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Violence against women in developing 
countries is emerging as a growing con-
cern for public health practitioners as it 
is well known that women are vulnerable 
to many forms of violence, and domestic 
violence represents the commonest form 
[1]. Domestic violence, or intimate partner 
violence (IPV), is defined by the American 
Medical Association as a pattern of physi-
cal, sexual and/or psychological abuse by 
a person with whom the victim has had an 
intimate relationship [2]. The World Health 
Organization (WHO) defines domestic vio-
lence as any act of “gender-based violence 
that results in, or is likely to result in, physi-
cal, sexual or mental harm or suffering 
to women, including threats of such acts, 
coercion or arbitrary deprivation of liberty, 
whether occurring in public or in private 
life.” [3]. Domestic violence is an important 
cause of morbidity and mortality for women 
in every country where these associations 
have been studied [3]. In a literature review 
of population-based studies, Krug et al. 
found that 10%–69% of women reported 
that they had experienced physical abuse 
from a male partner [4]. There have been 
numerous studies in other communities in 
which women have reported experiencing 
domestic violence: 34% (n = 6566) in an 
Egyptian study [5], 17% in Canada [6], 
16.4% in Haiti [7]. The reported reasons 
for abuse included non-compliance with 
female contraception, talking to strangers, 
jealousy; abuse has also been found to be 
associated with low income [5–8].

There are many forms of violence against 
women. These includes psychological (e.g. 
controlling behaviour, economic abuse, 
social isolation), physical and sexual abuse 
[1,9–11]. Physical violence can often result 
in multiple injuries and may lead to chronic 

conditions [12–14], while emotional abuse 
can have severe long-term effects [15].

In developing countries, women are 
more susceptible to domestic violence. For 
example, one study in Karachi in 2000 re-
ported that all husbands surveyed admitted 
that they shouted at their wife, even when 
she was pregnant [16]; 32.8% admitted to 
having slapped their wives and 77.1% ad-
mitted to having engaged in non-consen-
sual sex with their wives. Another study 
conducted in Karachi in 1999 reported 
that 34% of the women had been physi-
cally abused by their husbands and 15% 
had been abused even while pregnant. As 
a result, 72% of physically abused women 
were anxious/depressed [17]. Another study 
in 2005 on 176 married men showed that 
94.9% had ever used verbal abuse during 
their marital life and 49.4% had used physi-
cal abuse [18].

According to our recent study, it is not 
only the husband but also the in-laws who 
commit violence against women [19]. In 
Pakistan a joint or extended family system 
is the common practice where the husband 
and his wife live with his parents, sisters 
and brothers in one household. The wife is 
placed in a submissive position where she 
faces harassment from the whole family 
[19,20].

The situation of domestic violence 
against women in Pakistan is far from clear 
but what is clear is that it is an issue and 
not much is being done to prevent it either 
by the government or nongovernmental 
organizations (NGOs). To be able to ad-
dress the issue properly it is important to 
have baseline data about its prevalence and 
reasons behind violence against women 
[21]. Although some studies have been con-
ducted in Pakistan, none has been entirely 
community based. Therefore we conducted 
a community-based study in a low socio-
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economic area with the following research 
objectives.
• To estimate the prevalence of domestic 

violence among a selected sample of 
women from low socioeconomic com-
munities in Karachi, Pakistan.

• To identify the reasons for domestic 
violence among the women.




This was a cross-sectional descriptive study 
conducted from March to August 2003 in 
5 low socioeconomic communities where 
populations of mixed ethnicity live: Kor-
angi, Sohrab Goath, Orangi town, Mohajir 
camp and Layree. The inhabitants were the 
Mohajir (people who migrated from India 
at the time of partition), and urban migrants 
from Punjab (Punjabi) and Balouchistan 
(Baluchi). There are 3 types of dwelling: 
pucca which have cement walls, floors and 
roofs; katcha-pucca which have cement 
walls with roofs of asbestos/tin/wood; and 
kutcha which have walls and floor made of 
mud/tin/wood and roof made of asbestos/
tin. Public utilities, such as water, electricity 
and health care centres, are very limited in 
these areas. The 5 communities were select-
ed based on the presence of a household sur-
veillance system. At Korangi, Orangi town 
and Mohajir camp a national health workers 
programme is present working for maternal 
and child heath. At Sohrab Goth there was 
no such programme present. At Layree the 
Layree Community Development Project is 
doing developmental work.


Sample size was calculated to assess the 
prevalence of violence against women of 
low socioeconomic areas in Karachi, Pa-
kistan. The proportion of urban women 

experiencing violence was estimated at 
approximately 30% [17]. Using Epi-Info
for sample size calculation at the 95% con-
fidence level with 5% error, sample size 
was estimated as 333. To be able to capture 
variability of the reasons for violence iden-
tified in our study we finally enrolled 400 
currently married women using purposive 
sampling. The participants were identi-
fied by community health workers of the 
programmes and projects present in the se-
lected communities based on the following 
inclusion criteria.
• Informed consent to participate in this 

study given
• Resident of the community for more 

than 3 years
• Married
• Age between 15 and 45 years (reproduc-

tive age)
• Having at least 2 children.
• Registered for at least 2 years with the 

community health worker of the NGO 
or the national health programme of the 
government of Pakistan. 


The data collection instrument (question-
naire) was based on the main objectives 
of the study. Five focus group discussions 
(FGD) were held with currently married 
women in the selected communities. Data 
gathered from the FGD were used to de-
velop the questionnaire. The questionnaire 
was originally developed in English and 
then translated into Urdu. Two rounds of 
pre-testing were run. Sociodemographic 
data of the participants were collected, in-
cluding age of respondent/husband, age at 
marriage, duration of marriage, number of 
pregnancies, occupation (respondent and 
husband), education (respondent and hus-
band), monthly household income, type of 
house and ownership of the house. Using 
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a closed-ended pre-coded questionnaire, 
information was also collected on verbal 
and physical abuse experienced by the re-
spondent from the husband and/or in-laws. 
The reasons for violence were also elicited 
from the respondents with closed-ended 
questions.

The data were collected by 5 interview-
ers who were selected by the investigators, 
1 for each study site. All the interviewers 
held masters degrees in Sociology, had 
taken some health-related training and had 
at least 2 years of data collection experi-
ence. All spoke Urdu and at least 1 other 
regional language. The interviewers were 
given 4 days of theoretical and practical 
training including explanation of the study 
objectives, sampling strategy, communica-
tion skills, questioning techniques, ethical 
considerations and completing the ques-
tionnaire. The training sessions included 
demonstration of communication skills, 
role-playing, lectures and case studies. Each 
data collector had to demonstrate their ac-
quired skills until their performance was 
found to be satisfactory. Field supervisors, 
who were also sociologists with 10 years 
of field supervision, were involved in the 
training and conducted the qualitative work 
to develop the questionnaire.

The interviews were conducted during 
the day at the homes of the women, when 
the husbands were not around. The families 
were already comfortable with the health 
workers so it was not difficult to come into 
the house and collect data in private. None-
theless, the data were collected with other 
information, to avoid any problems for the 
women. The women gave verbal consent 
easily and they were open in their answers.

The field supervisor was responsible for 
checking the data quality. The question-
naires were edited by the field supervisor 
on a daily basis both in the field and in 
the office. Incomplete questionnaires were 

returned to the interviewers to complete by 
revisiting the women in their homes. Sur-
prise reinterviews were done by either the 
principal investigator or the co-investigator 
so as to recheck various variables of the 
questionnaire.


The definition of domestic violence was 
developed from the literature review prior 
to the study.
• Conceptual definition (domestic vio-

lence): a pattern of physical, sexual, and 
psychological abuse by a person with 
whom the victim has had an intimate 
relationship [2].

• Operational definitions (domestic vio-
lence): violence as perceived by the 
women under study.
The following forms were seen as types 

of violence.
• Verbal violence (conflict): taunting, 

blaming, criticizing and shouting.
• Physical violence: beating, pushing, 

shoving, using any means such as hands, 
legs, sticks.

• Emotional violence: feeling anxious, 
depressed or upset due to conflicts with 
husband and/or in-laws.


The Ethics Review Committee of our in-
stitution approved the study. Before data 
collection, verbal informed consent was 
taken from all the women and they were as-
sured that all the information would be kept 
confidential. There were 30 women who 
refused to participate and were replaced by 
women residing in the next neighbourhood 
who fulfilled the criteria.


Data were double entered into Epi-Info,
version 6. For analysis, the data were trans-
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ferred in to SPSS, version 10. Descriptive 
statistics were computed at The Aga Khan 
University by the principal investigator.




The mean age of the women was 29.0 [stand-
ard deviation (SD) 4.6] years (range 19–39 
years). The mean duration of marriage was 
10.5 (SD 5.0) years and age at the time of 
marriage was 18.8 (SD 3.3) years. A total of 
1661 pregnancies were reported by the 400 
women with a mean of 4.1 (SD 1.7) preg-
nancies. Of the 400 women, 33.8% were 
illiterate and 25.5% of the husbands were 
illiterate. Only 24.0% of the women were 
employed, whereas the majority (94.7%) of 
the husbands were employed. Most of the 
women lived in katcha pucca dwellings; 
only 69% owned their homes (Table 1). 


The majority of women (97.5%) reported 
that they had experienced verbal abuse 
(conflict) from their husbands and 97.0% 
experienced such abuse from their in-laws. 
As regards physical violence, 80.0% report-
ed receiving beatings by their husbands and 
57.5% experienced such violence from their 
in-laws. The majority of women reported 
feeling stressed by the conflict with their 
husbands (98.5% of the women) and with 
their in-laws (97.3%).



The main reasons for conflicts with hus-
bands were reported as: financial causes 
(65.0%), infertility (33.3%), not having a 
son (32.0%), husband beating or hitting the 
children (21.3%) and husband being ad-
dicted to drugs (15.8%) (Table 2).

The main reasons for conflicts with 
in-laws were reported as: household chores 
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(80.3%), infertility (33.8%), not having a 
son (28.5%) and financial reasons (20.8%) 
(Table 2).



The main reasons reported for physical vio-
lence by the husband included: disobeying 
and arguing with in-laws (38.8%), infertil-

ity (22.8%), financial reasons (19.8%), not 
having a son (18.8%) and husband being 
addicted to drugs (15.8%) (Table 2). 

The main reasons reported for beating by 
in-laws included: household chores (28.8%), 
husband addicted to drugs (20.5%), not hav-
ing a son (19.3%), dowry issues (13.0%), 
and disobeying and arguing with in-laws 
(7.5%) (Table 2).
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Violence affects the lives of millions of 
women worldwide, of all socioeconomic 
and educational classes. However, a study 
conducted in medical clinics in Sudan in 
2001 reported that women with low edu-
cational status and unemployed women 
and newly married women were more fre-
quently abused [22]. Domestic violence 
cuts across cultural and religious barriers, 
undermining the right of women to partici-
pate fully in society [23].

Our community-based study found that 
the prevalence of conflict with the husband 
as perceived by the wife was about 98% and 
with in-laws about 97%. The prevalence of 
physical abuse by husbands reported by the 
women was 80% and by the in-laws 58%. 
Our findings support those of previous 
studies done in Egypt (34%) [5], Canada 
(17%) [6], Haiti (16.4%) [7], Bangladesh 
(42%) [24], India (30%) and some squatter 
settlements of Pakistan (34%) [8,16–18], 
but our figures are much higher. The high 
prevalence of perceived violence against 
women in this study could be attributed to 
the fact that 50% of our participants were 
either not educated or had had only limited 
schooling. It has been reported generally 
that a woman’s ability to make decisions is 
acquired when she has had at least 10 years 
of schooling [7]. As reported by one study, 
many women perceived that education im-
proved women’s status and increased their 
contribution to their households, thereby 
awarding them more freedom and less de-
pendency [24]. In the women’s view, edu-
cation has both a direct effect on women’s 
status and an indirect effect that operates 
through increased earning potential. On the 
other hand, the study identified that a hus-
band’s violence against his wife was associ-
ated with the woman being more financially 
independent. This indicates that a shift in 

the balance of power between husband and 
wife can lead to violence.

A predisposing factor for our partici-
pant’s perception of domestic violence is 
the power bestowed upon males which 
subjugates women and makes them submis-
sive to men. In Pakistan, the bride generally 
lives with her in-laws and looks upon them 
as the ultimate authority figure in the house-
hold. This gives power to the in-laws. The 
bride’s parents are not supposed to interfere 
with the life of their daughter once she is 
married. Any attempt on the part of the 
bride’s parents to influence her may lead to 
conflicts with the husband and the in-laws. 
It may even go as far as the husband and in-
laws beating the wife to show their power.

Financial issues were an important rea-
son for domestic violence in our study. This 
finding has been reported by many other 
studies. For example, studies on Haitian 
and Native American women showed that 
because of their lack of financial contribu-
tion they perceived themselves as power-
less [7,8]. In Pakistan, a number of NGOs 
are working to raise the economic status 
of women by offering them microcredit. 
However, these programmes are providing 
protection only to a very few because many 
women are not aware of the schemes or may 
not be allowed by the husband/the family 
to go to a bank or NGO to learn about the 
system.

Infertility and not giving birth to a son 
were 2 other reasons for violence found in 
our study. In the communities studied, it is 
believed that the woman alone is respon-
sible for the sex of a child. The concept 
of male involvement in providing X and 
Y chromosomes to the female is either 
unknown, unclear or completely ignored. 
In addition, such families are not aware of 
how much the male can contribute to the 
cause of infertility. It is the woman who is 
held responsible for infertility, becomes so-
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cially stigmatized and possibly the victim of 
verbal and physical abuse too [20]. In China 
and India, some women choose to terminate 
their pregnancies when expecting daughters 
but carry their pregnancies to term when 
expecting sons [25,26]. Further an Egyptian 
study identified that women are not aware 
of their reproductive rights [27].

Another perceived reason for the abuse 
suffered by our participants was the drug 
addiction of the husband. Other studies 
have reported on the association between 
domestic violence and drug and alcohol use 
[25,28].

Domestic chores are one of the reasons 
reported by women in our study particu-
larly in relation to the in-laws. The wife will 
work for 24 hours without recognition and 
rest because little social value is given to 
her by her husband and in-laws. This may 
result in the woman becoming stressed and 
irritable which then often gives the husband 
and in-laws the opportunity to physically 
abuse her. Many men and in-laws have false 
socioreligious belief that women have lower 
intellects than men and are thus not able to 
understand what is right for them and make 
proper decisions. Therefore, they are over-
protective of the woman and completely 
limit her mobility and contact with others 
[16]. In addition in our culture women’s 
exposure to men other than the husband 
tends to be restricted. The women in our 
study reported that their husbands were 
jealous if they talked to other men. This 
result is supported by the qualitative study 
we conducted to develop the questionnaire 
that found that when women talk to another 
man, it is viewed almost as an extramarital 
affair.

The major limitation in this study was 
the non-random purposive sampling tech-
nique used whereby only women of low 
socioeconomic level were recruited. This 
was done because domestic violence in our 
culture is a very sensitive issue and people 

tend not to wish to discuss it especially 
with strangers. Therefore, the health care 
workers were used to collect the data as they 
were known to the women and her family 
and had a rapport with them. We collected 
information only about physical (beating), 
and verbal (conflict) violence. Due to the 
sensitivity of the topic, we did not collect 
information on sexual violence, which is 
another limitation of our study. The find-
ings of this study should be taken in the light 
of these limitations. Despite this, we believe 
the study contributes to our understanding 
of the prevalence of and possible reasons 
for domestic violence among urban women 
of low socioeconomic status in Karachi, 
Pakistan.

We conclude that the prevalence of 
domestic violence among such women is 
high and this violence puts the women un-
der considerable stress. The main reported 
reasons for the violence are public health 
issues which should be addressed by health 
professionals. There is therefore a need for 
women’s empowerment through increased 
schooling and improved financial capacity 
so that they are able to participate in the 
decision-making process of a household. 
The media could play a leading role in 
persuading society to be more supportive of 
women and their role in society. Awareness 
is the first step towards a more supportive 
and tolerant society.
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Violence and injury prevention: road traffic injuries
http://www.emro.who.int/vip/roadtrafficinjuries-regionaldata.htm
In 2002 there were an estimated 132 207 road traffic deaths in the 
WHO Eastern Mediterranean Region (362 deaths/day). 
The Region has the highest rate of road traffic deaths among males. 
In low- and middle-income countries, the annual road traffic death rate 
for males (117.0/100 000) is more than double the rate for low- and 
middle-income countries across the world (53.3/100 000). For males 
aged 45–59, the rate in low- and middle-income countries in the 
Region (63.9/100 000) is 50% higher than that in low- and middle-
income countries across the world (43.2/100 000).
Similarly, the annual road traffic death rate for females aged 60 and 
over in the Eastern Mediterranean Region as a whole (46.0/100 000) 
is 241% higher than the rate for females in this age group across the 
world (19.1/100 000).

http://www.emro.who.int/vip/roadtrafficinjuries-regionaldata.htm

