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GENDER BASED 
VIOLENCE & SEXUAL AND 
REPRODUCTIVE HEALTH 
 

 
 
Violence against women is now well recognized as a public 
health problem and human rights violation of worldwide 
significance. It is an important risk factor for women's ill health, 
with far reaching consequences for both their physical and 
mental health.  
 
Gender based violence takes many forms and results in 
physical, sexual and psychological harm to the women 
throughout their lives. Gender based violence often the 
manifestation of unequal power relation between men and 
women in society and the secondary status of the women 
because of which women have to suffer a range of health 
problems in silence. 
 
Violence against women of which domestic violence is a part, is 
almost a universal phenomenon that cuts across the regional, 
social, cultural, economic boundaries and threatens the health, 
well-being, rights and dignity of women in streets, in 
workplace, and at home. The risk factors vary from culture to 
culture, but the consequences are almost similar all over the 
globe. 

The Problem 
Violence against women cuts a wide swath of suffering and 
death across the entire globe.  The following statistics provide a 
snapshot of the depth and breadth of the problem.  

 Globally an estimated one woman in five will be a victim of 
rape or attempted rape in her lifetime.  

 Violence’s toll on women’s health exceeds that of traffic 
accidents and malaria combined. 

 Violence kills and disables the same number of women 
between the ages of 15 and 44 as cancer does. 

 Up to one in five women reports being sexually abused 
before the age of 15. 

 More than 130 million girls have been subjected to female 
genital cutting worldwide.  

 Approximately 800,000 people are trafficked across 
national borders and millions more are trafficked within 
their own countries. Approximately 80 percent of 
transnational victims are women and girls and up to 50 
percent are minors. 
 

Violence against women is “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 deprivation of liberty, whether 
occurring in public or in private life.” 
 
Gender based violence extends across women’s life span which 
begins pre-birth with sex-selective abortion and battering 
during pregnancy; and continuing through infancy and 
childhood with differential access to food and medical care, 
and sexual abuse; during adolescence with dating violence, 
economically coerced sex, and forced prostitution; and in 
adulthood with violence from an intimate partner, marital rape, 
dowry abuse, homicide, and sexual harassment.3The most 
common forms of violence against women are physical, sexual, 
and emotional abuse by a woman’s husband or intimate 
partner. 
 

Gender Based Violence and Effects on 
Women’s Health 
The most immediate physical health consequences are the 
consequences of injuries such as acute and chronic pain, cuts, 
burns, bruises, broken teeth, broken bones, damages to eyes 
and ears. For women the risk of injury from physical assault 
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seems to increase when the assailant is an intimate. Chronic 
stress-related problems include functional gastrointestinal 
disorder, appetite loss and viral infections such as cold and flu. 
Violence during pregnancy poses a threat to health and at its 
extreme can result in death of the mother and her unborn 
child. The main health effect specific to abuse during pregnancy 
is the threat to health and risk of mother, fetus, or both from 
trauma. This can overlap of intimate partner violence and child 
abuse. Gynecologic problems are the most consistent physical 
health difference between battered and non-battered women. 
Female genital mutilation (FMG), a culturally supported form of 
gender-based violence is associated with a range of serious 
health problems, including infection, chronic pain, sexual 
dysfunction, and obstetric complications. 
 
Sexual violence has profound impact on the mental, physical 
and reproductive health of the victim.  
 
The physical side of abuse is easily seen, but the psychological 
wounds are hardly seen and these affect every single aspect of 
the life of the victim. The psychological impact of domestic 
violence affects women more than the physical injuries. 
Physical and sexual violence negatively impacts women’s 
mental health. Women who live with violent men tend, then, 
to develop serious health problems as a consequence of the  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

repeated violence and fear they experience. Stark & Flitcraft 
(1996) have identified this as “Battered Woman Syndrome”, 
characterized by recurrent assaultive injuries, stress-related 
injuries, isolation, substance abuse and mental illness. Mental 
health consequences include depression, Post-traumatic Stress 
Disorder (PTSD), anxiety, sleeping disorder, eating problems, 
suicidal tendencies, and increased use of alcohol and other 
drugs. PTSD is commonly conceptualized as an anxiety disorder 
occurring subsequent to a traumatic event which is perceived 
as highly threatening. There is some evidence that PTSD is 
directly associated with more suicidal attempts and this 
mediates the link between partner violence and suicidal 
attempts. Numerous researchers have documented that the 
“association between violence from one’s spouse, low self-
esteem, and suicidal tendencies is very strong, especially when 
compared to the women’s pre-battering life phase”. 
Sometimes victims may take long time to recover from and 
may develop extreme symptoms years later in response to 
stressful incidents. Regular alcohol consumption by the 
husband, harassment by the in-laws, exposure to harsh 
physical discipline during childhood and witnessing father 
beating the mother during childhood were other factors that 
were strongly associated with increased risk of poor mental 
health. 
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How Common Is Violence Against Women? 
Globally, at least one in three women has experienced some 
form of gender-based abuse during her lifetime. Violence 
against girls and women can begin before birth and continue 
throughout their lives into old age (see Figure 1). Women are 
reluctant to discuss abuse, and may accept it as part of their 
role. 
 
Reproductive Health Effects 
Women’s reproductive and sexual health clearly is affected by 
gender-based violence. A U.S. study found that women who 
experienced intimate partner abuse were three times more 
likely to have a gynecological problem than were non-abused 
women. 
 
These problems include chronic pelvic pain, vaginal bleeding or 
discharge, vaginal infection, painful menstruation, sexual 
dysfunction, fibroids, pelvic inflammatory disease, painful 
intercourse, urinary tract infection, and infertility. Sexual 
abuse, especially forced sex, can cause physical and mental 
trauma. In addition to damage to the urethra, vagina, and anus, 
abuse can result in sexually transmitted infections (STIs), 
including HIV/AIDS. Women who disclose that they are infected 
with HIV also may be subjected to violence. Early childbearing, 
often a result of early and forced marriage, can result in a range 
of health problems, including effects of unsafe abortion. Girls 
under 15 years of age are five times more likely to die in 
childbirth than women in their twenties. They also are at higher 
risk for obstetric fistula, which can result from prolonged and 
obstructed labor. Abuse limits women’s sexual and 
reproductive autonomy. Women who have been sexually 

abused are much more likely than non-abused women to use 
family planning clandestinely, to have had their partner stop 
them from using family planning, and to have a partner refuse 
to use a condom to prevent disease. 

Sexual Violence by age-NFHS 3 
 

Addressing Violence through  
Reproductive Health 
Programmes 
The health effects of violence against women are serious, far-
reaching, and intertwined. Health care providers have the 
opportunity and the obligation to identify cases of abuse. For 
many women in developing countries, a visit to a health clinic 
for reproductive or child health services may be their only 
contact with the health care system. The health care sector can 
capitalize on this opportunity by ensuring a supportive and safe 
environment for clients, helping providers ask about abuse, and 
helping women receive the care they need. The steps involved 
in integrating gender-based violence into health programs have 
been outlined in a guide developed by UNFPA. Training 
practitioners to ask women about abuse in a direct interview 
can be an effective way to identify survivors of abuse. 
Screening of all women may be impractical, and even unethical 
if not done appropriately and confidentially. Screening of 
specific groups, such as women seeking prenatal care or other 
reproductive health services, may be more feasible. Screening 
programs need to overcome barriers at the provider and health 
care system levels. Providers perceive lack of training, time, 
and effective interventions to be primary barriers to screening. 
Providers also can be reluctant to screen because they: 

 feel uncomfortable asking about the topic, 

 are fearful of the woman’s response face cultural and 
language differences with clients, 

 are afraid of offending clients 
 
Laws under the Indian Penal Code (IPC) 
 Dowry Prohibition Act: any property or valuable (direct or 

indirect) given before, at or after the marriage 
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 Section 304B: Death of a woman within 7 years of her 
marriage 

 Section 498A: When husband or his family subjects woman 
to cruelty (“intentional” behavior that causes serious injury 
or harassment for dowry) 

 Section 376: Rape law 
 Section 294: Obscene acts and songs 
 Section 354: Intent to outrage a woman’s modesty 
 
Medical Care 
The key elements of a medical response to sexual violence are 
described below. Health care professionals must be specially 
trained to undertake post-sexual violence medical care. 
Psychosocial support should begin from the very first 
encounter with the survivor. A protocol should be adopted to 
guide the medical and psychosocial care provided to survivors. 
 
Ensure a Same-Sex Health Worker is Present for any Medical 
Examination and Ensure Privacy and Confidentiality 
A doctor (or qualified health worker) of the same sex should 
conduct the initial examination and follow-up. The survivor 
should be prepared for the physical examination and perhaps 
accompanied (if she so wishes) by a staff member who is 
familiar with the proceedings, or by a family member or friend. 
Strict confidentiality is essential. Staff dealing with the survivor 
must be sensitive, discreet and compassionate. 
 
Take a Complete History and Do a Physical Examination 
The survivor should not shower or bathe, urinate or defecate, 
or change clothes before the medical examination, as evidence 
may be destroyed.  
 
A detailed history of the attack should be documented, 
including the nature of the penetration, if any, whether 
ejaculation occurred, recent menstrual and contraceptive 
history, and the mental state of the survivor. Procedures for 
medical examination after rape should be established and 
follow national laws, where they exist.  
 
The results of the physical examination, the condition of 
clothing, any foreign material adhering to the body, any 
evidence of trauma, however minor, scratches, bite marks, 
tender spots, etc., and results of a pelvic examination should be 
documented. Health workers should collect materials that 
might serve as evidence, such as hair, fingernail scrapings, 
sperm, saliva and blood samples. 
 
Perform the Tests and Treatments as Indicated 
The following tests may be indicated to establish pre-existing 
conditions: syphilis blood test, pregnancy test and HIV test.  
 
Treatment for common sexually transmitted diseases (STDs), 
such as syphilis, gonorrhea and Chlamydia, may be indicated. A 
tetanus vaccination should be considered. 
 

Provide Emergency Contraception, if Appropriate, Along with 
Comprehensive Counseling 
Survivors of sexual violence, particularly forced intercourse, 
may experience many consequences, including: 

 Unwanted pregnancy 

 Sexually transmitted infections(STIs), including HIV/AIDS 

 Complications from an incomplete or unsafe abortion 

 Unwanted child bearing 
 
Survivors can access quality health services through emergency 
contraception, safe abortion, post abortion care and STI 
prophylaxis or treatment. 
 
Key emergency services for survivors of sexual 
violence/abuse: 

 Treatment for physical injuries: Some but not all survivors 
of sexual violence have physical injuries that need 
immediate attention, including general injuries and 
lacerations of genital area. The treatment can include, for 
example, first aid care and tetanus shots. 

 Preservation of forensic evidence: Depending upon the 
local and national regulations, health care providers may 
or may not be able to collect forensic evidence without 
special certification. In any case, providers need to ensure 
that they do not take actions that will preclude the 
possibility of collecting forensic evidence, either by staff in 
the organization or by a forensic physician at another 
facility. 

 Emergency contraception: Emergency contraception 
refers to methods that can prevent pregnancy after 
unprotected sexual intercourse has taken place. EC 
includes EC pills as well as intra uterine device (IUD). 
Emergency contraceptive pills (ECPs) can prevent 
unwanted pregnancies if used within 72 hours of the rape. 
As described by WHO "emergency contraceptive pills 
(ECPs) work by interrupting a woman's reproductive cycle -
- by delaying or inhibiting ovulation, blocking fertilization 
or preventing implantation of the ovum. ECPs do not 
interrupt pregnancy and thus are not considered a method 
of abortion." ECPs should not be seen as a substitute for 
regular use of contraceptive methods. Women should be 
counseled concerning their future contraceptive needs and 
choices.  

 Safe abortion counseling and services: Many women 
resort to self-induced or unsafe abortions when they 
become pregnant as a result of sexual violence.  

 Post-abortion care (PAC): Post abortion care services 
include emergency treatment for complications of 
spontaneous or induced abortion, designed to reduce 
morbidity and mortality from incomplete or unsafe 
abortion. 

 STI prophylaxis: Prophylaxis for STI can be given to 
survivors in the form of special doses of antibiotics, anti-
retroviral drugs or vaccinations. If given soon enough after 
exposure, STI prophylaxis can prevent disease. 
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Provide Follow-up Medical Care 
A woman should be counseled to return for follow-up 
examinations one to two weeks after receiving initial medical 
care. Health care providers should monitor her follow-up care. 
Further tests and treatment, such as testing for or treatment of 
STDs or referral to other RH services, may be indicated during 
follow-up. Further visits may also be required for pregnancy 
and HIV testing. 
 
Operational Issues: 

 Any registered medical practitioner can conduct the 
examination and it is not mandatory for a gynecologist to 
examine such a case. 

 In case of a girl/ woman every possible effort should be 
made to find female doctor but absence of availability of 
lady doctor should not deny or delay the treatment and 
examination. 

 A male doctor can conduct the examination in the 
presence of female attendant. 

 In case of minor /person with disability, his/her 
parent/guardian/ any other person with whom the 
survivor is comfortable may be present. 

 In the case of transgender, survivor should be given a 
choice as to whether she/he wants female doctor or a 
male doctor. 

 Police personnel must not be allowed in the examination 
room during the consultation with survivor. 

 There must be no delay in conducting an examination and 
collecting evidence. 

 

 Providing treatment and necessary medical investigation is 
the prime responsibility of the examining doctor. 
Admission, evidence collection or filling a police complaint 
is not mandatory for providing treatment. 

 The history taking and examination should be carried out 
in a complete privacy in the special room. 
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Adverse Health Outcomes of Physical and Sexual Violence within Marriage: 

Experiences of Young Women in Maharashtra, India  
 

Study Presented by Dr. Shireen J Jejeebhoy, Population Council, Delhi in a Consultative Meet  

at FPA India in the year 2007 
 

Study was done in rural and urban sites in Pune 
district of Maharashtra. The study conducted by the 
KEM Hospital Research Centre (Pune), and the 
Population Council, in 2004-2005. A survey of young 
people (15-24) was done. About 2306 married young 
women was part of the study.  
 
Key Findings of the study: 

 Large proportions of young women reported the 
experience of physical violence and forced sex 
perpetrated by their husbands 
 

 Based on the selected SRH indicators among 
young women it was found that - 

o Between 15% and 18% of young women 
reported that they had suffered from at 
least one SRH problem.  

o 21% had experienced pregnancy loss or 
child death.  

o 5% had at least one unwanted pregnancy. 
 

 Women who were beaten or were forced into 
sex were significantly more likely than other 
women to have experienced SRH problem. 
 

 Women who experienced physical violence were 
more likely than other women to have lost a 
pregnancy or child. 
 

 Both physical and sexual violence perpetrated by 
the husband increase the risk of unwanted 
pregnancy 

 
The next step would be to implement programs at – 
individual, community and health care facility level. 
 
 

 

 
 Individual level: 

 Interventions for youth must encompass 
prevention of gender based physical and sexual 
violence: 

o reproductive rights and the rights of 
women within marriage 

o partner communication and negotiation 
skills 

o gender double standards and countering 
traditional gender stereotypes 

o Can physical/sexual violence issues be 
effectively folded into existing 
interventions (life and livelihood skills, 
sexuality education, etc)? 

 
Community level: 

 Raising awareness, countering traditional gender 

stereotypes and sensitising stakeholders 

 Sensitizing teachers, law enforcers and others 

 Countering public perception of violence that 

blames the victim 

 Recognition of the rights of women within 

marriage 

Health Care Facility level: 

 Training of health care providers to address 
prevention, help identify  and support victims 

 Screening by health care providers for 
physical, sexual violence 

 Violence must be probed in routine SRH 
sessions 

 Availability of counselling services 

 Accessibility of emergency contraception and 
HIV post-exposure prophylaxis (in case of 
sexual violence) 
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Abstracts accepted for APCRH conference on Gender based violence are as follows: 
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