C O M M E N T

Reproductive Health Services and Intimate
Partner Violence: Shaping a Pragmatic Response
In Sub-Saharan Africa
Like it or not, the intersection of violence and reproductive
decision-making is showing up in the realities of women’s lives.
Both movements had better organize to confront it.1
More than a decade ago, Lori Heise and other advocates
against intimate partner violence highlighted the urgent
need for stronger links between their cause and the reproductive health movement. Since then, the magnitude and
implications of violence against women have gained more
attention, leading to greater recognition and acknowledgment of the negative consequences of violence for women’s
reproductive health.
At the national policy level, however, violence and reproductive health often remain distinct, despite the framing of both issues as essential components of women’s
human rights and the growing evidence connecting them.2
In particular, linkage is generally inadequately addressed
at the service level: Services that explicitly address violence
against women are seldom integrated into women’s reproductive health services, and there are few initiatives to
integrate reproductive health services into a multisectoral
response to violence against women.3
In this comment, we examine the context of intimate partner violence in Sub-Saharan Africa, outline the intersections
between partner violence and reproductive health, and consider the opportunities for linkage at the program and service levels. In addition, we explore the opportunities and
challenges related to developing an active response to domestic violence within reproductive health services in SubSaharan Africa.
PREVALENCE OF INTIMATE PARTNER VIOLENCE
One of the most common forms of violence against women
is that perpetrated by a husband or other intimate male partner. Intimate partner violence—often called domestic violence—takes a variety of forms, including physical violence
(e.g., slaps, punches, kicks, assaults with a weapon and
homicide) and sexual violence (e.g., unwanted sexual touching, forced or coerced sex, or forced participation in degrading sexual acts). Violence is commonly accompanied
by emotional abuse, economic restrictions and other controlling behaviors.4
Several population-based surveys from around the world
have explored the prevalence of intimate partner violence.
In these, women are asked directly about their experiences
of speciﬁc acts of violence (for example, “Has a current or
former partner ever hit you with his ﬁst or with something
else that could hurt you?”).5 Globally, 16–50% of ever-
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partnered women report having been physically assaulted
by an intimate partner.6 In Sub-Saharan Africa, 13–49% of
women have ever been hit or otherwise physically assaulted
by an intimate male partner, with 5–29% reporting physical violence in the year before the survey.7
Research also suggests that many women are sexually
assaulted by their partners. Cross-sectional household surveys in one province in Zimbabwe and in Ethiopia ﬁnd that
26% and 59%, respectively, of ever-partnered women have
ever been forced to have sex, with 20% and 40% reporting
unwanted sex in the year before the survey.8 The level of
overlap between physical and sexual violence differs: Some
men are physically violent only, some are sexually violent
only and some are both physically and sexually violent.9
Research is also illustrating the extent to which women
are physically assaulted during pregnancy. For some women
who experience violence during pregnancy, the abuse is a
continuation or intensiﬁcation of previous abuse, whereas for others, the violence starts after they become pregnant. Ten percent of ever-pregnant women in Zimbabwe
and at least 7% in South Africa have ever been physically
assaulted during pregnancy.10 In Butajira, Ethiopia, 77%
of currently pregnant women report physical abuse during pregnancy; 28% have been punched or kicked in the
abdomen.11 In the great majority of cases, the perpetrator
is the father of the child.
Although these ﬁgures give an indication of the magnitude
of partner violence, differences between countries and sites
have to be interpreted with caution. Such differences may
represent not only actual differences by setting in the prevalence of violence, but also differences in research methodology, deﬁnitions of violence, sampling techniques, interviewer
training and skills, and cultural differences that affect a respondent’s willingness to reveal intimate experiences.12
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EFFECTS OF VIOLENCE ON REPRODUCTIVE HEALTH
In many countries, violence against women is still predominantly perceived as a legal or human rights issue. Yet,
such violence has wide-ranging health consequences. Although national data are scarce, a number of small-scale,
community-based studies indicate that intimate partner violence is an important cause of morbidity and mortality,13
and an important factor affecting women’s reproductive
health.14 Forced sex is associated with a range of gynecological and reproductive health problems, including HIV
and other sexually transmitted infections (STIs), unwanted pregnancy, vaginal bleeding or infection, ﬁbroids, decreased sexual desire, genital irritation, pain during inter-
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To ensure that
women are not
further victimized or blamed
during the
process of
consultation
and disclosure,
reproductive
health staff
must first confront their own
biases, misconceptions and
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violence against
women.
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course, chronic pelvic pain and urinary tract infections.15
Studies have linked abuse to unwanted pregnancies, especially among adolescent females,16 and violence greatly
limits married women’s ability to use contraceptives.17 Furthermore, a history of domestic violence is commonly found
to be more prevalent in families with many children.18 Although it has been suggested that elevated violence may
be associated with the stresses of large families, data from
Nicaragua suggest that the onset of abuse generally precedes having children.19
Even when physical violence is not used to control a
woman’s behavior, the fear of violence may greatly inﬂuence her sexual and reproductive decision-making. In South
Africa, for example, 57% of women living in the Eastern
Cape believe that they cannot refuse sex with their partner.20 The fear of violence is commonly cited by married
women as a barrier to using condoms with their husbands
for STI or pregnancy prevention.21 For many women in SubSaharan Africa, the withdrawal (or threatened withdrawal) of material beneﬁts if they refuse sex or use contraceptives against their partner’s wishes can act as a powerful
inhibitor of their sexual freedom and safe sex practices.22
Violence in pregnancy may pose a threat to the life and
health of the mother and the fetus.23 Physical violence during pregnancy is associated with miscarriage, late entry into
prenatal care, stillbirth, premature labor and birth, and low
birth weight.24 In a study of 400 villages in Pune, India, 16%
of all deaths during pregnancy resulted from partner violence;25 partner homicide has also been identiﬁed as an important cause of maternal deaths in Bangladesh and in the
United States.26 And although data from Africa are limited,
recorded partner violence was the fourth leading cause of
maternal death at Maputo Central Hospital in Mozambique.27
Violence may also result from reproductive and sexual
health problems and issues. Research in Uganda, South
Africa and Zimbabwe has found that women’s refusal of
sex is often cited as a justiﬁcation for violence.28 In a sample of men interviewed in a workplace in Cape Town, factors signiﬁcantly associated with sexual violence included
involvement in violence outside the home (e.g., brawls or
ﬁghts in public), alcohol use, multiple sexual partners and
conﬂict over sexual refusal or the perception that their authority had been undermined.29 Also, covert contraceptive
use may make some women vulnerable to partner violence.30 Case studies of women experiencing violence in
Zimbabwe suggest that intimate partner violence may be
associated with sexual health problems and infertility.31
Suspected inﬁdelity is a commonly accepted reason for violence, and several studies document cases of violence by
men who discovered that their partner had contracted HIV
or another STI.32 In six countries in Africa, fear of ostracism
and violence in the home is an important reason why pregnant women refuse an HIV test or do not return for their
results.33
Among South African women receiving antenatal care
in Soweto, intimate partner violence is signiﬁcantly associated with HIV seropostivity.34

INTEGRATION OF RESPONSES TO VIOLENCE
Reproductive health providers are increasingly recognized
as playing an active role in helping to identify, support and
refer victims of partner violence.35 This role may be very important, as many women who have experienced violence will
not seek help from the police or support agencies, yet early
identiﬁcation of the problem could help limit the consequences and decrease the likelihood of further victimization.
Several professional medical bodies in industrialized countries have provided guidance for practitioners on intimate
partner violence.36 In Sub-Saharan Africa, however, there
has been limited discussion of the potential role of reproductive health workers. Reproductive health service providers
in Africa typically fall into two categories: antenatal care or
midwife staff, who offer pre- and postdelivery care; and family planning staff, who provide contraceptives and advice
on sexual issues, and who are now being encouraged to offer
STI management services. Some public health family planning nurses may also offer counseling services on sensitive
issues, such as contraceptive use, STIs and HIV. Although
family planning services have long been criticized for neglecting adolescents and men, family planning and antenatal care providers do, nevertheless, cater to a large proportion of sexually active women, many of whom are or will
become victims of intimate partner violence.
Demographic and Health Surveys in Sub-Saharan Africa
indicate that up to 95% of women receive some sort of antenatal or family planning care. This contact with the health
system provides an important window of opportunity for
providers to identify and offer support to women who have
experienced violence. Indeed, the involvement of reproductive health providers may be particularly appropriate,
given the reproductive consequences of violence and the
various reproductive health needs that may put women at
increased risk of violence. Furthermore, because reproductive health providers have a long history of dealing with
sensitive issues (e.g., sexuality, contraception and sex negotiation) and because there are several initiatives to train
them in AIDS counseling, they may become increasingly
well equipped to provide support to abused women.
Within any clinic setting providing services on a daily
basis (e.g., family planning or antenatal care), it is likely
that reproductive health providers come into contact with
women who have experienced or are experiencing violence.
Some women will disclose abuse or fear of violence, or will
report having been raped. Providers also see women who
do not openly disclose abuse, but who have physical signs
associated with violence (e.g., bruises, lacerations and history of unexplained pregnancy complications). Finally,
providers will see women who do not report or present with
any problems associated with violence, but who nevertheless are living in a violent relationship.
There is ongoing debate about the extent to which it is
feasible for health providers to identify and support women
who have experienced violence. The most passive level of
activity, which may be appropriate for settings with limited resources, is ensuring that providers do not further vic-
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timize women who report having been abused or raped.
At this level, policies and training should focus on ensuring that women are treated sensitively and nonjudgmentally, that the incident is recorded and that women receive
appropriate STI treatment or are referred to appropriate
services if needed.
A more active approach would be for health providers,
during health inquiries, to ask either all women or just those
who show signs of ongoing or severe violence about their
experiences of violence. To identify women at high risk, it
would be necessary for providers to come up with a list of
potential indicators of partner violence, such as a history
of unexplained injury or maternal bleeding, preterm labor
or birth, and fetal injury or death.
Routine questioning necessitates the development of a
short module of questions about current or past violence
that providers would ask their female clients. Several such
modules have been developed, and this approach has been
adopted in some industrialized countries and in the International Planned Parenthood Federation–Western Hemisphere’s Latin America Program.37 These initiatives generally require training for all clinic staff, and necessitate that
services for women experiencing intimate partner violence
become an integrated component of clinic activity. As well
as being a mechanism for support, this level of investment
allows providers to better understand whether presenting
problems may have been caused by violence, and to gear
their provision of services to reﬂect the speciﬁc needs of
clients in violent relationships. For example, contraceptive
methods such as the injectable are discreet and may be more
suitable than condoms or even the pill for women whose
partners oppose contraceptive use.
There is evidence that clients of reproductive health services would support such initiatives: For example, 88% of
women attending a community clinic in Cape Town, South
Africa, said they would welcome routine screening for violence.38 A more in-depth study in the United States found
that both abused and nonabused women favored screening
for violence by their health providers.39 Women emphasized
the importance of having providers who understand domestic
violence and are well informed, willing to listen and able to
provide information on community resources;40 also, they
thought that reproductive health workers could play an important role by providing emotional support to women and
by condemning violence. However, any kind of health service response to violence requires institutions to provide
women with conﬁdential and nonjudgmental services.41

Changing Attitudes
Reproductive health providers may hold common misconceptions and stereotypes about women who have experienced partner violence, including the assumption that
such women must have done something to warrant violence or that partner violence is not a serious issue.42 To
ensure that women are not further victimized or blamed
during the process of consultation and disclosure, reproductive health staff must ﬁrst confront their own biases,
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misconceptions and fears about violence against women.
Confronting and changing negative or blaming attitudes
is a key challenge, particularly as such attitudes may be entrenched among health workers in some settings.43 As violence against women is driven by gender and power inequalities, this fundamentally requires providers to challenge
issues of power and abuse in their own lives.44 In practice,
only some workers may be interested, sensitive and skilled
enough to effectively deal with gender violence; even so,
those staff should be recognized and supported.
A further impediment lies in an entrenched ethos of institutional hierarchies, and the ways management attitudes
and cultures inﬂuence the extent to which providers can
put new skills into practice. For example, without institutional support, some nurses may not be able to put their
training into practice.45

Space, Time and Confidentiality
Privacy and conﬁdentiality are paramount considerations
for working with women who have experienced violence.
Women are unlikely to disclose their experiences if they
do not feel conﬁdentiality will be maintained, and women
may be put at risk of further violence if their reports are
overheard. Maternal and child health and family planning
providers have not always been able to ensure privacy.46
Where examination rooms are screened only with a curtain, for example, or where initial screenings take place in
public, women will be reluctant to disclose violence. In addition, conﬁdentiality may be particularly difﬁcult in rural
areas, where providers are likely to live in the same communities and may know both the woman and her partner.
Time constraints are another challenge. Often, health
workers do not have much time to spend with individual
clients.47 This may mean that even if a woman discloses
violence, her provider may not be able to spend a sufﬁcient
amount of time to provide her an adequate response. Allowing providers the ﬂexibility to spend additional time
with clients when needed may be an important issue in establishing trust and conﬁdence between them.

Shaping a Pragmatic Response
Despite clear areas for potential intervention, there are few
examples of serious efforts by reproductive health providers
to address intimate partner violence in Africa. The dearth of
operational linkage between violence and reproductive health
programs at the national level results both from the inherent
delay between international attention and national action,
and from difﬁculties in developing strategic plans that allow
global rhetoric to be acted upon. Even in industrialized countries where resources are not so constrained, there is debate
about what form and level of health sector response to intimate partner violence may be appropriate and feasible.48
A rush to add domestic violence services to reproductive health activities could lead to insensitive approaches
that further jeopardize women’s safety. It is far preferable
that a considered, sustainable and context-speciﬁc approach
be developed in which the pros and cons of different forms

209

Reproductive Health Services and Intimate Partner Violence

TABLE 1. Ways of addressing inimate partner violence, according to type of provider
Nurse/health worker

Clinic/care setting

Hospital

Ministry of Health

Being informed about the types,
extent and underlying causes
of violence

Developing policies on
violence against women

Accepting referrals and
acting as a reference
point for clinic/case
facilities implementing
policies to address
violence against women

Publicly condemning violence
against women

Developing protocols on the
management of rape, child
sexual abuse and other forms
of violence

Supporting the development
of policies and protocols on
different forms of violence
against women

Screening for abuse during
reproductive health consultations
Supporting women emotionally by
validating their experiences, and by
being nonjudgmental and willing
to listen

Ensuring private space is
available when needed
for consultations
Displaying posters/leaflets
condemning violence against
women

Being informed about types
of violence, underlying causes
and consequences

Providing appropriate clinical care
(e.g., emergency contraception,
pregnancy testing, and STI/HIV
testing and treatment)

Supporting staff interested in
helping women who have
experienced violence, and
promoting staff access to
appropriate training

Ensuring staff are appropriately
trained to handle rape, child
sexual abuse and other forms
of violence

Incorporating specialized
curricula on violence against
women into health worker
training

Documenting the medical
consequences of violence

Supporting staff who have
experienced partner violence

Developing statements on the
unacceptability of violence

Monitoring and evaluating
initiatives to address intimate
partner violence

Maintaining confidentiality

Creating links with other local
organizations working to
address gender violence

Supporting staff interested in
helping women who have
experienced violence, and
promoting staff access to
appropriate training

Referring women to community
services and resources, if they exist

Being active in multisectoral
initiatives on intimate partner
violence

Being active in multisectoral
initiatives on intimate partner
violence

of intervention are carefully assessed. This must draw upon
the experience and expertise of both reproductive health
workers and activists against violence. In particular, some
of the regional alliances that helped propel the issue onto
the global agenda may provide a key asset in the development of appropriate local, national and regional initiatives.49
Table 1 outlines the range of responses possible at different levels to provide a comprehensive response to violence.

Provider Skills and Training
If reproductive health service providers are to be trained
to help abused women, appropriate and context-speciﬁc
aims need to be identiﬁed. Given the many barriers, policies should be based on realistic expectations about what
such an initiative may achieve.
At a minimum, reproductive health providers should give
women key messages about the unacceptability of violence,
and ensure that women are receiving appropriate health
services and are aware of the available forms of support, if
they would like to take further action. Where providers have
more time or resources, they could become more involved
in counseling, providing ongoing support and routinely
enquiring about violence.
Expectations, however, need to be realistic. Throughout
Sub-Saharan Africa, the number of trained counselors at
health facilities generally remains small, and in many settings, there are ongoing doubts surrounding the efﬁcacy of
reproductive health counseling.50 Many studies report
providers’ insensitivity and poor interpersonal skills as a
barrier to health seeking behavior.51 Nevertheless, in Ghana,
South Africa and Zimbabwe, among others, considerable
efforts by individual staff to support women in difﬁcult sit-

210

uations often have been noted.52 The way forward may be
to identify and support individual health providers who are
already committed to providing support to abused women.
The development of strategies for health professionals
needs to be approached with care. Western models for counseling and support may not be appropriate, and potential
country-specific adaptations or models need to be considered. Initiatives should involve and build on the experiences of local and regional women’s organizations, which
may have substantial experience providing domestic violence services53 and may already have strong connections
with legal and other forms of support.
The current widespread attention being given to
HIV/AIDS prevention programs, including investment in
health workers’ counseling skills, may offer a signiﬁcant
opportunity for the inclusion in counseling training of skills
to discuss intimate partner violence. To support women
who have experienced violence, it is important that
providers have adequate time to talk with clients. Without
the time and privacy for adequate provider-client interaction, women will not beneﬁt, and some could be exposed
to greater risk and distress. If counseling is to be beneﬁcial
to women, it needs to be done well; otherwise, it may be
better to refer clients to specialized providers, if they exist.

Improving Documentation
Given the ongoing relationship that some providers have
with clients, reproductive health workers may be in a position to document and testify to women’s experiences of
violence. The systematic medical documentation of reports
of violence can be critical for women who wish to press
charges against their attacker. In addition, clear and prompt
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documentation can reduce delays in service delivery: In
Zimbabwe, for example, some rape survivors were denied
abortions because of documentation delays.54
At tertiary levels of care, health ministries and hospitals
should develop standard protocols for documenting reports
of partner violence, rape and sexual abuse. In Zimbabwe,
for example, hospitals already have protocols for managing
rape, including STI screening, provision of emergency contraception and access to abortion.55 South Africa is currently
developing a policy for handling rape cases, including the
provision of postexposure HIV prophylaxsis.56 Procedures
to respond to violence should also offer sufﬁcient guidance
on how to appropriately document cases. For example, medical afﬁdavits may require an assessment of the severity of
violence, but the criteria for this are often unclear.57
Due care is needed, however, to ensure that documentation of violence against women does not compromise conﬁdentiality. For example, women’s safety could be jeopardized if integrated reporting forms are readily accessible
to all clinic staff. The ethical and safety issues involved with
services for abused women render it imperative that responding to and documenting violence be done with the
utmost sensitivity.

tion Units, one-stop centers that provide health, legal and
counseling services to abused women.61

Intersectoral Collaboration and Referral
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