivors of violence both in terms of health seeking and support systems and the attitude of the health providers both qualitative and quantitative research methods were utilised for this study.

	Objective
	Study design

	To study the prevalence of gender based violence, its correlates and health consequences
	Quantitative: Community based survey

	To understand the nature and types of violence as reported by women to the health facilities and explore the barriers to the detection of women who are victims of violence
	Quantitative:

 Facility based records review

Qualitative: Facility observation

	To understand the perceptions of health providers regarding violence against women 
	Qualitative: In depth interviews

	To understand the diverse range of violence situations faced by women
	Qualitative: Case studies


2.2.1. Community based survey

The quantitative component was a cross sectional community based household survey conducted in the three districts of Ernakulam, Kozhikode and Palakkad. The target population were women in the age group 17-70.The sample were randomly selected in order to represent a cross section of the women in Kerala. The survey was done using pre tested structured questionnaire which was cleared by an ethical review committee.

2.2.2. Facility based data review

Since the study is policy and action oriented the findings needed to be relevant for intervention development and policy change. Therefore one of the aims of the study was to determine the nature and types of violence against women as reported by them and to explore the barriers to identifying women who are victims of violence. For this the setting of hospital emergency departments were considered appropriate and medico legal case records of women who reported to the casualty department within a reference period of six months were analysed for this purpose.

2.2.3. Facility observation

Most victims of abuse or violence seek care and help only during times of crisis in terms of injury or life threatening situations. Any intervention especially with regard to the health sector therefore needs an evaluation of the casualty and surgical departments where women with injuries usually report or get admitted. The proceedings in the casualty departments were observed for a day to understand the flow of events at the facilities, the potentials and barriers in detecting and providing care to women victims of violence.

2.2.4. In depth interviews
In depth interviews were conducted with the staff  (doctors and nurses) at the casualty department, burns ward, and surgical wards where medico legal cases were admitted. These interviews were done understand their attitude, perceptions regarding violence against women and to understand the flow of events at the facility

2.2.5 Case studies
From among those who reported of having experienced violence during the household survey, 8-10 women from each district were selected for in-depth interviews. Selection of respondents was done so as to capture a diverse range of violence situations among married and unmarried women. From among these, those willing to talk were interviewed and a total of 22 detailed case studies were done. A guideline was used to guide the discussion.
2.3. Study Area

  

The study was conducted in the three districts of Ernakulam, Palakkad and Kozhikode. Kerala society by and large can be termed as urbanized. Barring a few Panchayats in the hilly tracts and a few isolated areas, the entire state is a rural urban continuum. Ernakulam and Kozhikode are coastal districts and are more urban in character than Palakkad, which is a land locked district.  Ernakulam and Palakkad are in the central part of Kerala and Kozhikode belongs to northern part.

 
 
The districts of Ernakulam, Palakkad and Kozhikode were selected since most of the studies on gender-based violence done in Kerala earlier were based in and around Trivandrum, the capital city. Though small studies were done in pockets outside Trivandrum, there needed to be data, which was fairly representative for the state.

Below is a brief profile of the three districts

	
	Ernakulam
	Palakkad
	Kozhikode

	Area (in Sq.km)
	2407
	4480
	2344

	Taluks
	7
	5
	3

	Blocks
	15
	13
	12

	Panchayats
	88
	90
	77

	Revenue Village
	124
	156
	117

	Municipalities
	8
	4
	2

	Corporations
	1
	-
	1

	Population
	3,098,378
	2,617,072
	2,878,498

	Density (2001 census)
	1170
	584
	1228

	Literacy rate (General)
	93.42%
	84.3%
	92.45%

	Sex ratio (for 1000 males)
	1017
	1068
	1058

	Coastal area
	46 km
	---
	71 Km

	
	
	
	


(Source: website of Govt.of Kerala)

 
 
It can be seen that the density of population is highest in Kozhikode, followed by Ernakulam and least in Palakkad. Literacy rate is highest in Ernakulam. It was the first district in Kerala, which had the total literacy campaign in 1989. Ernakulam is the commercial capital of Kerala and Kochi city in the district is known as the cosmopolitan city of Kerala. Ernakulam district is divided into three well-defined parts: the highland, midland and coastal areas. The Cochin Harbor, which is a natural harbour, also is in the district. The district has already attracted substantial industrial activity supported by well-developed trade and commerce.  The total number of registered factories is 2124, which employs 57,710 persons. The port, the newly developed airport and railway linkages have contributed to the development of Kochi region as the prime economic node of the state

 
 
Agriculture constitutes the most important segment of the district's economy and it is the biggest source of employment. About seventy per cent of the geographical area is under cultivation. Fisheries also provides livelihood to a substantial number of population. The most important religious communities of the district are the Hindus, the Christians and the Muslims. In addition to the major communities the Buddhists, the Jains, the Sikhs and the Jews also form part of the cosmopolitan population.  Now there are very few Jewish families in Cochin with a total strength of less than one hundred members.

 
 
Palakkad is known as the ‘rice bowl’ of Kerala and economy is based primarily on agriculture. Agriculture engages more than 65% of its workforce. 88.9% of the population lives in rural areas.

 
 
Here too Hindus form the majority with 71%, followed by 25 % Muslims and 4% Christians. 15.85% of the families belong to scheduled castes and 1.48% belongs to schedules tribes. It has the highest SC and ST population in the state. With its proximity to Tamilnadu, 25% of the population in Palakkad speaks Tamil

 
 
A survey on the, ’Regional development strategy for Palakkad-2021’  conducted by the department of regional planning, school of planning and architecture in New Delhi says that Palakkad has low status of development in comparison to the other districts of Kerala. During 2001-02 Palakkad has the lowest growth rate of 4.70% against a state average of 4.72 per cent. The district has the lowest literacy rate and the lowest level of physical and social infrastructure facilities. 

 
 
Palakkad is one of the lowest urbanized districts of Kerala  (The Hindu-26/10/04)

 
 
Topographically, Kozhikode also has three distinct regions- the sandy coastal belts, the rocky highland and the lateritic midland. Here too, agriculture is the main source of income.  The migrants who are in Middle East countries contribute a large share of the income. 

 
 
Kozhikode city is the nodal point for all districts in the northern region.  Kozhikode has traditionally been developed as a centre for forest and agro based industries.  

2.3. Sampling

2.4.1 Sample Size

  
Assuming a prevalence of violence against women as 36% and an expected precision of 6% the required sample size was calculated as follows using the formula   Z2PQ  * d
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Where Z = confidence limit factor which is 1.96 for 95% confidence interval


P= Prevalence of violence against women as reported in a community based prevalence study done in Kerala54

Q =1-P

( = Precision factor (Difference between assumed prevalence and lowest expected prevalence). Here lowest expected prevalence was assumed 30% and therefore (= 0.36-0.30=0.06

d = design effect = 1.2

The sample size thus calculated = 1.962 * 0.36*0.64   * 1.2  = 295 for each district.















0.062

 
 
The sample size therefore was decided to be 300 cases from each district bringing the total sample size to 900.

2.4.2 Sampling Frame

 
 
Multi stage random sampling of clusters

Stage 1. Random selection of twenty Panchayats from each study districts

 
 
Random sampling method was used to select 20 Panchayats out of all Panchayats listed out in each district.

Stage 2. Random sampling of one ward each from each of these Panchayats

 
 
Twenty wards from the 20 Panchayats, one each from each Panchayat were similarly randomly selected.

Stage 3.  Selection and data collection from a cluster of 15 respondents

 
 
A prominent junction at the center of each ward was identified and every fifth house on the right side of the road to the right side was chosen till 15 houses and 15 women (one from each household) were interviewed.

  
 
A total of 300 women were interviewed in each of the districts to make a total sample of 900.

2.4.3 Study Population:

The survey was conducted among women in the age group 17-70 years. One woman from each household was included in the survey. Only one woman per household was interviewed about her experiences of domestic violence. In households with more than one eligible woman, choice of respondents was done to represent young, middle-aged and older women in turns, so that all age groups are represented and the proportion could be 30% younger; 50% middle and 20% older. If in some houses, the investigators did not find women between the age group of 17-70, that house was skipped and the next house was chosen. 
2.5 Ethical considerations

At every stage of the study, careful considerations were made to follow all possible ethical guidelines. Informed consent was taken from every woman interviewed.  

Since the topic is very sensitive and personal, due attention was paid to the fact that the time and venue of the interview were always fixed in consultation with the respondents. Several interviews were rescheduled on request from the respondent. The name and address of the subject was not included in the interview schedule for the same purpose. The interviews were with the respondents in strict privacy and others were allowed to be present only if the respondent wished so.

The fact that the respondent might be vulnerable to even more violence for providing the information was also considered. We sought to address concerns related to safety of participants by providing for suitable back-up support. A list of resource persons and institutions was developed for each district and provided to all data collectors, to inform the respondents irrespective of whether they have disclosed experiencing violence or not. Where few resources existed, short-term support mechanisms were put in place. 

The survey was not introduced to the household and wider community as a survey on violence. Instead, the study was framed in as a study on women’s health and life experiences. However, the woman was fully informed about the nature of the questions. During the course of the interview, the interviewers were trained to enquire about violence carefully, forewarning the respondent about the nature of the questions and giving her the opportunity to either stop the interview, or not to answer these questions. All interviewers were asked to end the interviews on a positive note. 

 
 
An ethical committee cleared the survey and was pre tested before the actual data collection started. 

2.6 Data collection

The research team included one principle investigator, one person doing literature review; 9 investigators, three for each district and two consultants. 

2.6.1 Community based survey

Field investigators were carefully selected and were all women. There were two data collectors and one field supervisor selected for each district. The data collectors were trained in social sciences or had prior experience in taking part in reproductive health surveys. They were given a two-day training, which included an orientation towards concepts of gender, violence against women and an attempt to remove their own biases and beliefs regarding the issue to avoid any kind of victim-blaming later. 

One day of the training was entirely regarding ethical considerations during data collection. The training included practical experience in using the questionnaire in a rural site close to Trivandrum, and going over each of the questions to ensure that field investigators understood the terminologies used therein.   

Interviews were done in the women’s households at a time convenient to them. Each of the interviews took a little more than one hour. Interviewers were instructed to terminate or change the subject of discussion if an interview is interrupted by anyone. The interviewers were asked to forewarn the respondent that she would start to discuss other topics if an interview is interrupted, and turn to the diversionary questionnaire on a less sensitive topic concerning women’s health (such as menstruation, family planning or birth spacing) 

The emotional needs of the interviewers were also taken into account during the training process and the subject of violence was openly discussed, and they were given the option of withdrawing from the project without prejudice. During the fieldwork, regular debriefing meetings was rescheduled to enable the research team to discuss what they are hearing, their feelings about the situation, and how it is affecting them. These meetings were aimed to evaluate the process and also reduce the stress of the fieldwork, and avoid any negative consequences. 

To ensure safety, arrangements were made for interviewers to travel in pairs, to carry mobile phones, to use designated means of transport or to assign a trusted escort to accompany teams into certain neighbourhoods known to be unsafe for women alone. It was also instructed to avoid conducting interviews in the evenings for the same purpose. Elected representatives were informed earlier to ensure cooperation of the local bodies.

2.6.2. Facility-based information

This consisted of review of records, observation of emergency departments and key-informant interviews with health providers. 

The casualty departments of three district hospitals at Ernakulam, Kozhikode and Palakkad were visited for the purpose. With prior permission from the authorities concerned, the staffs on duty were informed about the purpose of observation. The team members’ role was merely to observe the proceedings as they happen.

The team of three (the principle investigator and the two consultants) spent one full day in each hospital. While one person observed the casualty, the others visited the burn ward, the Obs-Gyn ward and other wards where usually cases are referred from the casualty.  Wherever possible, interviews were conducted with women who reported violence and who were admitted at that time in the wards.

Interviews were conducted with doctors and nurses working in the casualty department, Surgery wards where medico legal cases are admitted and Burns ward. Each person was given a brief explanation about the purpose of the interview and their consent sought

Study period

 
The field study was conducted from October 2003 to February 2004.Data entry and analysis was done from March to May 2004 and report writing from May to June 2004.The first draft was discussed in a state level seminar in July and a strategy planning workshop was conducted in September,2004.

Chapter 3

Prevalence and dimensions of gender-based violence

3.1 Characteristics of respondents

3.1.1 Socio-economic characteristics

A total of 900 women were interviewed who were drawn from 900 households from three districts in Kerala: Ernakulam, Kozhikode and Palakkad.

The majority of respondents were Hindus (70.3%), 16.9% were Muslims and 12.7% were Christians.

Table 3.1. District wise percentage of respondents by religion
	
	Ernakulam
	Kozhikode
	Palakkad

	Hindu
	64.2
	68.5
	78.6

	Muslim 
	3.7
	27.5
	16.9

	Christian
	32.1
	4.0
	1.4


The religious composition of the respondents in the three districts reveals that more than two thirds of the respondents were Hindus in all the districts, Muslims constituted 27.5% in Kozhikode and Christians constituted 32.1% in Ernakulam.

The main source of income of the households was casual employment (28.8%) and salaried jobs (26.2%). About 14% of the households had business or trading as their main source of income, 7% were dependent on income earned by a member of the household who was working abroad and 5% were dependent on agricultural income. 

Responses to questions about housing conditions and standard of living of households indicate that about 23% of the households lived in kutcha houses with mud walls and/or thatched roofs. However, 82.3% had electricity connection and 92.8% have toilet facility. However, only about 30 % had access to piped drinking water within their homes, while 65.8% had access to own (56.7%) or public well. 

The vast majority of respondents (98%) were literate, and 96% had had some schooling. Only about 30% of the women had gone beyond high school education (Table 3.2)  

Table 3.2. Educational status of respondents

	Illiterate
	19 (2.1%)

	Primary schooling or below
	242 (26.9%)

	Above primary and up to high school
	373 (41.4 %)

	Pre-degree 
	109 (12.1%)

	Degree and above
	157 (17.4%)

	Total 
	900 (100 %)
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The educational status of the respondents was almost similar for the districts of Palakkad and Kozhikode where majority of the women had only school education. Whereas in the district of Ernakulam there were no illiterates among the respondents and more than 50% of the respondents had education above high school.

 
 
Most of the respondents were homemakers (80.2%). In Kozhikode, 91.7% of the respondents and 78.9% and 70.6% of respondents from Ernakulam and Palakkad respectively belonged to this group. Only a small proportion of women worked outside the home, mostly as casual workers on daily wages (10.7 %) and as salaried employees (5.1 %). The remaining five per cent worked in shops and businesses, were farmers, or were self-employed. (Table 3.3)

Table 3.3 Occupational status of respondents

	Homemakers
	722 (80.2%)

	Casual workers/daily wage workers
	96 (10.7%)

	Salaried employees
	46 (5.1%)

	Running shops/business
	12 (1.3%)

	Farmers
	7 (0.8%)

	Self-employed
	6 (0.7%)

	Others
	11 (1.2%)

	Total 
	900 (100%)


3.1.2. Demographic profile 

More than half the respondents were between 20 and 40 years old. A fifth was between 40 and 49 years of age, and about 18 per cent were above 50 years of age. Seven per cent were teenagers in the age group 15 to 19 years. The age distribution of the respondents is presented in Table 3.4

Table 3.4 Age distribution of the respondents
	Age group
	Ernakulam
	Kozhikode
	Palakkad
	Total

	15-19
	26(8.7%)
	18(6.0%)
	17(5.7%)
	61 (6.8%)

	20-29
	99(33%)
	67(22.3%)
	93(31%)
	259 (28.8%)

	30-39
	58(19.3%)
	78(26.0%)
	94(31.3%)
	230 (25.6%)

	40-49
	59(19.7%)
	74(24.7%)
	53(17.7%)
	186 (20.7%)

	50-59
	22(7.3%)
	30(10.0%)
	26(8.7%)
	78 (8.7%)

	60+
	36(12.0%)
	33(11.0%)
	17(5.7%)
	86 (9.6%)

	Total
	300(100 %)
	300(100 %)
	300(100 %)
	900 (100 %)


Of the 900 women who took part in the survey, 746 (82.9%) were ever married and 154 (17.1%) were never married (Table 3.5). The families arranged 96.8% of the marriages and 3% were marriages according to the respondents’ own choices.

Table 3.5.  Marital status of the respondents
	
	Ernakulam
	Kozhikode
	Palakkad
	Total

	Currently married
	208(69.3%)
	224(74.7%)
	222(74%)
	654 (72.7%)

	Widowed
	19(6.3%)
	32(10.7%)
	29(9.7%)
	80 (8.9%)

	Divorced
	0
	2 (0.7%)
	2(0.7%)
	4 (0.4%)

	Separated 
	0
	5(1.7%)
	3(1.0%)
	4 (0.9%)

	Not married
	73(24.3%)
	37(12.7%)
	44(14.7%)
	154 (17.1%)

	Total 
	300
	300
	300
	900 (100%)


  
 
The proportion of unmarried women was 24% in Ernakulam, which was about twice the proportion in the other two districts. This contributed to more than 50% of the total number of respondents who were never married. The median age of marriage of ever-married women in the survey was 20 years. About 22 % of them had married before the minimum age at marriage for women fixed by the Child Marriage Restraint Act of 1978, which is 18 years. It varied from 2.2% in Ernakulam to 27.2% in Palakkad and 32.8% in Kozhikode districts. The lowest age at marriage reported was 11 years. However, it should be noted that marriages below 18 in were not uncommon.

 Fifteen per cent of the ever-married women in the age group of 15-29 were married at ages below 18. Ernakulam district did not have any respondents in this category whereas Kozhikode had 15% and Palakkad 26% respondents in the age group 15-29 marrying below the age of 18 years.  Table 3.6 below gives details of the age at first marriage of ever-married women in the survey.

Table 3.6. Age at first marriage by age group of ever-married women

	Age at first marriage

	Current age
	< 18
	18-22
	23-26
	27+
	Total

	15-19
	2 (33.3%)
	4 (66.7%)
	
	
	6 (100%)

	20-29
	25 (14.4%)
	111(63.8%)
	36 (20.7%)
	2 (1.1%)
	174 (100%)

	30-39
	51 (22.9%)
	110 (49.3%)
	47 (21.1%)
	15 (6.7%)
	223 (100%)

	40-49
	37 (20.3%)
	91 (50.0%)
	42 (23.1%)
	12(6.6%)
	182 (100%)

	50-59
	17 (22.4%)
	37 (48.7%)
	15 (19.7%)
	7 (9.2%)
	76 (100%)

	60+
	29 (34.1%)
	38 (44.7%)
	13 (15.3%)
	5 (5.9%)
	85 (100%)


Age difference between spouses is considered to make a difference to the relative equality in power between the husband and the wife. Among the respondents in this study, about half the married women (48.9%), the age difference between spouses was between five and ten years. In 10% of the married women it was above ten years, and among others, the age difference was under five years. 

Table 3.7. Age difference between spouses at first marriage for ever-married women

	Age difference
	Number (%)

	0-5 years
	297 (39.5%)

	5-10 years
	366(48.9%)

	10-15 years
	66 (8.8%)

	15+ years
	17 (2.3%)

	Total 
	746 (100%)


The average family size was 4.77. The average number of surviving children per woman was 2.5. However, if only the age group below 50 years is considered, the average number of surviving children per woman is two, reflecting the fertility transition that has occurred in the state. 

Contraceptive prevalence among currently married women in the age group 15-49 years was 54 per cent. Of the 496 currently married women in the reproductive age group, 268 were currently using a contraceptive method. Table 3.8 below gives details of the methods of contraception used. As is to be expected, female sterilisation was the single most important method of contraception used. Condoms came a distant second, followed by IUDs and the safe period method. In about three per cent of the respondents, their husbands had undergone vasectomy. Pill use was almost negligible, at less than one per cent.

Table 3.8 Contraceptive use by currently married women aged 15-49 years (n=496)

	Female Sterilisation
	148 (29.9%)

	Condom
	50 (10.1%)

	Safe period
	29* (5.8%)

	IUD
	28 (5.6%)

	Male sterilisation
	14 (2.8%)

	Pill
	3 (0.6%)

	No method
	218 (44.0%)

	Total
	496 (100%)


  
 

*Of those using safe period, four were also using condoms  

Of the 218 women who were not currently using contraception, 67 (30.2%) had used a method sometime in the past, bringing the proportion of ever-users of contraception to 335, or 67.3% of currently married women in the reproductive age group.   

Fourteen per cent of all ever-married women (105 women) had undergone one or more abortions during their reproductive years. Of women who had undergone abortions, about one-fifth (18%) had had more than one abortion (Table 3.9) 

Table 3.9 Number of abortions in ever-married women

	None
	641 (85.9%)

	1
	  86 (11.5%)

	2
	  14 (1.9%)

	3-4
	    5 (0.7%)

	Total 
	  746 (100%)


3.1.3. 
Women’s autonomy: Bargaining position, role in decision-making and freedom of movement

Respondents who were ever married were asked a number of questions related to dowry, and all respondents were asked about their current role in decision-making within their households. Having been asked to give dowry, and being subjected to dowry demands after marriage were taken as indicators of a weak bargaining position for women. Similarly, the number and nature of decisions that women were able to make within their households was taken as an indicator of their relative power and autonomy within their households.

About 41% of married women had been subjected to demands for dowry from their husbands’ families. While about 60 per cent of the women report that their husbands’ families were satisfied with the dowry received, a very large number preferred to not comment on it. It may not be out of place to interpret this as a not very positive situation. In 6% of women, their husbands’ families were clearly not satisfied with the dowry they had brought, and 8% of the women stated that demands for dowry continued also after marriage. 

Table 3.10. Dowry demands made on ever-married women (n=746)

	
	Husband’s family demanded dowry
	Husband’s family is satisfied with dowry received
	Husband’s family demanded money or property after marriage as well

	Yes
	304 (40.8%)
	441 (59.1%)
	63 (8.4%)

	No
	431 (57.8%)
	45 (6.0%)
	662  (88.7%)

	Not sure/ No response*
	11   (1.4%)
	260  (34.9%)
	21  (2.8%)

	Total
	746  (100%)
	746  (100%)
	746 (100%)


 * In the case of satisfaction with dowry demands on the part of the husband’s family, many women preferred to say that they did not know. 

Table 3.11. Number and nature of decisions that women can make within their households

	
	Daily menu
	Her health-care
	Buying gold or other costly items
	Going to her natal home*

	Decides herself
	625 (69.5%)
	528 (58.7%)
	108 (12.0%)
	269 (36.1%)

	Decides with her husband or significant others 
	205 (22.8%)
	128 (14.2%)
	386 (42.9%)
	185 (24.8%)

	Husband or significant others decide# 
	70    (7.8%)
	244 (27.2%)
	406 (45.1%)
	292 (39.1%)

	Total
	900 (100%)
	900 (100%)
	900 (100%)
	746 (100%)


# ‘Others’ mainly in the case of never-married women

*ever-married women only

Table 3.11 above presents information on the number and nature of decisions women are able to make within their households. It is interesting to note that while the vast majority can decide on their own about day-to-day menu and the like, their locus of control diminishes when it comes to control over investment decisions such as purchase of gold or other costly items. About a quarter of the women do not have a say in decisions related to their health care, and almost 40% of women do not have the power to decide whether and when to visit their natal homes.

Respondents were also asked a number of questions related to their freedom of movement. With respect to a series of places such as market, places of worship, health centres, educational institutions or places of entertainment such as going to the cinema, questions were asked about whether they could go alone; could go with female friends or relatives; or needed to be escorted by male relatives or their husbands. Responses were scored, with going out on one’s own being scored the highest and having to be escorted by male relatives or husband scored the least. The scores were added and a ‘freedom of movement’ score was generated for all women. These are given in table 3.12 below:

Table 3.12 Freedom of movement enjoyed by the respondents

	Low freedom of movement 
	220 (24.4%)

	Medium freedom of movement
	384 (42.7%)

	High freedom of movement
	296 (32.9%)

	Total 
	900 (100%)


About a quarter of the respondents had a very low level of freedom of movement, a third had a high level of freedom of movement and about 43% had medium level of freedom of movement – having to be escorted to some places and able to go out on their own to others. There was no marked difference with regard to the above between the three districts.

Turning to matters related to sexuality and reproduction, we find that about 9 per cent of ever-married women (only 690 of 746 women responded) did not have the right to refuse sex when their husbands demanded it, even when they were tired, ill or upset. Contraceptive decision-making was exclusively done by husbands in 27% of women who had ever-used a contraceptive method; the decision was reported to be ‘joint’ by 58% of the women, and less than one per cent of the women had made the decision on their own.

 
Overall, then, there were a sizeable proportion of women whose autonomy and decision-making power was limited. Whether this is likely to have an influence on their exposure and vulnerability to gender-based violence will be examined in Chapter 4.    

3.2 Attitudes and perceptions about gender-based violence and knowledge about laws and recourses

 
Interestingly for a state like Kerala, almost one-third of the women interviewed opined that a husband had the right to beat his wife. All the same, the majority (74%) believed that it was also right for women to react or not put up with gender-based violence, including violence in public spaces.

 
Knowledge about laws and recourses was limited. For example, more than two-thirds of the respondents thought that the law could not intervene regarding domestic violence because it was a private issue. While almost 80 % of the women knew about the Kerala’s Women’s Commission, only 12% knew of any other organizations or individuals who could help women experiencing gender-based violence. This implies that women who are too far away from the state’s capital and cannot readily access the Women’s Commission do not have any other recourse when faced with gender-based violence.

Table 3.13 Attitudes to violence and knowledge about recourse

	
	Yes
	No
	Don’t know/ No response
	Total

	Husband has the right to beat his wife
	322 (35.8%)
	563
	15
	900

	It is right for women to react
	662

(73.6%)
	222
	16
	900

	Domestic violence is a private issue where law cannot intervene
	557

(61.9%)
	318
	25
	900

	Know about Kerala State Women’s Commission
	711

(79%)
	181
	8
	900

	Know of individuals or organizations who can help
	107

(11.9%)
	742
	51
	900


 
The attitudes showed wide differences between the three districts. While 83% of the respondents in Ernakulam believed that husbands did not have a right to beat their wives the corresponding figures from Kozhikode and Palakkad were only 49 and 56% respectively. The views regarding whether women had the right to react also varied between districts. About 46% of the respondents from Palakkad believed it was wrong for women to react whereas only less than one fifth of the respondents from Ernakulam and Kozhikode thought so. It was also interesting to note that with such high levels of education in the district of Ernakulam more than 90% of the respondents did not know of any organisations or individuals in the district who could help the women who face violence. 

3.3 Sexual harassment in public spaces

Table 3.14 Sexual harassment in public spaces

	
	Yes
	No
	Don’t know/ no response
	Total

	Feel uncomfortable travelling alone
	684

(76%)
	203

(22.6%)
	13 (1.4%)
	900

	Been harassed by men while travelling
	200

(22.2%)
	680

(75.6%)
	20 (2.2%)
	900

	Unwanted attention from men when travelling
	132

(14.7%)
	735

(81.7%)
	33 (3.7%)
	900


About 76% of women reported not feeling safe to travel alone, and of these, 22% women had experienced sexual harassment from men when travelling. Fifteen percent of the women had faced sexual harassment when walking in the streets (Table 3.14).

In comparison to the above, relatively fewer women reported sexual harassment in public spaces: apart from movie theatres (4%) and festivals (3%) such experiences were reported by a very small proportion of women (less than 1%) in offices, police stations, shops, colleges or hospitals.

Of women reporting to be regularly employed outside the house (n=81), only a very small number – between three and six women - reported unwelcome physical contact or advances, or being subjected to unwelcome physical, verbal or non-verbal behaviour with sexual undertones. The non-response rate was very high, which may be indicative of women’s unwillingness to talk about these issues. (Table 3.15)

Table 3.15 Sexual harassment at workplace

	
	Yes
	No
	Don’t know/ No

Response
	Total

	Unwelcome physical contact
	3 (3.8%)
	56
	22
	81

	Unwelcome demand/request for sexual favour
	3 (3.8%)
	60
	18
	81

	Unwelcome sexually coloured joke or remark
	6

(7.6%)
	57
	18
	81

	Unwelcome display of pornography
	0
	63
	18
	81



	Unwelcome physical, verbal or nonverbal behaviour with sexual undertones
	3

(3.8%)
	60
	18
	81


3.4 Violence or abuse within the household

3.4.1. Acquaintance with someone experiencing domestic violence

More than one in ten women knew of someone within their family circles who was experiencing domestic violence, 16.5% knew of someone in their neighbourhood and 7% had a friend subjected to domestic violence. 

Table 3.16 Know someone who is experiencing domestic violence

	
	Yes
	No
	Don’t know/ No response
	Total

	In her family circle 
	101 (11.2%)
	796 (88.4%)
	3 (0.3%)
	900

	In her neighbourhood
	148 (16.4%)
	749 (83.2%)
	3 (0.3%)
	900

	Among friends
	61 (6.8%)
	836 (92.9%)
	3 (0.3%)
	900



	Among colleagues
	5  (0.6%)
	892 (99.1%)
	3 (0.3%)
	900


3.4.2. Prevalence and dimensions of domestic violence

Lifetime experience of gender-based violence

Of the 900 women interviewed in this study, 347 women (38.6%) had at sometime in their lives experienced some form of violence or abuse: physical or sexual violence or mental and/or economic abuse. The proportion of women reporting some form of violence or abuse during the last 12 months was 13.4%, or about a third of all women reporting ever experiencing domestic violence/abuse. 

Table 3.17 Experience of any violence among respondents

	
	Yes
	No
	Total

	Ever experienced any kind of violence
	347 (38.6%)
	553(61.6%)
	900

	Experienced any kind of violence in the 12 months preceding the survey
	120 (13.4%)
	780 (86.6%)
	900


The most common form of violence ‘ever’ experienced is physical violence, reported by 271 women (30%), followed by psychological abuse experienced by 189 women (21%) and economic neglect/abuse (154 women or 17%). Sexual violence was far less prevalent, reported by 45 women or 5%. Seventy two per cent of all women reporting psychological abuse (137 women) also experienced physical and/or sexual violence, defined as psychological violence. The prevalence of psychological violence was 15% among the respondents.  

Table 3.18 Nature of lifetime violence ‘ever’ experienced by respondents

	
	Yes
	No
	Total

	Physical violence
	271 (30%)
	629
	900

	Psychological abuse
	189 (21%)
	711
	900

	Economic neglect/abuse
	154 (17.1%)
	746
	900

	Sexual violence
	45 (5%)
	855
	900

	Psychological violence* 
	137  (15.2%)
	763
	900


* Psychological violence is defined as the presence of physical and/or sexual violence along with psychological/emotional abuse.
 
Given the sensitivities around an issue such as sexual abuse, we used a pictorial tool at the end of each interview. The tool consisted of a sheet of paper on which three sets of two pictures each were drawn as simple line drawings. The first set depicted a little girl smiling and crying; the second set showed an adult woman smiling, while the third set showed a mother and daughter, the daughter smiling in one and crying in another. The Respondents were given this sheet of paper after the interview was completed, and asked to tick one of the two pictures in each set as follows:

· if the respondent had experienced sexual abuse as a child, tick the little girl crying in the first set of pictures, if not, then tick the little girl smiling

·  if the respondent had experienced sexual abuse as an adult, tick the adult woman crying in the second set of pictures, if not, then tick the adult woman smiling

· if the respondent’s daughter had ever experienced sexual harassment or abuse as child, tick the daughter crying in the third set of pictures, if not, then tick the daughter smiling
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The respondents ticked these sets of pictures in complete privacy, and put it in an envelope and sealed it, without even the field investigator seeing it.  This was an experiment to see whether more respondents would report sexual violence or abuse if given the option of complete confidentiality. 

Table 3.19 Experience of sexual abuse by the respondent or her daughter

	
	No
	Yes
	Don’t know/ No response
	Total

	Sexual abuse in respondent’s childhood
	785

(87.2 %)
	103

(11.4 %)
	12

(1.3 %)
	900

	Sexual abuse of respondent as an adult
	679

(75.4 %)
	201

(22.3 %)
	20

(2.2 %)
	900

	Sexual harassment or abuse of respondent’s daughter 
	585

(87.0%)
	79

(11.7 %)
	11

(1.6%)
	673


As can be seen, the proportion reporting sexual harassment is much higher using a more confidential tool than through an interview. About 11% of respondents report sexual abuse in their childhood through this tool. Four times as many women as in the face-to-face interview reported experiencing sexual abuse as an adult (22% as compared to only 5%). Almost 12% of the respondents reported that their daughters had experienced sexual harassment or abuse. This is cause for concern and calls for further investigation. Any response from the health sector therefore cannot be silent on the issue of child abuse.

Experience of gender-based violence during the 12 months preceding the survey

The proportion of women experiencing any kind of violence during the 12 months preceding the survey is much lower than the proportions ever experiencing violence in their lifetime.  When we examine experience of violence during the past 12 months, there was not a lot of difference in the number of women reporting economic abuse/neglect (66 women, 7.3%), physical violence (64 women, 7.1%) and psychological abuse (62 women, 6.8%). Sixteen women, or 1.8% reported experiencing sexual violence.

Table 3.19. Nature of violence experienced by respondents during the 12 months preceding the survey

	
	Yes
	No
	Total

	Physical violence
	64 (7.1%)
	836
	900

	Psychological abuse
	62 (6.8%)
	838
	900

	Economic neglect/abuse
	66 (7.3%)
	834
	900

	Sexual violence
	16 (1.8%)
	884
	900


Interdistrict variations  

Table 3.20 Ever experience of any violence among respondents
	
	Yes
	No
	Total

	Ernakulam
	193 (64.3%)
	107
	300

	Kozhikode
	71(23.7%)
	229
	300

	Palakkad
	83(27.7%)
	217
	300

	Total 
	347(38.6%)
	553
	900


 
 
District wise analysis reveals that the proportion of women reporting experience of any kind of violence ever is the highest in the district of Ernakulam (64.3%). The reasons for this regional variation need to be probed in detail. However there is no marked variation with regard to experience of violence in the previous one-year among the respondents between the three districts as is clear from Table 3.21. It may therefore be inferred that incidence of violence may be rising in the other districts and that the trend is becoming fairly uniform in the State.

Table 3.21 Experience of any violence in the 12 months preceding the survey among respondents

	Experienced any kind of violence in the

12 months preceding the survey
	Yes
	No
	Total

	Ernakulam
	45(15%)
	255
	300

	Kozhikode
	30(10%)
	270
	300

	Palakkad
	48(16%)
	252
	300

	Total 
	123(13.7%)
	777
	900


 
 
However it is interesting to note that the nature of violence experienced by the respondents ever in their lifetime also varied between the districts as seen in Table 3.22. 59.7% of the respondents from Ernakulam reported physical violence whereas psychological abuse was reported more than physical violence in the districts of Kozhikode and Palakkad.  This could also be due to the regional differences in the perceptions regarding the degree of violence.

Table 3.22 Nature of lifetime violence ‘ever’ experienced by respondents

	
	Ernakulam
	Kozhikode
	Palakkad
	Total (n=900)

	Physical violence
	179(59.7%)
	40(13.3%)
	52(17.3%)
	271(30.1%)

	Psychological abuse
	78(26%)
	54(18%)
	57(19%)
	189(21.0%)

	Economic neglect/abuse
	63(21.0%)
	29(9.7%)
	62(20.7%)
	154(17.1%)

	Sexual violence
	24(8.0%)
	8(2.7%)
	13(4.3%)
	45(5.0%)


 
 
The interdistrict variation with regard to the nature of violence experienced by the respondents in the last one year was not however marked as seen in the Table 3.23

Table 3.23 Nature of violence experienced by respondents during the 12 months preceding the survey

	
	Ernakulam
	Kozhikode
	Palakkad
	Total (n=900)

	Physical violence
	27(9.0%)
	25(8.3%)
	14(4.7%)
	66(7.3%)

	Psychological abuse
	17(5.7%)
	27(9%)
	26(8.7%)
	70(7.8%)

	Economic neglect/abuse
	20(6.7%)
	14(4.7%)
	34(11.3%)
	68(7.6%)

	Sexual violence
	7(2.3%)
	0
	9(3%)
	16(1.8%)



 
The experience of the respondents probed using the pictorial tool (Table 3.24) reveals that around one in every three respondents report sexual abuse in their adulthood in the districts of Ernakulam and Palakkad whereas the figures from Kozhikode is much lesser. 

Table 3.24 Experience of sexual abuse by the respondent or her daughter (Percentages within each district)

	
	Ernakulam
	Kozhikode
	Palakkad

	Sexual abuse in respondent’s childhood
	20
	0.7
	13.7

	Sexual abuse of respondent as an adult
	31.3
	2.0
	33.7

	Sexual harassment or abuse of respondent’s daughter 
	11
	2
	14.3


Reported health consequences of gender-based violence 

Several women who had ever experienced any form of violence  (347 women) reported having experienced a number of negative health consequences, which they attributed to the violence. Table 3.25 below presents some of the frequently cited physical and mental health consequences for which respondents had to seek medical attention. It is seen that a very large proportion (50%) experienced mental distress of various kinds, and 8% had suicidal ideation. Ten per cent of the women experienced serious physical injury, which required medical attention.

Table 3.25. Reported health problems during the 12 months preceding the survey attributed to experience of violence

	
	Number (%)

	Serious physical injury requiring medical attention (wounds, cuts, bleeding, loss of teeth, loss of hearing etc.)
	36 (10.4%)

	Suicidal ideation
	29 (8.4%)

	Anxiety, sleeplessness, depression, loss of appetite, panic-attacks 
	174  (50%)

	Total 
	347 (100%)
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3.4.3. Forms of domestic violence

Physical violence

Table 3.26 Forms of physical violence experienced from family members in one’s lifetime

	Forms of physical violence 
	Number (%)*

	Beaten / struck  / pushed down
	235 (86.7%)

	Threw things at her
	99    (36.5%)

	Broke utensils
	95    (35.1%)

	Destroyed cooked food
	82    (30.3%)

	Banged her head against the wall
	25    (9.2%)

	Threatened to kill her ( by pointing weapons at)
	21    (7.7%)

	Tried to asphyxiate
	14  (5.2%)

	Kicked on the stomach/ near the genitals
	10     (3.7%)

	Tried to push her into the well
	

3     (1.1%)

	Any other means ( explain)
	2      (0.7%)

	Total
	271  (100.0)


* More than one form of violence experienced by many respondents, so total does not add up to 100%

Being beaten, pushed or shoved is the most common form of physical violence ever experienced by respondents. Having things thrown at oneself, utensils being broken and food being destroyed are also relatively more common. It is alarming to note that in about 14% of the women who have experienced physical violence face the nature of assault was potentially fatal, including being threatened with a weapon, being asphyxiated or pushed into the well.

The intensity of the experience of physical violence was high. Forty seven per cent of the women who had ever experienced physical violence in their lifetime had been exposed to more than one form of physical violence, with about five per cent experiencing more than five forms of physical violence.
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Psychological abuse

Table 3.27 Forms of psychological/emotional abuse experienced from family members in one’s lifetime

	Forms of psychological/emotional abuse
	Number (%)*

	Humiliated her in front of family members/in public
	131   (69.3%)

	Intimidates by screaming/shouting at the top of his/her voice
	82      (43.4%)

	Talks badly about her family members / insults them
	72    (38.1%)

	She lives in dread of violence every single day
	40     (21.2%)

	Forever doubts my fidelity
	33     (17.5%)

	Never talks to me. Always in front of the TV/ computer
	30      (15.9%)

	Deprived her of food, money and/or residence
	27     (14.3%)

	She is isolated from all family discussions
	26    (13.8%)

	Has/had affairs with other women
	25    (13.2%)

	Kept the children away from her
	11      (5.8%)

	Takes away all her money. She has to ask for the same everyday.
	9      (4.8%)

	He/she (perpetrator) threatened to commit suicide
	8      (4.2%)

	Forced her to resign job
	6     (3.2%)

	Other
	15    (7.9%)

	Total
	189  (100.0 %)


· More than one form of violence experienced by many respondents, so total does not add up to 100%

 
The most common form of psychological or emotional abuse was being humiliated in front of family members or in public, followed by intimidation through screaming and shouting and insulting members of the respondents’ families. The nature of these forms of violence needs to be understood against the backdrop of its coexistence with physical and/or sexual violence, as indicated in table 3.16. While humiliation or shouting are in themselves abusive emotionally when it is recurrent and ongoing, when these are inflicted on women who are already experiencing other forms of violence makes them all the more serious. 

 
 
Moreover, almost 56 % of the women experiencing psychological/emotional abuse were exposed to more than one form of abuse, and 12% had experienced more than five forms of abuse described above.
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Sexual violence/abuse

Table 3.28 Forms of sexual violence/abuse experienced from family members in one’s lifetime
	Forms of sexual violence/ abuse 
	Number (%)*

	Forced sexual relations
	35 (77.8 %)

	Touched her body parts without her consent
	18 (40.0 %)

	Forced sexual activities which she disliked
	23 (51.1 %)

	Forced foreign objects inside me
	1   (2.2 %)

	Other 
	1   (2.2 %)

	Total
	45 (100.0%)


* More than one form of violence experienced by many respondents, so total does not add up to 100%

Forced sexual intercourse is by far the most common form of sexual violence reported by women who have indicated experiencing sexual violence. However, it can be seen that being forced into sexual activities that the woman does not like and being treated as a sexual object without her consent are also rather common. In addition, about 50% of the women had experienced more than one form of sexual violence or 

abuse during their lifetime. 
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Economic abuse/neglect

Table 3.29 Forms of economic abuse/neglect experienced from family members in one’s lifetime

	Forms of economic abuse/neglect
	Number (%)*

	Spends a great deal of money on alcohol
	96 (62.3%)

	Creating debt
	82 (53.2%)

	Spends money recklessly (perpetrator) 
	80 (51.9%)

	Not meeting household expenses
	42 (27.3%)

	Limits her access to money
	39 (25.3%)

	Never goes out to work
	26 (16.9%)

	Not permitting her to earn 
	15   (9.7%)

	Any other 
	5   (3.2%)

	Total
	154(100.0 %)


* More than one form of violence experienced by many respondents, so total does not add up to 100%

 
For women reporting economic abuse or neglect, the most important forms of abuse were the reckless spending of the perpetrator on alcohol and on other things, imposing a burden of financial debt on the woman concerned. Other forms of abuse mentioned are the man’s not taking responsibility to meet household expenses or restricting the woman’s access to money.
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Almost 60% of women who had experienced economic neglect or abuse during their lifetime had been subjected to more than one form of abuse/neglect, and 17% had experienced five or more forms of economic abuse.

3.4.4. Extent and nature of spouse abuse

 
 
As has been reported from many parts of the world, almost 70% of the perpetrators of violence were husbands of the respondents, making spouse abuse the most common type of violence experienced by women in this study. If only ever-married women experiencing are considered, 295 women have reported ever experiencing violence, and of these, 242 have experienced violence from their husbands. In other words, 82% of ever-married women reporting lifetime experience of violence have done so at the hands of their husbands.

Table 3.30 Perpetrators of violence for those who have ever experienced violence in their lifetime

	Perpetrator
	Number (%)

	Husband
	242 (69.7%)

	Father or male sibling
	55 (15.9%)

	Mother or female sibling
	8  (2.3%)

	Others
	40  (11.5%)

	Not specified
	2 (0.6%)

	Total
	347 (100%)


The nature of spousal violence may be categorised as serious in about 16% of the instances, according to indicators of danger identified by several studies: these include 5% of women who report that their husbands are violent also outside the home, and 16% reporting that their husbands are violent also to children. The husband was a regular alcohol user only in 40% of the cases of spouse abuse, exploding the common myth that alcoholism is a cause of spouse abuse.

A small proportion of ever-married women who had had a pregnancy had been subjected to violence or abuse during one or more of their pregnancies: 6% of women who had ever experienced spouse-abuse reported being hit, slapped or pushed during a pregnancy; about 15% reported psychological or emotional abuse during a pregnancy, and 12% reported economic abuse/neglect.
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3.4.5. Violence from other family members

 
 
About 16% of the perpetrators of violence within the home are fathers or male siblings and a small proportion are mothers and female siblings. There were about 12% of others reported as perpetrators, which included mainly relatives of the husband – in-laws.
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Chapter 4

Co-relates of domestic violence

This chapter examines the factors associated with women’s experiences of domestic violence. Factors considered include respondents’ socio-economic and demographic characteristics, their level of autonomy and decision-making power within their households and the extent of their reproductive and sexual autonomy. These are only indicative of possible pathways and do not indicate causality.

4.1 Socio-economic correlates 

4.1.1 Educational status

4.1 Distribution of women by lifetime experience of violence and educational status

	Education
	Experienced violence
	Did not experience violence
	Total

	Illiterate
	15 (78.9%)
	4
	19

	Primary or secondary schooling
	225 (36.6%)
	390
	615

	Pre-degree 
	40 (36.7%)
	69
	109

	Degree and above
	67 (42.0%)
	91
	157

	Total 
	347
	554
	900


Except for the very small number of illiterate women a greater proportion of whom experienced any violence during their lifetime, educational status did not make an important difference to experience of violence. In fact, the proportion experiencing violence was slightly higher among those who had completed a university degree. 

4.1.2 Occupational status

4.2 Distribution of women by lifetime experience of violence and occupational status

	Occupation
	Experienced violence
	Did not experience violence
	Total

	Homemakers
	271 (37.5%)
	451
	722

	Casual workers/daily wage workers
	47 (48.9%)
	49
	96

	Salaried employees
	18 (39.1%)
	28
	46

	Running shops/business
	4 (33.4%)
	8
	12

	Farmers
	2 (28.6%)
	5
	7

	Self-employed
	3  (50%)
	3
	6

	Others
	2 (18.2%)
	10
	11

	Total 
	347
	553
	900


 
 
Women who were employed as casual labourers had a higher lifetime prevalence of violence than women in most other occupations, and interestingly, homemakers had a lower prevalence of lifetime violence than even salaried employees. 

4.2 Demographic characteristics

4.2.1 Age

 
 
There does not appear to be any systematic relationship between current age of the women and lifetime experience of violence. This is rather surprising, because one would expect a step-wise increase with age, because lifetime experience is a cumulative quantity and as one grows older, one has been exposed to this potential risk for a longer period of time. The absence of a systematic relationship suggests that among those who ever experience violence, this experience starts at a relatively young age. 

4.3 Distribution of women by lifetime experience of violence and current age

	Age group (in years)
	Experienced violence
	Did not experience violence
	Total

	15-19
	22 (36.1% )
	39
	61

	20-29
	96 (36.9%)
	164
	260

	30-39
	95 (41.3%)
	135
	230

	40-49
	69 (37.3%)
	116
	185

	50-59
	34 (43.5%)
	44
	78

	60+
	31(36.0%)
	55
	86

	Total
	347
	553
	900


4.2.2. Marital status

 
 
Divorced and separated women have a very high prevalence of lifetime violence, and violence may have been the cause of the divorce of separation. The prevalence is lowest in never-married women, but not much lower than in currently married women. This suggests that violence perpetrated by family members other than the spouse is not insignificant.

4.4 Distribution of women by lifetime experience of violence and marital status

	Marital status
	Experienced violence
	Did not experience violence
	Total

	Married
	251(38.4%)
	403
	654

	Divorced
	4 (100%)
	0
	4

	Separated
	7 (87.5%)
	1
	8

	Widowed
	33 (41.3%)
	47
	80

	Never-married
	52 (33.5%)
	102
	154

	Total
	347
	553
	900


*P<0.05

4.5 Distribution of ever-married women by lifetime experience of violence and age at first marriage

	Age at first marriage (in years)
	Experienced violence
	Did not experience violence
	Total

	Less than 18
	46 (40%)
	115
	161

	18-22
	156 (39.9%)
	235
	391

	23-26
	76 (49.7%)
	77
	153

	27 and above
	17 (41.5%)
	24
	41

	Total
	295
	451
	746


 
 
A usual expectation is that when a woman marries while still in her teens, she is likely to have very little bargaining power in her marital home and that this may make her more vulnerable to violence. What we find in the table above is almost the contrary – a greater proportion of women whose age at marriage is 23 years or above has experienced violence than those who have married below this age. An alternative hypothesis to be tested therefore is that women who marry later have less bargaining power in their marriage

4.6 Distribution of ever-married women by lifetime experience of violence and age difference between spouses

	Age difference between spouses (in years)
	Experienced violence
	Did not experience violence
	Total

	  0-5
	144 (48.5%)
	153
	297

	5-10
	123 (33.6%)
	243
	366

	10-15
	22 (33.4%)
	44
	66

	15 and above
	5 (41.7%)
	12
	17

	Total
	294
	452
	746


As discussed in Chapter 3, a large age difference between spouses with a much older husband has been used as an indicator of potentially lower power for women within the marriage. However, we find that not only is a large age difference associated with increased prevalence of violence, but also a smaller age difference, of between 0-5 years.

4.3 Women’s autonomy and decision-making power

4.7 Distribution of ever-married women by lifetime experience of violence and dowry demands from the husband/his family

	
	Experienced violence
	Did not experience violence
	Total

	Dowry demanded by husband/his family

                                       Yes

                                        No

                                No response
	169 (55.6%)**

120 (27.8%)

6
	135

311

5
	304

431

11

	Husband’s family demanded money or property after marriage

                                       Yes

                                        No

                               No response
	54 (84.4%)**

234  (35.3%)

7
	10

428

13
	64

662

20

	Total
	295
	451
	746


** Pearson Chi-Square value significant at the 1% level

 
Of all the variables considered thus far, demand for dowry emerges to be most significantly associated with experience of lifetime violence. Women whose husbands or their families had demanded dowry before marriage were twice as likely to experience violence as those who did not encounter such a demand. Among women whose families demanded money or property after marriage, violence was 2.5 times more common. These differences were statistically highly significant.

4.8 Distribution of ever-married women by lifetime experience of violence and decision-making power

	Decisions regarding:
	Decides herself
	Decides with her husband or significant others
	Husband or significant others decide

	
	Violence yes
	Violence

No
	Violence yes
	Violence no
	Violence

Yes
	Violence no

	Daily menu
	247 (39.5%)
	378
	74

(36.1%)
	131
	42

(60%)
	28

	Her health care
	237

(44.8%)
	291
	44

(33.4%)
	84
	81

(33.2%)
	244

	Buying gold or other costly items
	43

(39.8%)
	65
	152

(39.3%)
	234
	164

(30.3%)
	242

	Going to her natal home
	98

(36.3%)
	171
	55

(29.7%)
	130
	129

(44.2%)
	163


Association of decision-making power within the household with experience of violence gives some interesting results. In all cases, a lower proportion of women who said that they took decisions ‘in consultation’ with husbands or significant others had experienced any violence in their lifetime, while a relatively greater proportion of those at either ends of the spectrum – those who took decision by themselves and those who had no say in the decision – reported ever experiencing violence. A similar pattern to this is observed with respect to association of lifetime experience of violence with women’s freedom of movement.

4.9 Distribution of women by lifetime experience of violence and freedom of movement

	Freedom of movement
	Experienced violence
	Did not experience violence
	Total

	Low freedom of movement
	78 (35.5%)
	142
	220

	Medium freedom of movement
	160 (41.7%)
	224
	384

	High freedom of movement
	109 (36.8%)
	187
	296

	Total 
	347
	553
	900


The association of freedom of movement with experience of violence shows an interesting pattern. For women with a low freedom of movement as well as for those with a high freedom of movement, experience of violence is almost similar, while it is slightly higher for the ‘medium’ group. This group of women may represent those caught between the two worlds of tradition and modernity – permitted to go to some ‘approved’ places on their own, but not to others. They are perhaps neither too submissive that they would not challenge male authority, nor too independent. 

4.10 Distribution of ever married women by lifetime experience of violence and reproductive and sexual decision-making

	
	Experienced violence
	Did not experience violence
	Total

	Made own decision/joint decision with husband regarding contraceptive-use

Husband or others decided on her contraceptive-use                        
	   90 (33.6%)

   75 (63.6%)**
	 178

  43


	268

118

	Is able to refuse sexual relations when tired #

                                      Yes

                                        No                       

                           No response
	185 (33.8%)

  55 (73.3%)**
	363

  20
	548

  75

  31

	Has had one or more unwanted pregnancies that was terminated
                                       No

                                 Yes, One

                Yes, more than one 
	251 (39.1%)

  35 (40.7%)

   9  (47.4%)
	390

  51

  10
	641

  86

  19

	Total
	347
	  553
	746


# currently married women only, n=654

 
A significantly greater proportion of women who did not have a say in decisions related to contraception and sex within marriage, experienced violence during their lifetime as compared to women who had a say in these matters. It was observed also that a greater proportion of women who had experienced multiple unwanted pregnancies, that they have terminated, have experienced violence as compared to the others. This is in keeping with findings reported in chapter 1 that gender-based violence- especially sexual coercion within marriage could lead to a number of unwanted pregnancies. However, the differences were not statistically significant.

4.11 Distribution of ever-married women by lifetime experience of violence and sex-composition of children

	
	Experienced violence
	Did not experience violence
	Total

	Have all female children
	71 (46.1%)
	83
	154

	Have male only or female and male children
	224 (37.8%)
	368
	592

	Total
	295
	451
	746


In the Indian context, having only female children brings about a major loss of status for a woman within her marriage, and studies have reported a higher incidence of depression among women who do not have male children. There may be an important intermediary variable – namely violence –, which underlies the depression experienced. Findings from the present study show that a greater proportion of women having only female children have experienced violence as compared to others with a different sex composition of children. The difference was not however, statistically significant.

Multivariate analysis

LOGISTIC REGRESSION RESULTS

 
 
We have earlier dealt with the bivariate relationship between some background characteristics and the experience of any violence.  But these bivariate relationships often raise questions that can be answered only by multivariate analysis.  Here we use logistic regression analysis, which tried to know how well some selected background characteristics taken together explain the variation in the dependent variable.   Here the dependent variable under consideration is the experience of any violence (coded as 0 for no experience and 1 for those who had any experience of violence) and some selected characteristics such as age of the respondent, age at marriage, age difference between the spouses and educational level of the respondent were taken as independent variables.  All independent variables were grouped or were categorical in nature, for each variable, one category was selected as the reference category.  Results are presented in terms of Odds ratios (Table.no.4.12)

Table: 4.12 Logistic results of experienced any type of violence by selected background characteristics

	Variables
	Exp B

	Age of the respondent

<35(R) 

>=35

Age at marriage

Adolescents(R )

Adults

Age difference between the spouses

0-5( R)

5-10

10-15

15+

Education of the respondent

School education(R)

Above school education

Illiterates
	1.00

0.81

1.00

0.61**
1.00

2.21*
1.20**
1.13

1.00

2.72

2.82


                  *p<=0.001  **p<=0.005

 
 
It is clear from the table that the chance of experiencing any type of violence is less for older women compared to younger women.  When age at marriage is considered, the odds of experience of any type of violence are lower for women who married later compared to the women who married below the age of 18.  That means women who married in their adolescent age experienced more violence than their older counterparts.  When we consider the age difference between the spouses, compared to the lowest group whose age difference is between 5 to 10 years, have more than double the chance of experiencing any violence.  As a whole the probability of experiencing any type of violence is higher for women whose age difference between spouses is more than 4 years.  With regard to educational level of the respondents the chance of experiencing any type of violence was found double for those who have above school education and for illiterates compared to the women who have only school education.  This result is contradictory to our general expectation since the illiterates as well as the higher educated groups show the same trend of experiencing violence.  

Chapter 5

Addressing gender-based violence: the role of health and allied sectors 

 
 
Information was gathered from referral hospitals in the district headquarters of the three districts selected for the survey. These included observation of casualty departments, review of casualty records for a six-month period and interviews with health care providers. The purpose of this information gathering was to understand the health sector’s current role in addressing gender-based violence, in order to be able to make recommendations for interventions that are feasible.

 
 
In addition, thirteen counsellors were interviewed They were mostly from Non Governmental organisations (NGO’S), but some were from Family Courts and Family Counselling Centres run by the Social Welfare Department. We also interviewed women police personnel from Women’s Cells and Women’s police stations from all the three districts 

5.1. Observation of casualty departments

The objectives of this exercise were to understand 

· the routine flow of events in an emergency room;  

· the existing system in casualty departments in terms of the procedures related to victims of violence

· the roles played by the different categories of staff with respect to management of patients who report to the casualty.

5.1.1 Observations

The management of casualty aimed at prompt and speedy diagnosis and early initiation of appropriate treatment and referral. The triage system allocating a patient to the appropriate category of urgency exists in the casualty, which needs the medical officers to attend to more serious cases earlier than others. 

There was no uniformity observed with regard to the staff and facilities available at the casualty departments in the three districts. Of the three institutions, one did not have a separate room, where history taking and examination could be done with adequate privacy. 

There were vacancies in the staff positions at two of the three district hospital casualties. All the existing posts of four casualty medical officers were lying vacant in one institution. This necessitates posting of medical officers from other departments to the casualty. Since these medical officers had to attend to their routine duties during the morning hours it was noticed that they were preoccupied, and stressed. 

 
There were severe time constraints on the medical officers in all the casualty departments. These are owing to a number of organisational factors:

· Though the casualty is supposed to cater to patients with emergency needs, a lot of cases that can be described ‘non emergency’ reports to the casualty. After the working hours of the outpatient departments, the casualty attends to routine cases also. 

· Only one medical officer at a time is present in the casualty department. Considering the patient-load, the time available to spend with each patient was very small.

· Each patient is accompanied by many bystanders that create overcrowding at the already small spaces in the casualty departments. This is not conducive for any kind of relaxed and confidential interaction between the patient and the doctor.

 
On an average, about two women come each day with injuries or problems related to domestic violence. Given the time constraints, the medical officer was not able to take a detailed history of the symptoms and signs, or probe into inconsistencies between nature of injury/illness and reported cause. This is particularly significant with respect to women who face violence and who may report to the health system with ‘vague’ symptoms and signs.

 
It was noticed that all patients are provided immediate medical care but more attention and importance was given to patients with visible injuries or serious illnesses. Women facing violence need not necessarily exhibit either of these and therefore medical personnel may not take their problems seriously or record the nature of their problems as more than a simple injury. 

5.2 In-depth interviews with hospital staff
The objectives of this exercise were to understand the perceptions of the hospital staff regarding violence against women as a health issue; their own role and the role of the health sector in addressing the issue. In the three district hospitals, 16 staff was interviewed. Of this, 6 were nursing assistants and the rest were staff nurses, who work in the causality. They were in the causality between 4 months to one year. There was one staff working for 3 years and another nursing assistant who is there for 8 years

The staffs were overall sensitive to the issue of violence against women in the society. They were also aware that women reporting to the hospital do not talk about violence and may even deny it when probed because of the shame and blame and fear of re-victimisation.

Most women come with problems like injuries, burns, breathing difficulties, attempted suicides, fever, fits, delivery related complications, bleeding, rape, general weakness, chest pain, body pain, abdominal pain etc. Most of them said that the cause of injury is reported as whatever is said by  the women or one who accompanies her. It is mostly the doctor on duty who records this. They usually write assault and if it is serious injury write in the police intimation book or Medico Legal Cases (MLC) register.

According to the health providers, the reasons mentioned by women when they come with injuries to casualty were: beatings or assaults by drunken husbands; assault while fight with neighbours on money matters and property disputes; assault by in-laws over money and property disputes; attempted suicides due to failure of love affair, unable to pay back debt, to frighten their husbands; attempted rape etc

If a woman reports injury or assault the staff takes the following steps. The first step is to collect evidence and provide treatment; if needed, she will be admitted.  If she wants a police case, the case is recorded in the intimation book or MLC register. If her condition requires further treatment, she is referred to the concerned ward or to medical college. If it is a rape case, specimen is collected and handed over to the police and they send it to the laboratory. In one district hospital, the staff told us that since they do not have the specific forensic lab facility within the district, the time taken to send the specimen is delayed and this may result in the material evidence becoming invalid for further judicial action.

The consequences of the violence on women as seen by the providers were more in terms of injuries, fractures, burns, suicide and homicide attempts and abortions. They did not mention health consequences that may present as not visible and directly ascribed to violence like vague aches and pains, acidity, chronic headache, reproductive health consequences like unwanted pregnancies and sexually transmitted infections. What looks fatal often gets recorded and questioned about but what lies below and what is not taken into account is a wide range of experiences, which have tremendous consequences on health.

However, it appears that they do not see a role for health providers in making the situation better for the women who report such violence more than just making a record of them in medico legal cases. Other than referring the cases to the police, the staff did not feel that there is anything else they could do.

It was obvious during the interviews that the nursing staff in the surgical, burns and medico-legal cases wards were able to interact with the patients and bystanders in detail because of the daily interaction with them during the period of admission. However they felt inadequate since they had nothing to offer the women in distress other than being good listeners. The fact that the interviewers were called by the staff nurse to enquire regarding details of a women’s organization in order to refer a violence victim in the ward for legal support soon after the interview in one of the district hospitals was indeed a positive signal. 

The experiences of the staff are also important since according to them, there were regional differences in the type of manifestations those women present with. In Palakkad district the issue of “stove burst” and “gas cylinder explosions” and Datura poisoning and pesticide poisoning was reported to be common problems peculiar to the area. In Ernakulam, unsuccessful suicide attempts by women and suicide among adolescent girls over failure in exams or love affairs were seen as common. They also saw higher number of burns cases (immolation) cases from migrant worker communities from other states. The problems of dowry and suspicion of fidelity were reported by all.

According to the staff, the causes cited by women as reasons for wife battering are alcoholism, suspicion about extramarital affairs. Dowry problems, economic problems, property disputes, lack of mutual trust, unemployment and poverty. The reasons perceived by them are dowry, economic problem, suspicion, alcoholism and family disputes; lack of understanding between couples, lack of mutual trust, economic reasons, dowry, not willing to give and take.

One nursing assistant said that the battering happens when women speak unreasonably and when they act without thinking. According to that person it is when women challenge the authority of men battering happens.

Of the 16 nursing staff, 11 said that they believe that wife beating is a crime. Five of them felt that it is wrong but can be resorted to under certain circumstances like if there is a reason or if there is no other way to discipline a woman. Another felt that if after advising, if she is not willing to be in her place, she can be beaten.

Solutions suggested by the staff are creating mutual understanding and trust among couples, mutual adjustment; both practice restrain; economic security, avoid comparisons; cooperate with each other; listen to advise of elders etc.  One felt that there is no solution to such problems and this will continue as long as marriage and family continues.

Most felt that while dealing with such cases, it creates sadness, tension and it makes them disturbed. It stays in the mind for long. One said that her thinking is how this will be affecting the children. Another one wishes, if she could find someone to help them. Only one said that since she is seeing this for long, it does not affect her emotionally anymore.

Most of them felt that the health department could offer better health care, if more facilities are provided in causality. Some felt that, counselling centres should be started in district hospitals.  But as of now, nothing much can be done in the causality due to lack of time and facilities.

One staff suggested that a separate room in the hospital with sufficient staff with proper training could be started so that women who experience violence get counselling, can be referred to legal aid and also monitors whether she is getting proper care in the hospital itself.

The staff should have a list of short stay homes and counselling centres in each district so that they can refer cases which requires help. One was of the opinion that the health dept. cannot do much. “Change has to come from the people. People in that district are generally mad (!) Why to give training to us?” In one district, many did not answer this question.

Considering the limited funds, personnel etc, the following are suggested as other possible ways to reach help to women 

· The best way is to inform and work with voluntary organizations

· Better coordination between different depts. Of hospitals

· Create a fund out of MP fund/MLA fund to assist such victims 

· Need women’s cells in hospitals to counsel, offer legal guidance etc

All categories of staff expressed willingness and interest in cooperating with interventions, which would help women experiencing violence. In answer to a question as to what are their training requirements, the following were the answers.

· Yes, we need counselling skills

· All nursing assistants should have in-service training of adequate duration so that their knowledge and skills can be well developed

· Training should include Awareness classes, legal awareness

· Training to use modern equipments

· Sessions to help us deal with our tensions

In one district, most felt that health department staff is already over worked and they need not do anything more except medical care and they don’t need any training.

From this interaction, it is clear that the health care providers need gender sensitivity training and basic counselling skills. They are open and willing to collaborate but he issue is of lack of time. Some reworking of allotment of duties can help a long way to be of assistance in identifying abused women. The staff at different levels also needs the list of organizations and individuals offering help to survivors of violence in each district

5.3 Review of health facility-based data

This exercise consisted of reviewing casualty department based, retrospective medico legal case records in the district hospitals to get some understanding of the number of women seeking help for injuries and serious health problems resulting from violence. Medico legal case registers from July 1st to December 31st 2003 were reviewed and information on women patients noted down.

Details of all accidents, assaults, suspected injuries, burns and poisoning cases are maintained in medico-legal registers. These case records are also supposed to contain basic information regarding the patient like age, area of residence, marital status and more important details like the time of the incident and time of admission, the complaint recorded verbatim, the kind of assault, the people involved, whether weapons were used, which part of the body was involved, pregnancy and who are the persons who accompanied the women.

Review of medico legal registers from two district hospitals showed that these were incomplete in many details and only a limited amount of information could be gleaned from these. During the reference period, a vast majority (about 80%) of cases entered in the medico-legal registers were road traffic accident cases. Four hundred and seventeen women (417) had attended casualty department for other injuries, mainly related to domestic violence, or an average of about two women a day, the same number as we found during the casualty observation. It must be remembered that these registers does not reflect a majority of women who suffer violence in some form, but are not compelled by injury or other crisis to seek help. 

In about 45% of the cases related to domestic violence the timing of the incidents was seen not entered. Out of the cases where time of the incidents were recorded, it was noticed that while in 20% of all cases the incidents occurred between 6 PM and 6AM, in the case of women reporting domestic violence, the incident occurred between 6 PM and 6 AM in 40% of the cases, when support and other services may be difficult to access. Just over half the women experiencing violence are seen reporting to the casualty during the daytime (53%). The time delay in reporting was more than 12 hours after the incident in about 12% of cases. One important finding is that in cases of alleged assault the persons involved in the incident were mainly people from within her home or known to her. Assault by strangers accounted for only 10.1% of cases.


Although the data from medico-legal registers is very limited, it nevertheless points to some important issues: one, that many women sustain serious injuries in the hands of their family members, serious enough for them to come to the casualty department; two, that many incidents happen between sunset and sunrise, and many women come to the casualty after dusk. For each woman who arrives at the casualty, there may be several others who are unable to come immediately or ever at all.

5.4 Responses from allied sectors

5.4.1 Interview with Counsellors

In the three districts 13 counsellors were interviewed to understand their perception of issues and problems related to women who face violence.  They were from a diverse background; 2 from counselling centres run by a women’s groups, 3 from church related NGO’s, 2 from other NGO’s, one from a family court and 4 from the family counselling centres run by social welfare board. One is a doctor who runs his own hospital

Out of the thirteen, two were men. All of them have considerable experience in this field of family counselling.

In both the centres run by the women’s group and in two church related places as well as in the hospital run by doctor average 90- 100 cases are handled each month.  The family counselling centres of the Social Welfare board counsels 10-15 cases a month. Both the women’s groups said that 80-90% of the cases are related to physical violence. Others were of the opinion that it is only 20-30%. In the counselling centre of the family court, domestic violence cases do not come up as they are registered as criminal cases(!)

The following were mentioned as causes of violence : dowry, alcoholism, lack of economic security of the woman, non-compatibility between couples, the patriarchal system , sexual abuse(forcing the woman to watch blue films and do likewise) suspicion of the character of the woman and sometimes of the man; lack of mutual trust, personality disorders, no support in case of inter caste marriages, lack of mental health, depression etc

In their opinion women can overcome the atrocities and violence by building the inner strength and capacity to resist the violence; they should be given empowerment raining, self-awareness classes, communication skills. Some said that fight against dowry and alcoholism is needed and it is asocial responsibility. One person felt that what is crucial is sensitization of men on the rights of women to live a safe life. There were other suggestions like treatment for alcoholism , drug addiction  etc. It is important to inform friends and relatives of the situation of the woman and build up support structures. One felt that what is important is to build up community based  awareness programmes, interventions for prevention and support structures for victims.

Most women continue in the oppressive situation because of dependency on the husband economically and in all matters, fear of social isolation and ostracism, thinking of the future of the children, no place in the natal family, lack of acceptance of divorce from their religions, etc. One said that our culture is such that a woman’s status is related to the family and breaking that bond is losing one’s own status in society. Social norms too do not encourage single women living alone or managing their life alone. Certain kind of mental slavery exists in women

What counselling centres can do is to offer mental support and other help to such women to sort out their problems. It offers a friendly atmosphere to open up and talk about their problems without anybody judging them.  They can also involve family members and instil confidence in women to face and solve the issues. Such centres can also refer cases to police, for medical or psychiatric help to de-addiction centres or to short stay homes

The role of the counsellor, according to them is to offer mental support, strengthen family ties, and create a rapport so that women can talk. One counsellor said that counsellors cannot be neutral and that they should have a women’s perspective to analyse the root causes of problems and find proper solutions.

About 60% of the centres have proper facilities for individual, couples, family and group counselling. Some have just two rooms

The need of most women who approach counsellors is to live a peaceful life, without violence. They want to be free from mental and physical violence. Some would like to know whether there is any problem with them. Some wants divorce; others legal aid, shelter etc

The steps taken when a woman approaches a centre differ from case to case. Usually a detailed case study is done and on the basis of that it is decided whether any other help like legal, medical, de-addiction, etc are needed.  The husband is contacted either through phone, letter or house visit and he is given time to explain his side of issues. The both are brought together and counselling is done. Normally 5-6 sittings are needed in each case and sometimes a case may take a year to arrive at some kind of settlement. Cases, which require psychiatric help, de-addiction etc are immediately refereed to such, specialized centres.

 
 
  To regain their lost confidence, several steps like personality development classes, seminars, client meetings etc were conducted. In cases of severe violence temporary separation is advised. Sometimes some of the survivors come forward to offer peer counselling.

Counselling is an ongoing process. A case is considered successful, if the couple arrives at a joint decision about their life , either to live together or to separate. Sometimes what can be achieved is the ability to cope with a situation. The situation becomes difficult when there is mental illness, severe alcoholism etc. 

If one partner refuses to cooperate too, it becomes very difficult to proceed. Some counsellors said that no case can be written off. Others who work in a formal set up said that, if one partner does not cooperate, then after waiting for 3 months, it is closed.

There are few occasions when settled cases have come back for further help. Sometimes it is to bring their children, who were affected by the violent family atmosphere.

Counsellors face several difficulties when dealing with such issues. One major problem is lack of time, either because of too many cases or because the survivors want to talk at length of old stories and events. Another major problem for some is lack of co-operation from police or lack of response from the accused person. Certain difficulties are associated with making a man to agree for de-addiction or treatment. Interference from the families of either party can mess up things. 

Counsellors face abuse and threats when they conduct house visits  as they have no authority or accreditation with Government agencies or set ups like women’s commission.

Public is informed about the availability of the service through community workers, seminars, legal literacy classes etc in case of NGO’s. Word by mouth is another way people come to know of services. In the family court , counselling is given only to cases which come to the court. One NGO interacts with elected representatives of panchayats, corporations and neighbour hood groups. Church based NGO’s gets cases referred by their networks.

In dealing with violence against women a large network of support organizations are a must. Only very few among the centres work with such networks. They spoke of support services other than police and legal system like child line, home for the aged, temporary shelter, skill training for income generation programmes, de-addiction centres etc. Net working with women’s groups and NGO’s also is needed. But about 50 % of cases, the centres only do counselling and referral to police and lawyers. Lack of support services is pointed out as a major handicap and one women’s organization in Kozhikode has started their own shelter home

Drop out of cases is rather few. This happens because of pressure from family and due to political and religious leaders interference . 

There are several places in Kerala which offers training in counselling. Yet the counsellors feel that they need to be accredited, linking them up with Women’s commission etc. They feel that if they are recognized and authorized with certain powers, their interaction with police, medical system, legal system etc will become more effective. Counsellors also need refresher courses and exchange visits

There is also need to create public awareness about counselling and remove the stigma attached to it now. Any psychological support is seen as treating ‘madness’

The counsellors are offering a very important service but they remain unacknowledged and invisible There is also need to help the counsellors to de-stress .

From these interactions it is clear that counselling centres run by NGO’s are attracting far more cases than that by government. This may be because of community interaction and other pro active steps taken by these groups. In each district, if there is a co-ordination of these agencies with the district level Violence prevention cell (Jagrutha samithies under the auspicious of the State Women’s commission), better and effective interventions would have been possible.

Counsellors also have to be exposed to a gender analysis so that they can analyse issues from a gender perspective. 

5.4.2 Interview with police

5 women police constables and one woman SI of police were interviewed from the women’s cells and women police stations in the three districts.

Their years of service varied from one year to 7 years. The women’s police station of Ernakualm received 202 cases in 2003 and that of Kozhikode had 246 cases. Women’s cell of Palakkad had 177 cases and that of Kozhikode had 114 cases. About 20-25 cases are registered each month in each of these stations

Most of the complaints from women are harassment from husbands or disputes with neighbours. Few complaints were of workplace harassment. There was hardly any complaint about harassment in public places or while travelling. In one district, the police said that sometimes they get oral complaints but not in writing.

In the women’s cells of police, the approach is to give counselling and help the couple to live together. Complaints of issues outside home are send to the respective police stations. Women usually do not phone to give complaints.  sometimes they get calls from Control rooms,. The women’s cell of Palakkad has no phone connection

The usual reasons for domestic violence according them are dowry, forced sex in marriage, alcoholism, suspicion regarding the women’s character, complaints of women’s culinary skills, her lack of beauty etc. One said the basic reason is male domination and the desire of men to control women and keep them submissive and under their control.

According to them, women often go back to the oppressive situation, as they have no other place to go. They think of the future of the children. One said that women cannot live alone without the support of men. Lack of any social support is seen as another reason.

Due to pressure, threat or due to compromise arrived through other type of mediations, many times women are forced to withdraw complaints.

Out of the 6, two said that wife beating is not a crime. One said that men beat women only if they do something wrong. Another felt that there will be some reason behind beating. Only one was very emphatic to say that nobody has aright to beat or assault another person whatever be the reason

All of them felt that improving the facilities, recruiting more women staff and equipping them with more skills will facilitate better services for women victims.

The facilities  at the women’s cells and stations as well as the approach and training of the women police may need review and analysis from a gender perspective. In this only women place, if women feel that domestic violence is not a crime and that it is quite ‘normal’ in a family relationship, then the women seeking justice will be denied that and feels further harassed.

Efforts also need to be made to link and co-ordinate the police, legal, medical and counselling centres and facilities for better delivery of justice to women survivors
Chapter 6

Health sector responses to gender-based violence: Potential and prospects

With the recognition of gender-based violence as a major public health and human rights issue over the past two decades, gender-based violence has begun to feature in the agendas of international health organizations and government health sectors. 

A resolution passed by the Pan American Health Organization (PAHO) in 1993 urged all Member States to establish national policies and programmes to prevent and manage gender-based violence (55). The World Health Organization followed suit with a World Health Assembly resolution in 1996 that declared violence against women as a public health priority (56). Professional associations in a number of industrialized countries have developed protocols for identifying and managing women affected by intimate partner violence and sexual assault. National health sector policies in many Latin American countries have included guidelines for addressing gender-based violence, and pilot programmes to train health professionals are ongoing in many developing countries around the world (15). 

The first section of this chapter outlines the potential role of individual health care providers within a health facility setting, drawing on experiences from other countries. Section two then discusses potential interventions that could be introduced in the health sector setting within Kerala, drawing on interviews with key informants and health providers and observations and secondary data gathered from referral hospitals in the three districts of Ernakulam, Kozhikode and Palakkad.

6.1 The potential role of health care providers

Health providers are in a unique position to intervene in preventing and managing the health consequences of gender-based violence. This is because health facilities are probably the only public institution that almost all women will come in contact with at some point in their lives, for pregnancy and delivery-related care and contraception or in the process of seeking health care for their children. 

Also, women who are victims of sexual assault are required to be brought to health facilities by the police, and those who have been seriously injured physically come to the emergency department of hospitals for immediate care. A health provider well informed and trained to manage the victims sensitively could make a world of difference to the woman traumatized by the assault.

However, in many settings, health providers may be unresponsive to women experiencing violence, choosing to treat them symptomatically rather than probing beneath the surface. In a 1996 WHO consultation on violence against women, a number of provider-factors were identified as potential barriers to effective response to gender-based violence. One of these is providers’ lack of technical knowledge and skills that made them reluctant to deal with gender-based violence, their feelings of inadequacy and powerlessness especially where there are no support services for victims to which the women may be referred. The second is providers’ belief that intimate partner violence is a private matter between the woman and her husband and that it is inappropriate for the health provider to get involved beyond treating the injuries and health problems. Negative attitude towards the woman experiencing violence, including the belief that the women may have provoked the violence or that women who continue to stay in violent relationships have only themselves to blame, may be another factor that prevents the health provider from responding sympathetically to a woman suspected to be experiencing violence (57).

  

The lack of institutional support and the absence of clear institutional policy and guidelines may be other reasons that come in the way of a sympathetic and proactive role by health providers when dealing with women experiencing gender violence. Some of these policy issues are discussed later in this section.

 
There are two important things a health care provider can do about gender-based violence. These are

· Asking about abuse

· Supporting women who disclose violence or abuse. 

6.1.1 Asking about abuse

A number of studies now indicate that routinely asking about violence and abuse within a health care setting helps identify and provide help and support to a much larger proportion of women than would be the case if the health care provider waited for the woman to disclose the violence of her own accord (58,59). Some studies also indicate that women themselves may welcome routine enquiry. For example, among women attending a community health clinic in Cape Town, South Africa, more that 88% of the women welcomed the idea of routine enquiry (60). 

The routine enquiry need not be elaborate. Three to five screening questions- posed directly or indirectly as appropriate in a given situation – have been found to be adequate in many settings (See Box 1 below).
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A study that used the three brief questions (Box 1) found that these questions correctly identified a majority of abused women. It took only about 20 seconds to ask these questions (62).

Screening women for gender-based violence may be undertaken on a priority basis at least within Maternal and Child Health and Family Planning services, Gynaecological services and Emergency services. Not only do these setting provide good opportunities for introducing questions related to violence, but these may also the most likely places within health services that women experiencing gender-based violence approach.

The provider needs to be mindful of the victim’s safety when asking her about abuse. Privacy, confidentiality and safety are of the utmost importance. Care should be taken to ensure that the abuser is nowhere in the vicinity and will not come to know of the disclosure. The health care provider has to provide counselling and advise without being prescriptive and taking decisions on behalf of the woman. The provider also needs to understand that not all advise will be followed, and respect the woman’s autonomy to make her own decisions when she is ready to make these.

Asking about abuse may not always lead to disclosure by the woman. She may be ashamed to disclose, viewing the violence as an indication of her personal failure; she may not be sure of the health care provider’s responses. Placing posters about gender-based prominently and making information pamphlets available in the waiting rooms and consulting rooms of health facilities may help women experiencing violence feel more comfortable about disclosing violence.

 
While the best way to uncover a history of abuse is for the health care provider to ask about it, it helps when the health care provider can recognize signs and symptoms of abuse. This will help identify and screen at least ‘high risk’ women when the health facility is busy and the provider has very limited time. The following have been identified as ‘red flags’ that should alert a health care provider to the possibility that the patient is a victim of violence or sexual abuse:

· Chronic vague complaints that have no obvious physical cause

· Injuries that do not match the explanation of how they occurred

· A male partner who is overly attentive, controlling or unwilling to leave the woman’s side

· Physical injury during pregnancy

· Late entry into prenatal care

· A history of attempted suicide or suicidal thoughts

· Delays between injuries and seeking treatment

· Urinary tract infection

· Chronic irritable bowel syndrome

· Chronic pelvic pain (15)
 
While the above have been identified as generic signs and symptoms, these would vary across settings. For example, CEPAM, an Ecuadorian women’s organization developed its own set of indicators o violence based on their interactions with victims of intimate partner violence. Included in their guidelines as symptoms are premature aging, and expressions such as “It’s a woman’s martyrdom” and “This is the cross you bear in marriage”(63). There is need to develop context-specific guides to help the health care provider.

6.1.2. Supporting women who disclose violence or abuse

The very act of asking a woman about abuse and listening to her disclosure with empathy and sensitivity is an act of support. It helps women feel that the violence is not their fault, and can be the beginning of a process of changing their situation. 

What do women disclosing violence want of health care providers? A study from Wisconsin, USA of 115 women who had been battered by their male partners offers some insights. According to them, supportive behaviour would include the following (64): 
Medical support

Taking a complete history

Detailed assessment of current and past violence

Gentle physical examination

Treatment of all injuries

Emotional support

Confidentiality

Directing the partner to leave the room

Listening carefully

Reassuring the woman that the abuse is not her fault and validating her feelings of shame, anger, fear and depression

Practical support

Telling the patient that spouse abuse is illegal

Providing information and telephone numbers for local resources such as shelters, support groups and legal services

Asking about the children’s safety 

Helping the patient begin safety planning (64)

Detailed documentation

Careful documentation of the injuries and symptoms with which a woman presents, as well as of the history of abuse is another way in which health providers can help. Documentation should not only include the nature of injuries and symptoms but also the identity of the abuser as reported by the woman and the nature of his relationship to the woman. This will help future medical follow-up. In case the woman takes legal action, such documentation of a history of abuse by a health provider would prove to be powerful supporting evidence (65). 

Safety plan
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Another action that health care providers can take to help women experiencing intimate partner violence is to review a ‘safety plan’ with them. The following is a list of issues to discuss with the women, whether or not they are thinking of leaving the abusive relationship (15). They could draw on these to develop their own specific safety plan as appropriate. Developing a safety plan could help the woman to be prepared to leave the relationship safely in case the violence accelerates.

Developing such a safety-plan could prove much more difficult in the case of low-income women who may not have the resources to leave the abuser, and may not even be able to afford temporary stays in hotels or guest houses. The health provider may have to find out if there are affordable safe places that the woman can go to, such as homes of friends or relatives. In places where such facilities exist, they may be directed to women’s shelters or women’s organizations that can help them. In the absence of such facilities, the health provider may be in a difficult situation, wanting to help but having limited possibilities to do so. 

Lessons to date however indicate that in all circumstances, it is worthwhile to at least talk to the woman and acknowledge and document her situation of abuse, and provide whatever help is within the provider’s means. 

6.1.3. Providing emotional support to health providers 

An initiative by the Pan American Health Organization (PAHO) to review experiences of health sector responses to Gender-based violence showed that caring for survivors of violence was a deeply emotional experience for the health providers concerned (65). Experiences ranged from feeling emotionally drained to frustration and anger because the women kept returning to abusive relationships. Coming to terms with the role of a counsellor who merely discussed various options but left the final decision to the patient may be especially difficult for physicians who are used to giving advice and expecting these to be complied with. Emotional support for providers is recommended as an essential component of any gender-based violence intervention programme. PAHO has developed a guide for the emotional support for providers (66).  

6.1.4 Supportive institutional environment

 
The support available to health providers within their health facilities could make an important difference to how effectively they can undertake the task of screening for and providing support to women experiencing violence. For example, if the top management of a hospital considers gender-based violence interventions an important priority, then a number of initiatives can be undertaken within that hospital that would strengthen the efforts of individual providers. This could include 

· Training all staff members who interact with patients, from the security guard at the gate to the receptionist and the pharmacist; 

· Making available health education material and information material on gender-based violence and organizations that provide support at strategic points in several departments of the hospital; 
· Providing adequate physical space for the departments which screen women experiencing violence to ensure privacy, confidentiality and safety 
· Displaying prominently posters which mention that patients are encouraged to talk to health care providers about their experiences of violence; and most importantly,
· Developing an integrated institutional protocol which clearly states what different levels of staff are expected to do when they encounter a woman who has experienced gender-based violence   
Supportive health sector policies

Individual health care providers and health facilities may take the initiative to address gender-based violence. However, such efforts will be just a drop in the ocean and can be limited unless there are health sector-wide initiatives and policies. The adoption of a specific health sector policy on the role of health care providers in addressing gender violence is important if such care is to be institutionalised within the health sector and not remain ad hoc initiatives of individuals or particular health facilities.

National policies have been adopted in many countries of Latin America and the Caribbean as a result of a regional effort by PAHO during the last decade. These policies simply state that sexual and physical violence against women is a serious public health problem; and that health services should provide basic services for victims of violence. Many of these policies also specifically call for health services to co-ordinate with other sectors as well as non-governmental organizations in order to ensure an integrated approach to victims of violence (65).

Some of the policies in the Latin American and Caribbean region also outline basic principles and guidelines for caring for victims of violence from a gender and human rights framework (65). Box 3 below presents the approach of Costa Rica. Such guiding principles are an attempt to ensure that the rights of victims of violence are recognized and that health providers do not inadvertently contribute to accentuating the victim’s trauma.
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In addition to these sector-wide policies, specific government orders may be required to alter institutional procedures, which may compromise the safety of the victim of violence. For example, institutions may require women admitted with serious injuries to furnish details about their husbands as next of kin or routinely inform the husbands or fathers/guardians. An altered procedure would take the woman’s consent before informing the next of kin, to protect their safety.

Adopting health sector policies on gender-based violence is only a starting point. These policies need to be widely disseminated among health care providers as well as the public, in order for them to be implemented effectively. 

6.1.4. Principles of good practice

 
The past few decades of experience in addressing gender-based violence has led to a number of lessons learnt on good practice. These may be summarized as follows (65,67):

· Both national and local level actions are needed to address gender-based violence. National policies play an important role in creating formal mechanisms and in adopting standard norms. For abused women to have access to the services they need, these national actions have to be backed by coordinated community-level initiatives.

· Action is needed across sectors in order to provide an adequate and timely response especially to low-income women.

· The safety of women should guide all decisions relating to interventions. No intervention should be developed that could potentially jeopardize the woman’s safety.

· Training alone does not help. Training has to be accompanied by changes in institutional cultures in a direction that supports its staff’s involvement in GBV issues, and provides adequate recognition and resources.  

6.2. Practical possibilities in the Kerala context

With respect to the health system in Kerala overall, violence against women is still an invisible and unrecognised threat to women’s health. Therefore it is important to treat violence against women as a public health concern and initiate an active case finding process within the health system.

Neither the recording systems nor the medical personnel are at present sensitive enough or equipped to probe and elicit data on violence faced by women at home and therefore concerted efforts are to be made to train health providers at all levels, starting with those who are usually approached by women experiencing violence – the medical officers in casualty departments, staff of burn wards and obs-gyn wards, for example. 

Screening and reporting protocols need to be developed that are specific and sensitive to manifestations of gender-based violence in Kerala. Standard protocols have to be created for doctors to help with the screening of women for abuse. These protocols may further be refined taking into account the regional experiences if documented and evaluated. The health providers need to be sensitised also about child abuse, coerced sex within marriage and harassment at work place.

Lack of psychologists/psychiatrists/trained counsellors to provide counselling services to women who have suffered violence exists within the health system. It must be remembered that ordinary counselling skills may be enough to counsel women who have suffered violence. Therefore a practical and sustainable solution may be to train nurses in the casualty, burns and surgical wards where women victims of violence usually seek treatment or get admitted.

Training and sensitisation of the staff in the institutions regarding gender, violence and their health consequences, to recognize symptoms of abuse and a full working knowledge of what help is available for women facing violence and who best to refer them is essential. 

Since the literacy level in the State is high, campaigns including posters and pamphlets at the hospitals speaking against gender based violence and the possible support mechanisms and the need to talk about it to the health providers must be tried. This can lead to removing the taboo associated with abuse both on the part of the women affected and the medical staff dealing with them. 

Violence against women is a difficult issue to deal with from a medical perspective, as it requires time in its detection, patience in its investigation and understanding and education in its reporting. It is also not possible for a single hospital or a team of few trained hospital staff to handle a multi dimensional problem such as violence against women. There is a need to establish a strong network with other groups working on this issue like women’s organizations, crisis shelters for women, legal support groups, help lines, counselling services and the police. And therefore a health system that is geared to respond to the needs of the women facing violence must be able to maximize and expedite women’s access to relevant services.

Any system to help victims of violence who reach the health system needs to be identified and necessary help provided. But any structures that are put in place have to be sustainable. If interventions should cease to be ‘pilot projects’ in few institutions and on the contrary should become pervasive, sustainable and replicable across the entire health system then it is important to devise them, from national and international experiences and which can be run from within the existing structures.

Chapter 7

Conclusions and recommendations

7.1 Conclusions

 
 
The present study finds that almost 40% of women have ever experienced any type of domestic violence during their lifetime. Physical violence and psychological violence are the most common types of violence experienced. The majority of perpetrators are husbands. The violence resulted in significant psychological distress in about 50% of the women, about 8% experienced suicidal ideation and 10% incurred serious injury warranting medical attention. Reporting of violence in public places and in workplaces was relatively low, probably due to the high representation of non-working women in the study sample.

Women experienced domestic violence across all educational strata almost equally, and in fact women with a university degree reported a slightly higher level of violence than others with any education. A greater proportion of women working as casual labourers had experienced any violence in their lifetime than other workers and even homemakers. There was not a perceptible difference across age groups in lifetime experience of violence, suggesting that for those experiencing violence, this experience may start early in their lives. Having been subjected to dowry demand before and after marriage, and having no say in matters related to contraception and sex within marriage emerged as factors most significantly associated with lifetime experience of violence. The association of lifetime experience of violence with decision-making power within the household shows that overall, a smaller proportion of those who were part of the decision-making process experienced violence as compared to those who were the sole decision-makers, as well as those who were never consulted for any major household decision. 

Facility-based information collected confirms that abuse by husband is the most common type of violence experienced by women, and a sizeable number of women are injured badly enough to approach the casualty department. However, the casualty departments of referral hospitals in Kerala are currently not equipped to detect and identify domestic violence unless this is specifically reported by the woman concerned. And even those who do report violence are treated only for their physical injury and sent home to the same situation of violence. This represents a lost-opportunity to help even the small minority who approach the health system, resulting in much avoidable morbidity and mortality, and a high overall cost to the health system.

Home is believed to be a safe and private place for individuals especially women. This belief results in the issue of violence against women inside the house being rarely discussed. And it is only when the acts of violence results in a crisis or acute emergency or manifests as other health problems requiring either physical and/or psychological treatment the women approach the health system. 

In the context of Kerala, as mentioned earlier though women are highly literate when compared to other states their decision making, autonomy, public participation, work participation and mobility are still severely restricted. In such a situation it is not fair to assume that women in Kerala will be vocal and come out in the open about the violence they face in the public or private spheres. The stigma of violence against women within homes especially from husbands, the unwillingness to relive the experiences, no guarantee for benefit, the possibility of re victimisation and the shame and blame prevents them from disclosing the information to outsiders and particularly the health system that they do not see as a potential source of help. It is also because they do not relate the reason for their ill health to the violence they face. 

7.2  Recommendations

7.2.1. Policy statement on gender based violence

 
 
The Department of health needs to issue a policy statement stating unequivocally that the issue of gender-based violence is central in its efforts to ensure comprehensive right based high quality health care to all women and men. This policy will also state that the Department would play a major role in reducing the morbidity and mortality associated with GBV, manage its health consequences and lead an intersectoral initiative that will seek to stop the abuse of women in the public and private domains. Adopting such a policy will give visibility to the issue and sensitise the society.
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7.2.2. Institutional reforms to mainstream the issue of gender based violence

 
 
Development of norms and protocols is a crucial step needed to provide improved services for survivors of violence. These norms and protocols  will provide guidance for identifying and providing a uniform minimum package of services to women affected by GBV. Routine screening especially in reproductive health care, emergency departments and mental health care will contribute to better outcomes for the women as well as improve quality of health care in these areas. 
Institutional changes 

 
 
Since it is unethical to implement routine screening to identify survivors of violence unless health facilities are equipped to provide privacy and confidentiality, appropriate care and follow up (including PEP, emergency contraception) and referral. Therefore a systems approach needs to be taken where institutional changes are made to ensure privacy and confidentiality to the women, training of the providers to respond to them with sensitivity and prepare them to address the specific needs of the abused women. 

Support services within the health system

· A crisis support cell may be established in all major government hospitals with a trained medical social worker to provide appropriate services and referral. This should be an independent cell with referral of patients from the emergency department and all other departments carrying out screening for GBV.

·  Existing mental health facilities and programs including mental health program should also be reoriented to provide appropriate care for survivors of gender based violence.

Training of staff
 
 
Routine in-service training programmes are to developed for health professionals. Such training will sensitise health professionals on gender based violence, equip them to ask women about their experiences of GBV and to document injuries and medico legal evidence which are fool-proof. The training will also develop health professionals’ skills to provide basic support for abused women including formal counselling, and provide them with information on sources for help and suitable referral to other local services. Special training and skills up gradation in dealing with rape and child abuse cases needs to be part of the training program

Medico legal accreditation

 
 
Some form of Medico legal accreditation is needed to extend quality care to women or children who are raped. Therefore strategies should be made so that only doctors who are accredited to do so should examine rape victims. Accreditation should depend on having undergone some specialist specifically designed short-term course, which will include experience of having examined a minimum number of rape survivors. Plans for such medico legal training and provision of services may be done with the support of the Medical education department 

 Reform of medico legal response

 
 
Survivors of violence should be provided timely and speedy care and foolproof medico legal evidence. Wound certification procedures, collection of specimens, specimen management, and co ordination with the police with respect of timely intimation and issue of certificates may be streamlined using mandatory procedural guidelines. 

Health professionals are to be provided with financial and other support, which will enable them to participate in the legal process without hampering their other duties.

 Medical and Nursing curriculum
 
 
The issues of gender as a determinant of health issues, gender based violence, its impact on health and care of abused women should be integrated into the medical and nursing curriculum.

7.2.3 Support network

Interdepartmental network 

Interdepartmental coordination is needed between the Department of Health, Police, Judiciary, Social welfare and other relevant Government agencies. Specific directives need to be issued regarding the role of each department in addressing the issue of GBV. Appropriate guidelines may be issued and mandatory provisions made to co ordinate services to the survivors, improve access to justice and promote violence prevention.
Co ordination with non-governmental and private sector actors 

Non-governmental agencies and private institutions and individuals need to be part of any initiative that seeks to address the issue of GBV. Information regarding all agencies and governmental and nongovernmental facilities should be made available to all the health facilities for referral and further support of abused women. 

Facilities like telephone hotlines, emergency shelters, legal assistance, counselling services, psychological care, income generation programs for the survivors, long term rehabilitation and child care services are needed to address the concerns of the survivors of abuse effectively 

 Community based networks

Community participation is an essential element of any response to GBV to succeed. Efforts to promote knowledge of legal and social rights among women, empower them to report abuse and seek help, provide support to women who seek legal assistance, mobilisation of the community to defend the rights of women and children are crucial. Community based organisations and grass roots women’s organisations are the ideal links that can successfully work towards this goal. 

· All local bodies (panchayats, municipalities and corporations) should form Vigilance committees (jagritha samithies), which should be strengthened, with gender sensitization and more information on the process of working with violence victims. Reformulate appropriate Government orders to ensure proper and regular functioning of the samithis. 

· Local bodies should undertake domestic violence intervention and prevention programmes including life skill programs in schools under their women’s component plan for which the District Planning Committee (DPC) should provide proactive support. 

7.2.4 Allied sectors

Judiciary

· Steps need to be taken to ensure gender sensitisation of lawyers and the judiciary as part of their training and in service continuing education. 

· Procedural reforms must be made by the judiciary to avoid harassment to women and children by the law and enforcement institutions.

· Enact new specialized legislation on GBV with focus on gender sensitive interpretation and enforcement.

· Reforms including special courts for cases for violence against women and children with up to date technological support like video graphing of statements of rape and child abuse victims and ensuring speedy completion of cases.

· Women’s Commission should be given more penal powers beyond just recommendatory powers. It should be expanded with more members and provided with adequate resources and personnel.

Police 

Gender training should be made mandatory in the training of police officers including in service training. Periodic evaluation of the training should be made using appropriate methods to assess the change in attitude and service delivery.  

Women representation in the police force should be increased. But gender sensitivity does not accrue to any sex by default and therefore sensitisation of officers in the Police Department also be made regularly to handle cases with sensitivity and confidentiality. Police stations should develop a women friendly and adopt a rights based approach to issues like gender-based violence. They should be provided with information regarding support network and procedural guidelines

Education

Gender-sensitisation and sensitization against gender-based violence should become part of school and university curricula. Adolescent reproductive health programmes and life-skills education programmes should necessarily include training for the prevention of GBV. 

7.2.5  Behaviour Change Communication and Health promotion

 

Behaviour change strategies are the most important in terms of prevention of gender based violence initiatives and this is most successfully done through edutainment (entertaining-education) program designs. Gender sensitive written and visual materials on violence against women including services available should be made available to the public. Activities such as observation of November 25th- the International day on violence against women - involving Government departments and non-governmental agencies would help highlight the issue, and should be done on a sustained basis.
7.2.6 Media 

 
 
Media plays an important role in promoting and reinforcing gender stereotypes, and often legitimizes gender violence against women. There should be a policy against  depiction of GBV in the media as an acceptable everyday reality.

 
 
Workshops need to be held for media personnel to draw their attention to the extent and impact of the problem of GBV, and the negative role of the media in promoting and reinforcing GBV. 

 

Incentives such as awards may be instituted to encourage media initiative in drawing attention to GBV and to refrain from negative portrayal. 
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A study on Gender Based Violence in Kerala

Questionnaire

Sakhi Convent road, Trivandrum-695035

	Date/Time of the interview:



Interviewer code:

Name of the panchayt/Ward

Name of the district

Rural/Suburban/Urban/coastal




Agreement

Sakhi is conducting a study on health and experiences of women in three districts in Kerala for the Ministry of Health. We have selected respondents to be interviewed from each district randomly. In each district we have selected 20 wards from 20 panchayats. We have selected few families from these wards.

We promise you that whatever information is provided by you will be confidential. We are not going to mention your name and address in this questionnaire. You have the right to stop the interview if necessary. You also have the right not to answer the question that you do not want to.

You agree to give us an interview with your full consent. Your sharings and reactions may help the women from other districts.

Are you willing to this interview

1. Not willing to give an interview

2. Willing to give an interview

Signature of the respondent

3. Ready to give interview but disagree to sign

Signature of the interviewer

I. Family details

	Currently

residing
	Code No.
	Sex

M/F
	Relationship

With the respondent
	Marital status

(code)
	Age
	Religion/

Caste

(code)
	Educ
	Occu
	Monthly income
	Place of

employment



	
	
	
	
	
	
	
	
	
	
	

	Usually residing but now away
	
	
	
	
	
	
	
	
	
	


· Marital status: Code

(1) 
Married 

(2)

Divorced 
(3)

Widowed 

(4)

Separated 


(5)
Single 

(6) 
Any other

· Religion: 
1.
Hindu 
2.
Muslim 
3.
Christian 
4 
Any other(specify)

· Caste: 


SC 

(1) ST  

(2) OBC  

(3) Any others (specify)

The one who is giving information (write the code above):

II. House and surroundings

2.
Is this house- own / rented/any other?…………

3. 
No of rooms (including kitchen)…………..

4.
Type of house (observation) 

(1)

Separate house with a compound 


(2) 
house without a compound 

(3)

part of another  house 


(4)

Flat

(5)

Roof: (1)
Thatched 
(2) 
Tiled 

(3)

Terrace 

(6) 
Floor-
(1)

mud/Cow dung smeared 

(2)

cement 

(3) 
mosaic
(4)

marble 

(5)

others (specify)

(7)  
Toilet : 
(1) 
Own  

(

(2)
 
Sharing basis  ( 


(3) 
Common  
( 

(4) 
Nil 



(
(8) 
Drinking water source: 


(1) 
Common well 

(2) 
Common pipe 

(3)  
Own well 


(4) 
Own  Pipe connection  

(5)

others (specify)

(9) 
Electricity connection        
Yes

(

No   (
(10) 
Respondent lives in /with  

(1) 
Father   (  
(2) Mother (  
(3) 
Husband’s family  ( 

(4)  Both  (  
(5) 
With others (
III. Income

11.What is the main source of income of the family?

(1) 
Agriculture   
(2)

Business  
(3) 
Fishing shop 

(4) 
Paid jobs Government/ Private sector 


(5) 
Casual work  
(6) 
NRI  


(7) 
Others (specify)

12.
Is the family paying any kind of loans, instalments etc. at present? 

Yes
(

No  (
13

.If yes, for what purpose?

14. 
If yes, in whose name is the loan ?

If the respondent is not married she should directly respond to question no 40 onwards.

2.4. IV. MARRIAGE

15.  
If the respondent is married, what was your age at the time of marriage ------ 

16.  
What was your husband’s age when he married you?----------

17.  
Was it  your first marriage ?      




Yes (      No  (
18.  
If not, the reasons for second marriage

1.
First partner’s death

2. Deserted

3. Separation

4.
Legally divorced /Talaqe

5.
Any other (specify)

19.  
Was this first  marriage ?  






Yes  (      No  (
20.  
If not, the reasons for second marriage

1.
First partner’s death

2.  
Deserted

3.  
Separation

4. 
Legally divorced /Talaqe

5. 
Any other (specify)

21.  
Details regarding your marriage?

  

1.
Arranged marriage (legally registered/ according to religious rites /Both)

2. 
Love marriage (Legal registered / temporary registration/ according to 

religious rites / both)

3.
Love marriage with the full support of the family.

4. Love marriage without the full support of the family.

5. Living together without any formal functions

6.
Married a person who is not legally divorced.

      22.
Was the dowry given ?  







Yes  (      No  (
23.
If yes, what was the dowry given ?

	
	
	How much
	In whose name
	In whose name is the deposit

	23.1
	Money
	
	
	

	23.2
	Gold
	
	
	

	23.3
	Land
	
	
	

	23.4
	House
	
	
	

	23.5
	Vehicle
	
	
	

	23.6
	Visa
	
	
	

	23.7
	Any others (Specify)
	
	
	


24. If there is a demand for dowry after the marriage….

	
	
	How much
	In whose name
	In whose name is the deposit

	24.1
	Money
	
	
	

	24.2
	Gold
	
	
	

	24.3
	Land
	
	
	

	24.4
	House
	
	
	

	24.5
	Vehicle
	
	
	

	24.6
	Visa
	
	
	

	24.7
	Any others (Specify)
	
	
	


      25. 
Was the dowry demanded by the husbands family? 

Yes  (      
No  (
      26.
Was the entire promised dowry given?  





Yes  (      
No  (
      27. 
Was your husband’s family satisfied with the dowry recieved? 

Yes  (      
No  (
      28.
What was the dowry used for?  

29.  
Was there any demand for money or assets again after the marriage? 

 Yes  (      
No  (
30.  
If yes, when

1st child’s birth  / 2nd child’s birth / husband’s sisters marriage /when a house was  built / any other (specify)

31.  
After the marriage, at any time did you feel worried that you did not  

 

bring   enough dowry?  










Yes  (   
 No  (
32.  
If yes, in which circumstances?

33.
 Did you at any time felt that because of dowry that you are not respected by   

  


the in-laws?  














Yes  (      
No  (
33. Did you have to face any such situations in your life where you were sent back   

from your husband’s home because of dowry issues?    

Yes  (      
No  (
35. 
In the last 5 years, has there any situation where a proposal for marriage for any  
member of the family, did not materialize due to dowry issue? 

Yes  (      No  (
      36. 
If yes, whose?

      37. 
Do you know that there is a law against dowry ? 



Yes  (      No  (
   
38. 
If a problem arises due to dowry, whom should we complaint to ?




……………………………………………………………………..

V .AUTONOMY AND DECISION-MAKING

39.
Can you tell me some activities or things, which you can decide all by yourself in 
this family?

40.
In which matters you can go by yourself or with somebody. Can you list out from 
the details given below?








         Alone         
With someone











(Code)

	1.
	Shop / Market
	
	

	2.
	Place of Worship – Temple / Church
	
	

	3.
	To buy household appliances
	
	

	4.
	Bank
	
	

	5.
	To visit neighbors and friends
	
	

	6.
	To attend various organisation’s meetings
	
	

	7.
	To visit parents
	
	

	8.
	To go to the hospital
	
	

	9.
	To go for a movie
	
	

	10.
	For educational purposes
	
	

	11.
	To learn stitching and typing
	
	


Code no (1) Female relatives (2) Women neigbhours (3) Male relatives (4) Along with the husband (5) With any others ( Specify) (6) No

( If you are going with more than one person use the code number accordingly) 

   
41. 
Are you part of any women’s group or associations?  


Yes  (  
No  (
  
42. 
Do you need anyone’s permission to attend their meetings? 
Yes  (  
No  (
43. 
In the last one year have you participated in any party activities ? 

Yes  (    No  (
    44. 
In the last one year have you participated in any Grama Sabha meetings ?

























Yes  (      No  (
(If the respondent is not married go to question no 50 directly.)

     45.  
How often do you go to your home? Rarely/occasionally/ often/ never

     46.  
Do you need any permission from anyone to visit your home? Yes  (    No  (
     47.  
If yes, to whom should you ask? 

     48.  
Are you allowed to stay overnight at your natal home? 

Yes  (      No  (
2.4.1.1.1. Economic Self Sufficiency

     49.  
Do you own any of the family assets in your name? 


Yes  (      No  (
     50.  
Do you have savings in in your name? 






Yes  (      No  (
     51.  
If yes, specify?

(1) bank account 
(2) chitty 
(3) SHG 
(4) FD 
(5) Other

     52.  
Did you receive any share from your family’s side? 


Yes  (      No  (
     53.  
If yes, what and how? 

54.  
If no, why?

    (If you are not married go to the question no 58).

     55.  
Is the dowry (money / gold) that you received still in your name? 

Yes  (      No  (
     56. 
If no, for what purposes was it used ?

     57.  
Do you work outside home? 










Yes  (      No  (
     58.  
Do you work on income base from home itself ? 



Yes  (      No  (
     59.  
What do you do with your salary 

1. Usually gives it to husband  

2.  keeps it with herself  

3.  give it to the head of the family.  4. Any other (specify)

      60.  
What do you do with your salary ?

1. With the permission of the husband. 
2. Taking decisions herself 

3.
With the permission of the male head of the family. 

4 
With the permission of  The female head of the family. 

5. 
Any others (Specify)

      61. 
Is your salary used for repayment of loans/ installments? 
Yes  (      No  (
      62.  
If yes, for what purposes? 

      63. 
Who is taking decisions in the family in the list given below? Write the code.

	Sl.No
	
	Code 

	63.1
	Each days food items
	

	63.2
	Matters regarding your health
	

	63.3
	For buying gold and other expensive items
	

	63.4
	To go to your house
	

	63.5
	To go to places of worship
	

	63.6
	To go for a movie
	


Code no  
1) 
Husband   


2) Yourself   

3) Both of you   

4) Members in your family (Specify)  
5) All members together

(If not married go to question no 66)

         
64.  
Do you think your opinions matter in this house? Yes  (      No  (

VI. General Health

      
65. 
Last year due to illness how many times did you go to hospital? 

       
66. 
For which illness did you get medical treatment?

67. 
Do you suffer from any health problems that is listed below? (Sometimes / Often/ Always)





1. Headache  
2. Dizziness  3. Numbness  

4. Anxiety (Vepralam)  


5.Palpitation 





6. Migraine (Kodinji)  


7. Tiredness  


8. Heartburn.  





9. Any other (Specify)

(If you are not married than go to the question no 82)

VII. Pregnancy and child birth

68. At what age did you first become pregnant? ----------------

69. Are you pregnant now ?  









Yes  (      No  (  

	Pregnancies

Including present preg
	Outcome
	Type of delivery

Normal Csec
	Sex Age of the child

Male/ female
	Alive/ dead
	Age at death
	Cause of death

	
	Abortion
	Still birth
	Live birth
	
	
	
	
	

	
	MTP
	spont
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	


70. How many children do/did you desire?

By yourself  ( 


Husband (  
Both together 
(  
Others (
VIII. CONTRACEPTION
71. Have you / Do you use contraceptive measures?

Yes  (   No  (  

(If no, go to question no 74….)

72. If yes, what are the contraceptives you use to space births? 

1. Oral pills  

2. IUD (Loop)  
3. Condom  
4. Safe period  

5. 
 Permanent sterilization – For Wife/ Husband  
6. Any other.

73. If not, have you used any other contraceptive methods ? 

Yes (    No  (  

(If no, go to question no 81….)

74. 
Which contraceptive methods have you used? ( Can be more than one)

1.
Oral pills  
2. IUD (Loop)  
3. Condom  

4. Safe period  

5. 
Permanent sterilization – For Wife/ Husband  
6. Any other.

75.
If you have used any contraceptive methods, whose decision was it? 

1.
Decided myself  
2. Husband  3.
Self and husband  

4.
Mother –in-law 
5. Others (specify)

76.
Due to their use do/did you suffer from any health problems? (Specify)

77. 
Do/Did you have any problems with your husband due to any of these?








      



Yes  (      No  (  

78. 
In case of no contraceptive measures, why?

1. No need, to old

2. .Haven’t yet had a child

3. Want more children

4. Want a son

5. Husband opposes

6. I feel it is not good for health

7. Not applicable because widowed, divorced, separated, husband away

8. Not applicable, because we are unable to have children

9. Don’t know enough about methods

10. Don’t know where to go

11. Our religion does not permit it

12. Other reasons (specify)

IX. Reproductive and Sexual Health

79.
From last 6 months do you have any reproductive health problem ?

	79.1
	Menstrual disorders/ Bleeding
	

	79.2
	Leucorrhoea
	

	79.3
	Pain while urinating
	

	79.4
	Low abdominal pain 
	

	79.5
	Itching in the genitals
	

	79.6
	Any wound or pus in the genitals
	

	79.7
	Any others (specify)
	


80. 
Do you face any of the following problems?

	80.1
	Menstrual disorders/ Bleeding
	

	80.2
	Uterus fibroid
	

	80.3
	Ovarian cyst
	

	80.4
	Breast lump
	

	80.5
	Uterus Prolapse
	

	80.6
	Any others (specify)
	


81. Are you taking  medicines currently for any health problems ? 

Yes  (    No  (
82

.If yes, for what?

(If no, go to session 9….)

83. 
Have you undergone hysterectomy?  



Yes  (    No  (  

84. 
If yes, give reasons?

85. 
Some women experience pain during inter course? Do you feel any such  pain?    









Yes  (    No  (    

86. 
If yes have you spoken to anybody ?     


Yes  (    No  (  

87. 
If yes, to whom ?

88. 
If no, why?

89.  
Do you ever discuss sexual matters with your husband?   

Yes  (    No  (  

90. 
If not, why?

91. 
If you are tired, ill or upset and you do not want to have relations with your husband, does he listen when you say no?    

Yes  (    No  (  

92.  
if no, does it lead to coercive sex / physical violence / 

harassment

93. 
Is there a separate room for just both of you in the house?  

Yes  (    No  (  

(If above 45 years, follow the questions below, otherwise proceed to session  10)

94. 
Have you attained menopause ?  




Yes  (    No  (
95. 
Do/Did you face any problems related to menopause? 

Yes  (    No  (  

96. 
If yes, what is the type of problem? Bleeding, hot flushes, any other   difficulty(specify)

About problems faced by women

 
 
We are slowly realizing that women are increasingly facing problems within their homes, at their workplaces, while traveling and even in public spaces including schools, colleges and theatres.

 
 
The Government/Health department is very keen to hear the experiences of women in Kerala regarding their experience of violence within and outside their homes. The information you give and your views would be crucial and extremely helpful in designing programs and providing services for women and girl children in Kerala in the future. 

 
 
The following questions are an attempt to understand the extent of such problems. We request your sincere and frank responses. We value your privacy and the information you give will be kept confidential.

 
 
Let me remind you that by the term violence we mean all episodes from childhood  to the old age.

1.
Violence occurring within the family – Body abuse, mental  and sexual abuse,   economic atrocities, physical violence, adolescent girls facing sexual abuse, violence related to dowry, forced intercourses within the marriage, violence from members other than husband.

2.
Exploitation within the society / worl place / educational institutions – abuse, rape, sexual abuse or harassment, complusery prostitutions, hijacking 97. In your opinion what kind of violence women in Kerala are facing?

XI. PUBLIC SPACE

      98.
Do you feel comfortable and safe to travel alone?  
Yes  (    No  (  

      99 
If no, why?

100. 
Have you ever faced harassment of any kind from men while traveling in public transport?  











Yes  (    No  (  

     101.
If yes, explain

102. Have you ever faced harassment of any kind from men while walking 

on the street (whistling / following / exposing sexual organ etc)?  

Yes  (    No  (  

     103. 
If yes, explain

104. 
Have you ever faced harassment of any kind from men.

	104.1
	Any offices
	
	Yes / No

	104.2
	Police Station
	
	

	104.3
	Shops
	
	

	104.4
	School / Colleges
	
	

	104.5
	Hospital
	
	

	104.6
	Theatre
	
	

	104.7
	Celebrations
	
	

	104.8
	Any other (Specify)
	
	


105. If yes, explain?

XII. Workplace

(These questions need to be asked only if the woman is working outside  the home-I government, private, unorganized sectors)

106. 
How will you describe your workplace:  woman friendly / hostile environment













Yes  (    No  (  

     107. 
If no, explain.

      108.
Have you experienced any unwanted behavior from your coworkers?






















  Yes  (    No  (  

109.
Can you identify the Men who were involved  (Boss / Same age and same status in the office / your subordinates / consumers / businessmen / others)

      110. What happened?

      111. What solution did you find?

112. 
Have you experienced any of the following behavior at your workplace

	112.1
	Unwelcome physical contact or advance
	Yes / No
	

	112.2
	Unwelcome demand or request for sexual favor
	
	

	112.3
	Unwelcome sexually colored joke or remark
	
	

	112.4
	Unwelcome display of pornography
	
	

	112.5
	Unwelcome (or any other) physical, verbal or non-verbal behavior with sexual undertones
	
	


113. 
Have you faced any retaliatory action like demotion, dismissal, transfer  or adverse remarks on the work record for not consenting to any such sexual favours?








  
Yes  (   No  ( 

     114. 
If yes, which category of people are involved?

115. What happened?

116. What did you do in relation to this?

117.
 Does this harassment affect your work life/efficiency?Yes  (    No  (  

118. 
How does it affect you emotionally (revulsion, anger, disgust, fear, shame, confusion, powerlessness) ?Psychologically-(anxiety, nervousness, depression, low self-esteem, none,  Any other, specify)

119. 
How does it affect physically - sleeplessness/headaches, ulcers, high BP?

120.
Since you are a women have you been refused any rewards/promotion/higher pay?   






Yes  (    No  (  

121. 
Is the  complaints committee constituted at the workplace as per the supreme  court guidelines ?    Yes/  No/ not aware/ don’t know

XIII. FAMILY VIOLENCE

(Violence is the daily reality of many women in our country. Violence is not only physical but also mental and psychological. Many times, we are not able to speak about it, for fear that it may mean more violence or our name or family name will be tarnished. However, we will not reveal this to anyone and your name is not in the questionnaire. Moreover, we are willing to be in touch with you, I case you need any help. Can we talk about some of your personal experience of violence)?

123. Do you know about anyone in your family circle/friends/colleagues, who is 

 

experiencing domestic violence? If so,

	
	
	 Yes / No
	Perpetrator of violence (code)

	123.1
	From your family
	
	

	123.2
	From your neigbours
	
	

	123.3
	From your friends 
	
	

	123.4
	From your coworkers
	
	


(Perpetrator – 
1. Father  2. Mother  3.  Brother  4. Sister  5.  Husband  6. Neighbors

7. Relatives  6. Any other (Specify)

124. According to you, what are the causes?


125.  
Have you experienced physical violence from your family members anytime 

              during your life?

	
	Physical violence
	At any time in your life

Yes   / No
	From whose side

(Code)

	1.
	hit/slapped/pushed
	
	

	2.
	Choking /suffocating 
	
	

	3.
	Hit the head against the wall
	
	

	4.
	Throwing things
	
	

	5.
	 Breaking the utensils
	
	

	6.
	Destruction of prepared food
	
	

	7.
	Threatened to kill (by showing the weapons)
	
	

	8..
	Tried to push in the well
	
	

	9.
	Kicking in the lower abdominal area
	
	

	10.
	Forcing intake of poison and liquors
	
	

	11.
	Burning
	
	

	12.
	Any other (Specify)
	
	


Code : 
1. Father  2. Mother  3.  Brother  4. Sister  5.  Husband  6. Neighbors

7. Relatives  6. Any other (Specify)

125. Have you experienced the above-mentioned physical assault from 

last  one  year?

	
	Physical violence
	From last 12 months

Yes / No
	Perpetuators

(Code)
	How many times it happened
	Medical treatment required 

Yes / No

	1.
	hit/slapped/pushed
	
	
	
	

	2.
	Choking /suffocating 
	
	
	
	

	3.
	Hit the head against the wall
	
	
	
	

	4.
	Throwing things
	
	
	
	

	5.
	 Breaking the utensils
	
	
	
	

	6.
	Destruction of prepared food
	
	
	
	

	7.
	Threatened to kill (by showing the weapons)
	
	
	
	

	8..
	Tried to push in the well
	
	
	
	

	9.
	Kicking in the lower abdominal area
	
	
	
	

	10.
	Forcing intake of poison and liquors
	
	
	
	

	11.
	Burning
	
	
	
	

	12.
	Any other (Specify)
	
	
	
	



128. Have you ever experienced any mental abuse in your life?

	
	Mental Abuse
	Any time in your life

Yes / No
	Mistake on whose side (Code)

	1.
	Humiliated in front of other family members/in public
	
	

	2.
	Forced to resign from work
	
	

	3.
	Kept the children away from me
	
	

	4.
	He threatened to commit suicide
	
	

	5.
	Deprived me of food, money, residence
	
	

	6.
	Always suspicious of my character
	
	

	7.
	Hardly talks to me-always , watching TV/ in front of the computer
	
	

	8.
	Takes all the money from me and make me to ask for each days expense
	
	

	9.
	Yelling/Screaming
	
	

	10
	Always afraid of what will happen
	
	

	11
	Isolate me from all family discussions
	
	

	12
	Always speaks ill of my family words
	
	

	13
	He has relationship with other women
	
	

	14
	Any others (Specify)
	
	


129. 
Did you experience any of the following types of mental abuse  in the last  one years?

	
	Mental Abuse
	Last 1year

Yes / No
	Whose Fault (Code)
	Roughly how many times
	Did it affect you so much to take help from outside Yes /No
	From

Where

	1.
	Humiliated in front of other family members/in public
	
	
	
	
	

	2.
	Forced to resign from work
	
	
	
	
	

	3.
	Kept the children away from me
	
	
	
	
	

	4.
	He threatened to commit suicide
	
	
	
	
	

	5.
	Deprived me of food, money, residence
	
	
	
	
	

	6.
	Always suspicious of my character
	
	
	
	
	

	7.
	Hardly talks to me-always , watching TV/ in front of the computer
	
	
	
	
	

	8.
	Takes all the money from me and make me to ask for each days expense
	
	
	
	
	

	9.
	Yelling/Screaming
	
	
	
	
	

	10
	Always afraid of what will happen
	
	
	
	
	

	11
	Isolate me from all family discussions
	
	
	
	
	

	12
	Always speaks ill of my family words
	
	
	
	
	

	13
	He has relationship with other women
	
	
	
	
	

	14
	Any others (Specify)
	
	
	
	
	


130. In your life have you suffered from financial abuse anytime?

	
	Financial Abuse
	At any time   Yes / No
	From whose side (Code)

	1.
	Spending money recklessly
	
	

	2.
	Creating debt
	
	

	3.
	Always Alcoholic
	
	

	4.
	Not meeting family  and children’s expenses
	
	

	5.
	Not giving money to me
	
	

	6.
	Not going for work
	
	

	7.
	Not permitting to earn money
	
	

	8.
	Any others (Specify)
	
	


131. From last one year have you suffered any financial abuse?

	
	Financial abuse
	Last 1year

Yes / No
	Whose Fault  (Code)
	Roughly how many times
	Did it affect you so much to take help from outside Yes /No

	1.
	Spending money recklessly
	
	
	
	

	2.
	Creating debt
	
	
	
	

	3.
	Always Alcoholic
	
	
	
	

	4.
	Not meeting family  and children’s expenses
	
	
	
	

	5.
	Not giving money to me
	
	
	
	

	6.
	Not going for work
	
	
	
	

	7.
	Not permitting to earn money
	
	
	
	

	8.
	Any others (Specify)
	
	
	
	


132. Have you ever suffered sexual abuse in your life?

	
	Sexual abuse
	Any time in your life  Yes / No
	Who abused you (Code)

	1.
	Forced to have sex when I am not prepared
	
	

	2.
	Touched my body without my consent
	
	

	3.
	Force me to do certain acts which I do not want to do
	
	

	4.
	Shoved other things inside me
	
	

	5.
	Any other ( Specify)
	
	


133.  From last one year have you suffered any sexual abuse?

	
	Sexual abuse
	Last 1 year

Yes / No
	Who abused you (Code)
	Roughly how many times
	Sought help 

From where

	1.
	Forced to have sex when I am not prepared
	
	
	
	

	2.
	Touched my body without my consent
	
	
	
	

	3.
	Force me to do certain acts which I do not want to do
	
	
	
	

	4.
	Shoved other things inside me
	
	
	
	

	5.
	Any other 

( Specify)
	
	
	
	


(The questions listed below is to be asked to women who suffered abuse from the husband. If you are not married or you have not suffered from any abuse please go directly to the session no XVI.)

134.
 When did this harassment first start?

135.  Do you feel controlled or isolated by your partner?  
Yes  (    No  ( 

136. Do you feel afraid of your partner? 






Yes  (    No  ( 

137. Do you feel you are in danger? 







Yes  (    No  ( 

138. When was the last time you suffered from a problem with your 

partner?

1) 
This week   

2) 
Previous week   
3)  1 month back   

4) 
6 months back
5) 1 year back   `

6) 
More than 1 year

139. Have you ever been hit/slapped/pushed/or shoved by your husband 

during Pregnancy?     










Yes  (    No  ( 

140.   If yes, when?  ( Which month)

141. For what reason? 

142. Have you suffered any mental abuse while you were pregnant ?

Yes  (    No  ( 

143. If yes, please explain?

144. Have you ever faced sexual abuse during pregnancy period?

Yes  (    No  ( 

145. If yes, explain?

146. Have you ever been financially suffered or neglected during 

Preganancy and delivery time ?    






Yes  (    No  ( 

147. If yes, give reasons?

148. Has your partner ever done  violence outside the house?   

Yes  (    No  (
149. Have you ever behaved strictly or rashly or cruelly towards children?

Yes  (    No  (
150. Is your husband an alcoholic?  





Yes  (    No  (
151. If yes, when (rarely / occasionally/ often /everyday)?

152.
Does he use drugs?     







Yes  (    No  (
152. In your opinion what are the reasons for the recurring problems in  

your life?  Explain?

153.  What reasons does your husband give for these problems?

154.  What is your reaction to this violence?

155.  When you face violence are you worried of the security of your   

 


children? 












Yes  (    No  (
156.  Do you think that your children are suffering due to the violence  

occurring to you?  









Yes  (    No  (
157. When a problem arises do anyone interfere?   

Yes  (    No  (
158. If yes, who ?

(Children / Other family members / Neighbours / Others)

159. Have you ever tried to come out of this situation?Yes  (  No  (
160. If yes, what did you do?

161.  If not, why?

162. After the violence is over

1) Does your husband ask for your forgiveness and show you consideration?

2) After this, is there some time without any problem.

3) Don’t ask forgiveness but behaves as if nothing happened.

4) Takes place everyday.

163. Has it occurred to you to end this relationship at any time?  

Yes  (    No  (
a) If yes , why?

b) If no, why?

164. Have you shifted from your home on a temporary base due to these 

problems?   













Yes  (    No  (
165. If yes, how many times?

166.  In such situations where do you go? (List the places)

167. If you have been legally divorced or separated, where did you go? 

168. Has these violence’s affected your capacity to work?  Yes  (    No  (
169. If yes, describe?

170. Are you unable to go for work ,due to violence occurring at your 

home?















Yes  (    No  (
171. Do you know whether your husband was brought up in a family where  

there was  violence ?     









Yes  (    No  (
XIV Impact of Violence  on Health

172. How did the violence affect your health?

1.
bruises 

2
.cuts 






3.
abdominal pain 


4
.
loss of hearing 5loss of vision 


6 
broken teeth 

7 
bleeding 8.frightened of all noises 

9. 
depressed 

10. anxiety 

11. 
unable to eat  


12. cannot sleep 

13. feel like killing myself 







14. I get angry unnecessarily and beat the children 

15. Feel like crying 







16.Mental restlessness 

17. Nothing 18. Any other. Explain.

172.  Did you have to seek medical care for any injuries sustained thus?

Yes  (    No  (
173.  Have you avoided seeking medical help for your  injuries? 

Yes  (    No  (
174. If yes, why?

175. Have you felt like ending your life when you have faced violence from   

your husband?  












Yes  (    No  (
176. When you visited hospital has the doctor enquired about the 

problems at your home?  









Yes  (    No  (
177. Has the doctor enquired about pressures created from your work at 

the home? 














Yes  (    No  (
178. If yes, have you spoken about quarrels at your home? 

Yes  (    No  (
179.  Does the family violence affect you for the list given below?

1) To accept promotion  





2) To accept more responsible work  

3) 
To spend time with the friends  4) Any others ( Specify)

XV. Reactions against Violence

181.  
Do you tell anyone about your situation at home?  Yes  (    No  (
(If not go directly to the question no 135)

182. 
If yes, to whom?  


1.
 Family members

2. 
Police station/women’s cell

3.
Neighbors

4.
Relatives

5.
Women’s organizations

6.
Religious head


7.
Panchayat members

8.
Women’s commission

9. 
Any others (specify)

183.
What was the reaction / interference? (If there are more than one person,  agencies find out how each one reacted.)

184. 
Has your situation improved after this ?  




Yes  (    No  (
185. If you have not asked for anyone’s help why not?

186. Have you ever approached the police for this kind of problem?

                      













Yes  (    No  (
    187. 
If yes, what was your experience? ( Did the police take FIR/ Did the 


police behave decently/ Did the police believe you / Did they take it 


seriously / What actions did they take)

XVI

188.
 Do you think that the husband has the write to beat his wife?

                















Yes  (    No  (
   
189. 
If yes, for what all reasons?

190.
 Can the law interfere in the violence occurring at home?Yes (  No  (
191  If yes, explain?

192. 
Do you consider it the right of women to fight against these atrocities?

                
















Yes (  No  (
193. If no, explain?

194. Have you heard about the Kerala state women’s commission?

 















Yes (  No (
195. What do you know about it?

196.  Do you know of any individuals/organizations in your district, who can be of help to women who face violence?  




Yes (  No  (
197. If yes, who? (Give the list)

198. According to you, who / which agency is the best to assist women who face various types of violence ? Local panchyat / PHC Doctor / MLA / MP / Women’s organizations / Kudumbashree (SHG)/ Political parties / Others (Specify)

199. What the government of Kerala should do to make the place secure for women?

(Thank you for spending your time with us, sharing your experience and ideas. We hope that this interview did not create any tensions. If you want to further talk with us regarding the matters you shared with us, you can contact us. This survey report will help to make some interventions in the policies and projects of social and health sectors. The information that you have provided for this is valuable. Thank you)

INTERVIEW SCHEDULE FOR HOSPITAL STAFF

Methodology

District Hospitals: All casualty department medical officers, nurses, paramedics

Questionnaire

1
 
How long have you been working in the casualty department?

2. 
 
How do you generally record the causes if women come with injuries?

3.  
What kind of health problems do women come with, usually to the causality?

4.  
When a woman reports to the casualty for medical attention or treatment will you able to recognize that she has been battered?

5.  
Do women report to you that their intimate partners have battered them? 

6.  
When a woman reports to you that she has been battered, what do you do?

(State steps and procedures)

7. 
Do you refer the women to other agencies (shelter homes, legal aid, police etc)?

8. 
 
When do you refer cases to the police?

9.  
What is the cause of wife battering according to the survivors?

 
10.  
According to you, what are the causes of violence against women?

11. 
Do you regard wife battering is a crime?

12.  
In your opinion what are the solutions for such violence within households?

13. 
When you deal with severe cases of violence on women, how does it affect you personally?

14.  
What kind of services can your department provide in order to help battered women? Is your service adequate? What more can be done?

15. 
With the limited resources that the health department has, what are other ways of reaching help to such women?

16. 
Do you think that any training or support, which you receive, will help I this? If so, what kind of training is needed?

INTERVIEW SCHEDULE FOR  COUNSELLORS

1. According to you what are the reasons for violence against women within marriages?

2. How can women handle this?

3. Why do women continue in abusive relationships?

4. What kind of help can counseling centers offer to women who face violence?

5. How important is counseling in cases of domestic violence?

6. What is your understanding of the counselors role?

7. What is the need expressed by women who face violence?

8. What is the average number of cases you handle in a week/ month/ year?

in a week?

In a month?

9.
What percentage of family counseling cases are those who come with physical violence?

10.Whataare the usual procedures in cases related to gender based violence in your center?

11.How many sessions are required in each case?

12
When do you consider the counseling process as successful in case? Or when is it closed?

13.Do they come back for help or assistance?

14.What happens in cases which are difficult to solve? How long do you give them?

15.When do you write of case?

16.Was there occasions where resolved cases have come back?

17.What is the normal advise given in domestic violence cases?

18. In such cases what do the women expect from you?

19.Can you explain some cases ? For exam, the last one and how you handles it?  Your response?

20.What are the difficulties faced by you as counsellors?

21.How do you communicate to the public that counseling service is available here?

22 How do cases get normally referred to you?

23
.What are the services available in dealing with domestic violence? What is your relationship with them(examples-police, shelter..)

24.Do you give counseling in the following aspects:-



Mental support

Legal help

Shelter

Training to increase self confidence and self reliance

Employment training/guidance

26.
What percentage of cases drop out during counseling process? Why?

27. 
Observation of counselling facilities and setting for

-individual counseling/ /couple/ group

28. 
Do women who experience severe violence approach you? What do you do to ensure their safety?

29. 
Do you advise temporary separation in Domestic violence cases?

30. 
How do you help women survivors to gain confidence and belief in themselves?

31. 
Have any survivors came forward to help other women in distress?

32.
What steps are needed to improve counseling services?

33. 
Kindly provide details of counselors in your center? Name, education, training in counseling, duration of training? Years of experience in counselling etc)

INTERVIEW SCHEDULE FOR POLICE

METHODOLOGY

All officers in charge Women’s cell (C.I,S.I) Constables

Questionnaire

1.
How long have you been working in the present post?

2.
How many cases of complaints by women come to this station? 

a)
Last one month

b)
Last one year ----------------------------------------

3.
What are the complaints mainly on?

4. 
How many cases of women do you see come to this station complaining of violent situations at home?

5. 
How many cases of women do you see come to this station complaining of physical assault outside home?

6.
 Do you receive complaints regarding harassment at public places?(buses, theatres, roads, colleges)

7. 
Do you receive complaints regarding harassment at work place?

8.
How are the cases classified?

9. How do you keep the records of the cases?

10.When a woman approaches you with a complaint, what do you do?

(Record the steps and procedures for each type of cases)

· Physically/Mentally harassed at home

· Physically/Mentally harassed outside home

· Harassment at public spaces

· Sexual harassment at work place 

11
Do women call the police station and report regarding harassment at home/outside?

12. If yes, of what nature are they generally?

13. In such cases, how do you respond?

14.What is the cause of violence against women inside homes?

Related by women

In your opinion

15.What is the cause of violence against women at public spaces/work place?

Related by women

 In your opinion

16
What are the reasons specified by women who come with complaints of harassment outside home? What according to you are the reasons?

17.If there a different procedure if  the woman who has been assaulted by 

the husband or stranger?

18. Why are the women compelled to return to the violent situations?

19.Do women withdraw a complaint?

20. If yes, Why?

21
Are you aware of health problems of women who come with mental and physical violence?

22.Do you refer them for treatment?

23
In your opinion which is the best agency that can provide effective services to help the women who face violent situations?

24. Do you think wife battering is a crime?

25.If not ,why?

26
In your opinion how can your department help better in helping the survivors of violence?

27.Do you think more women police will help?

DATA FROM THE MEDICO LEGAL CASE (MLC) REGISTERS

	Sl.no
	
	Code
	Skip to

	1. 
	Registration number 
	
	

	2. 
	Date of admission
	
	

	3. 
	Time of admission
	
	

	4. 
	Time of incident
	
	

	5. 
	Religion
	
	

	6. 
	Age in years
	
	

	7. 
	Marital status
	
	

	8. 
	Geographical area
	
	

	9. 
	Witness/bystanders
	
	

	10. 
	Place where incident occurred
	
	

	      11
	Where was the case referred from
	
	

	12.
	Brought by
	
	

	13.
	Informed by
	
	

	14.
	Type of complaint
	
	

	15.
	Parts of the body involved
	
	

	16.
	Type of injury
	
	

	17.
	If assault, who was the alleged assaulter
	
	

	18.
	If assault, how?Whether weapons used?
	
	

	19.
	If fall, how fall is reported
	
	

	20.
	Kind of fall
	
	

	21.
	If burns, how burn is reported
	
	

	22.
	Percentage of burns
	
	

	23.
	If consumption of poison/attempted suicide, transcribe from register
	
	

	24.
	What kind of poison
	
	

	25.
	Was she conscious
	
	

	26.
	If attempted homicide, transcribe from register?
	
	

	27.
	If attempted homicide, alleged attacker
	
	

	28.
	If brought dead, alleged cause of death?
	
	

	29.
	Admitted
	
	

	30.
	If referred to other institutions, where?
	
	

	31.
	Why?
	
	

	32.
	Preganancy status

Pre-1; not preg- 2
	
	

	33.
	Not applicable-3
	
	


Box 1. Definitions of types of violence (3)


Physical violence: 


 	This includes the intentional use of physical force with the potential for causing death, disability, injury or harm. Physical violence includes, but is not limited to scratching, pushing, shoving, throwing, grabbing, biting, choking, shaking, poking, hair pulling, slapping, punching, hitting, burning, use of a weapon (a gun, knife, or any other object), and the use of restraints or one’s body, size or strength against another person. Coercing or forcing other people to perform any of the above actions has also been classified as physical violence.


Sexual violence: can be divided into three categories


- Use of physical force to compel a person to engage in a sexual act against his or her  will, whether or not the act is completed.


- An attempted or completed sex act involving a person who is unable to understand the nature or condition of the act, to decline participation, or to communicate unwillingness to engage in the sexual act (for example, because of illness, disability or the influence of alcohol or other drugs or due to intimidation or pressure). The sex act or the Sexual act has been defined as contact between the penis and the vulva or the penis and the anus involving penetration, however slight; contact between the mouth and the penis, vulva or the anus 


- Abusive sexual contact that includes intentional touching directly, or through the clothing, of the genitalia, anus, groin, breast, inner thigh, or buttocks of any person against his or her will, or of any person who is unable to understand the nature or the condition of the act, to decline participation, or to communicate unwillingness to be touched (e.g. because of illness, disability, or the influence of alcohol or other drugs, or due to intimidation or pressure).





Threat of physical or sexual violence


The use of words, gestures or weapons to communicate the intent to cause death, disability, injury or physical harm. This also includes he use of words, gestures or weapons to communicate the intent to compel a person to engage a person in sex acts or abusive sexual contact when the person is either unwilling or unable to consent. For example, statements such as “ I’ll kill you”, “I’ll beat you up if you don’t have sex with me”; brandishing a weapon; firing a gun into the air; making hand gestures; reaching towards a person’s breasts or genitalia.


Psychological or emotional abuse


This includes trauma to the victim caused by acts, threats of acts, or coercive tactics, such as those given in the list below: 


Humiliating the victim; controlling what the victim can and cannot do; withholding information from the victim; getting annoyed if the victim disagrees; deliberately doing something to make the victim feel diminished (e.g., less smart, less attractive); deliberately doing something that makes the victim feel embarrassed; using the victim’s money; taking advantage of the victim; disregarding what the victim wants; isolating the victim from friends and family; prohibiting access to transportation or telephone; Getting the victim to engage in illegal sexual activity.


However, it has been felt that this list is not exhaustive and can be extended to include many other types of behaviour that could be considered as emotionally abusive by the victim.








Box 1: Screening tools for gender-based violence


A. IPPF’s screening tool for gender-based violence (61)


Have you ever felt hurt emotionally or psychologically by your partner or another person important to you?


Has your partner or another person important to you ever caused you physical harm?


Were you ever forced to have sexual contact or intercourse?


When you were a child, were you ever touched in a way that made you feel uncomfortable?


Do you feel safe returning to your home tonight?


B. Three brief questions to screen for gender-based violence (62)


Have you ever been hit, kicked, punched or otherwise hurt by someone within the last year? If so, by whom?


Do you feel safe in your current relationship?


Is there a partner from a previous relationship who is making you feel unsafe now? 








Box 2. Developing a Safety Plan (15)


Identify one or more neighbours you can tell about the violence, and ask them to help if they hear a disturbance in your house


If an argument seems unavoidable, try to have it in a room or an area that you can leave easily


Stay away from any room where weapons may be available


Practice how to get out of your home safely. Identify which doors, windows, elevator or stairwell would be best


Have a packed bag ready, containing spare keys, money, important documents and clothes. Keep it at the home of a relative or friend, in case you need to leave your home in a hurry.


Devise a code word to use with your children, family, friends and neighbours when you need emergency help or want them to call the police


Decide where you will go if you have to leave home and have a plan to go there (even if you do not think you will need to leave)


Use your instincts and judgment. If the situation is dangerous, consider giving the abuser what he wants to calm him down. You have the right to protect yourself and your children.


Remember, you do not deserve to be hit or threatened





Box 3 Principles to guide care for survivors of family violence





Family violence is a serious problem that affects the physical, emotional, and sexual health of the person that lives with it and her/his family and can even lead to death


Family violence is a criminal offence with legal repercussions; therefore it should be addressed in a timely and effective manner


Family violence is the responsibility of all society, as well as a public health and human rights problem


Violence is caused by the perpetrators, not the victim


Violence is a learned behaviour, and therefore, it can be unlearned


Nothing justifies family violence


People have the right to live in conditions that allow for their integrated development and respect for their rights


All individuals, regardless of sex, age, religion, economic level, sexual orientation, nationality, and political beliefs, should be cared for when requesting services for family violence


All individuals who have suffered family violence have the right to services and resources that guarantee personal safety and confidentiality


All interventions should be carried out in a manner that respects individuals’ rights and empowers them to make their own decisions   


Ministry of Health Costa Rica as quoted in (65)





“My life is made miserable by my father – in-law. Two years back, he was diagnosed with Cancer (Prostrate) and his testicles were removed. His character changed so much after that. He started to talk and behave to me as if I am his wife. I got very upset and started to oppose him. Then onwards I had to face several problems. Once he caught hold of me and tore my night dress. He slapped and twisted my arm. This is when I went ask him about the stories he was spreading about me, linking my name with all the men in this street. Once he broke the toilet door; He peeps into my house, my room, he has even broken the glasses of my windows So that he can peep. He follows me when I go to get water from the tap or buy provisions from the store. My husband understands me. He is a carpenter and has to go to work early morning and comes back very late. My father in law also  beats his wife when she takes my side. Both his sons fight with him but he will not change.


	I am tired of this. I tried to block the view by hanging these thatches from the tree in front of my house so that he can’t look here all the time. At night he comes and used destroys parts of it.  I attempted suicide twice but my neighbours rescued me” (a 32 year old woman )

















“I am 24 years, unmarried and live with my parents and 2 elder sisters. My brother recently committed suicide.  My parents were wageworkers. Now they are unable to go. My mother has a backache and she can’t work. My father is an alcoholic. He beats and kicks my mother. Now since few months, he stopped drinking. My elder sisters also go for coolie work. I am working as a sweeper. Our earning is the only income of this house…when he is drunk; my father gets angry easily and beats us up. He will not work and takes our wages and drink…my father actually stops all proposals for our marriage. If somebody comes asking for us, he will give some excuse and even say bad things about his own daughters. In front of outsiders also he verbally abuses us. If our mother says anything about our marriage he beats her and kicks her. So she will not say anything now. If some neighbours come to speak, he abuses them too. So nobody intervenes when there are problems.”


























I am 42 now. Thirteen years back my husband died and my elder brother said that I can come back to my natal house. Both my brothers have no children. I have two children. My younger daughter has a kidney problem……. I have 8½ cents of land in my name. My brother is rich. When he brought me here, he told me that the family home would be given to me. After sometime he started pressuring me to sell the property in my name. My husband’s family and neighbours told me to yield. After that he started harassing and abusing me. He sometimes slaps me, & tries to strangle me. He always demands money from me and I borrow from the shop owner where I work as a sales assistant and give him. When we were together, they never even used to give me sufficient food. Then I started to cook separately. Then he will come and break the vessels……….When I complained to the priest he moved to a new house and brought my younger brother to live with me. My younger brother had run away from home when he was small. I have not seen him for many years and suddenly my elder brother says this is my younger brother. He is really a very dirty and inhuman being. He makes sexual advances, shows his sexual organ and asks whether I want it; He tells me that since my husband died now he can give me pleasure etc. He even tried to remove the door of the bathing room. He spits on me.


Even for the operation of my daughter, it is the shop owner where I work and the parish priest and others who helped me. I have also my old mother with me. My brothers are not bothered to give any help. Let them not help but allow me and may children to live in peace. I would have taken a house on rent but then who will look after my mother?











“I am 52 and presently live with my old mother in a house belonging to my brother  after the death of my husband. I was the second wife of my husband. He had two daughters and son in his first marriage. After 7th day of his demise, his children and their husbands plotted and asked me to get out of the rented house we were living. They took away all documents related to his property, P.F etc. My younger brother then brought me to his house. That night itself his wife left this house, saying that she will not live with me. My brother also went with her next day. Now he is planning to sell this house. Then I will be on the street…..I did everything to help the daughters of my husband; for the delivery of the first daughter, the marriage of the second daughter etc… Yet they are so cruel to me now……… They phone and abuse me. They want me to sign so that they can sell the 10 cents which my husband  brought in my name. To make me agree, they are doing all kinds of things





“Even while I was pregnant, he had no kindness. He even refused food to me. My deliveries were any assistance





“I don’t go out of this house at all. Any reason is enough for him to suspect me and beat me up. Look at me, I am so weak; I can’t get up and walk around. There is no illness, which I don’t have.  Even while I was pregnant he use to beat me……”





 “When I was pregnant with the twins, she(mother-in-law) used to say that with that delivery, I would be finished; that I will die from snakebite etc…….. He is not bothered if I am sick or not able. He has to get what he wants (crying) No woman should have such experiences. Even when I am full term pregnant. he will force me to have sex. He forces me to have sex in ways, which I don’t like….I had a very difficult delivery and one of my twins is mentally retarded……”








“ I was married when I was 19. Now I am 54 years old. We have 4 sons. My girl died when she was one and half ……     When my husband was living with this other woman, he was not giving us any money. By selling the milk, I managed.  When somebody asked me how  you are managing without the husband, I said that these cows are faithful. My husband heard this. He slowly came to me very affectionately and said that we can sell the cows, as I was not so well at that time. Although I was not fully agreeable, I thought he will comeback to me. But he was cheating me. He sold the cows and took the money and went to the other woman. His aim was to give me trouble.”	





“ I am 35 years old and I have a daughter of 8 years. We belong to a middle class family. I live with my parents, 2 brothers and 2 sisters. My father was a Government Servant……….I married the friend of my brother who expressed his love to me……. He was drunk in the first night itself. He forced me to have sex in ways, which I did not expect, or like. Now I think, it was like a rape. After 2-3 days I started to see the real face of my lover. When I saw reality I was shocked. I couldn’t believe it is the same person. Can a man have so many masks? I was totally shaken……….He was like a mad person in sex. He was very cruel to me. He told me “you are useless. I am fed up with you after the first night. You are the worst among all women whom I have related’ – on the third day, he slapped me for a silly matter……….. He showed me blue films and asked me to do likewise. If I refused, he abused me. He will point to another woman and say ‘She is the clever one.  Learn from her. I am tired of you. I will get good ones if I pay money’. After few months he went back to Gulf. After he left only, I realized that I am pregnant. When I informed him, he asked me to abort…. When I delivered and he was informed, what he said was whether the child look similar to him or to some other beggar?”





“I belonged to an SC caste and we were agricultural labourers.. My husband is 49 years. My elder three are girls of 27, 24 and 20.  I have a younger son of 18 years………While I was working in a stone quarry, he used to come there as the driver of the truck and we fell in love. He was a Muslim…. We started living together against the wishes of his family and later they converted me… After that only I came to know the real nature of this man – a human body with an animal mind on two legs…my second delivery was at my house. At that time, he destroyed both my sisters……..Even from the beginning after he drinks, he insists on having sex. Even if I am sick or unwilling he will force me. He abuses me saying now I want only people who have money…... such rotten abusive things he will say…….”








“I am 48 years old…….. I have 8 children. 6 of my elder children are working in different houses and stay there. My husband is a wageworker. Only the 2 young children are staying with us. We are socially and economically very back ward. Our house is just four walls and mud floor…….. After his work, everyday he drinks and reaches home almost crawling. Once we reach home, he shouts at the children and me and beats us up for silly reason. Children will hide some where out of fear. He kicks me on my genitals. Sometimes when it is unbearable I also run and hide behind some trees…………I am so weak that I am not even able to go to work. Yet he forces me to have sex with him often. If refuses, he will beat me. I became pregnant 12 times. I had 2 abortions….. Even while I was pregnant, he had no kindness. He even refused food to me. …..My deliveries were worse than that of a dog or cat. All my deliveries were in this house, in this dusty, dirty house.”














“I am 42 years old and. I have 4 daughters; 2 of them are married……. What happens in my life should not happen to any woman on this earth. A few days after the marriage, my mother-in-law started to blame me for anything and everything. My husband goes out in the morning and come back very late. When I ask my husband where he is going, it is my mother-in-law who replies saying that if they are men; they may go to many different places and you need not know all that. Later my husband also started to repeat the same answer. If I want to go to a house where some one’s sick or died, I have to go alone. That too if I come to know about it from someone else. My mother –in –law will tell such things only to my husband .He just change his dress and go and will not tell me anything……… When my husband goes somewhere he takes his brothers wife. His brother is in gulf… This outing is with the knowledge of my mother – in – law………….. Two years back, when I asked about this, he threw a coconut at me and it hit my head. Another time he broke the plates & glasses kept in the cupboard. I can’t question him at all. If I do, the result will be beating & fights. I don’t get any recognition from him. I am like a servant in this house…… Asked whether she ever sought medical treatment, she said yes “once when I was beaten, my eyelids were swollen. I told the doctor that it was a boil.  I did not feel like saying that it was due to my husbands beating. Once he took me to a psychiatrist, saying that I am mentally sick. Doctor asked him to wait outside and asked me what is the problem? I did not say anything. When he repeatedly asked, I burst out crying and told him everything. He told the aunty who accompanied us to take me out and call the husband. They had a long conversation. When we reached home, he told everybody that I am telling lies because I am mentally unstable. I have no freedom. Everybody is isolating me.

















“ I am 36 years old and I have 4 children. My husband is a coolie worker. I was married when I was 16. My father was gave Rs. 4000 and 4 sovereigns of gold. My difficulties began soon after my marriage. He is always suspicious. In my husband’s house, there was no latrine. So I had to go out to meet basic needs, I go in search of places where there is nobody and then when I take a little time, his mother and he used to say that I am going to meet someone.  If I talk to anyone my husband immediately suspects some relationship. I cannot laugh or talk; even to sneeze I need permission. If he comes to know that I have told these things to you, he will kill me. He doubts me 24 hours a day…….. I don’t go out of this house at all. Any reason is enough for him to suspect me and beat me up. Look at me, I am so weak; I can’t get up and walk around. There is no illness, which I don’t have.  Even while I was pregnant he use to beat me. I am so afraid of him. Now he is gone to see the children. He may come back at anytime. Don’t write all this; he will kill me. ……..”














“After 6 months of marriage, my husband started drinking. Daily he drinks, comes & beats me. He pulls my hair, beats me on my head and face, and throws the vessels. I had 12 sovereigns of gold. He sold all that to drink. When he asks for the gold, and if I don’t give, he will beat me. Afraid of his beating, I give all of my gold. He drinks with his friends and buys them all liquor with the money he got form selling my gold… Sometimes be breaks the cupboard and takes the money I get from working in the neighbouring houses” ( a 40 year old woman)









































“He will beat me on my face or anywhere in my body. He pulls my hair, destroys household things, breaks whatever he can get hold of. He threatens to kill me. He speaks abusively of my family; telling that I should get money from my family” (A 30 year old woman with two children)





 	“I am 39 years old.  My husband is doing rubber tapping. 3 months after the marriage onwards, he started harassing and abusing me. He spends all his earning in the liquor shop. He comes home after that and tortures me. He slaps me, kicks me on my stomach, hits my head on the wall, and breaks the vessels all possible ways of torture. This happens 4-5 times a week. He enjoys speaking badly about my sisters. He is suspicious of me and even links me up with a 10 year old boy from the neighbourhood. If I speak to any men, that will be the reason for the torture.


	 	I am a tailor and he wants my earnings also to drink. My children cannot study and this atmosphere is affecting them. I have so many injuries on my body I feel so depressed. I don’t know what to do. Some of my neighbours and even my parish priest tired to intervene but he abuses all of them. He links my name to any such persons and say bad things. So nobody wants to get involved. I have no one to help from my side. My sisters are married and are living in far place. If I get out from here, where will I go?”


	




















“I am 27 years old and belong to a poor family. Last year I was married to a man who is working as rubber tapper. We had to give Rs.10,000/- and 5 sovereigns of gold. Our relatives and neighbours helped…..  Later I realized that he was an alcoholic and after two days of marriage he started to abuse me physically and mentally. He accuses me of having sexual relationships with anyone to whom I talk, including a 9 year old boy from the neighbourhood. He chokes me, bangs my head on the wall, slaps me left and right, on my checks, twist my hand; throws things at me etc……...He sold my gold and bought 8½ cents land in a distant place in his name. He used the money to drink. My mother-in-law always takes his side. After 3 months, we moved to the new place. A few months after I had pain in  my neck and one day I fainted. I was admitted to the Ayurveda hospital and there slowly my body was paralysed. My mother was with me in the hospital. Even there he used to come and harassed me. One day when only my head was moving, he came and send my mother to buy something and try to choke me.”
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Agenda for Action


Department of Health to issue a policy on the role of the health sector and health professionals in addressing and preventing GBV


Develop norms and protocols on screening for GBV and management of women affected by GBV


Initiate changes within health facilities to support ethical management of GBV


Develop and implement a structured programme of sustained training for health professionals at different levels


Create a well-equipped independent ‘crisis support’ cell within all tertiary care hospitals, with provision for referral from various departments


Set up an inter-departmental mechanism with the police, judiciary, social welfare and other relevant departments for coordinated action to prevent and manage GBV


Collaborate with non-governmental organizations and the provate sector in setting up support services for those affected by GBVs, e.g. telephone hot-lines, shelters, livelihood projects for rehabilitation


Run workshops and courses for media professionals to sensitise them to the negative role of the media in reinforcing and promoting GBV, and to draw their attention to their scope for a major positive role in combating GBV


Plan long-term strategies for the prevention of GBV through curricular reforms in schools and universities (especially social work, law, journalism); medical and nursing curricula, police training and legal and judicial reforms
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