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ABSTRACT
Objective To determine the prevalence of intimate partner 
violence (IPV), and associated factors, in reproductive- aged 
women attending psychiatric outpatient departments.
Design Cross- sectional facility- based study.
Setting Outpatient psychiatric clinics of public hospitals in 
Addis Ababa.
Participants Reproductive aged women with chronic 
mental illness (CMI) who attended follow- up in psychiatric 
outpatient clinics.
Primary and secondary outcome measures The 
data were collected using a multi- culturally validated 
instrument from randomly sampled women with CMI. 
Multiple logistic regression was used to identify factors 
independently associated with IPV.
Result Four hundred and twenty- two women who were 
attending the psychiatric outpatient clinics took part in the 
study. The majority of participants 62.0% (95% CI 56.1 
to 68.8) experienced IPV at least once in their lifetime. 
The most common form of IPV experienced by women 
was emotional violence (60%; 95% CI 55.0 to 64.7). One 
hundred and eighty- six (44.1%; (95% CI 39.3 to 48.8)) 
respondents experienced physical or sexual violence 
during the last year. A history of divorce (Adjusted Odds 
Ratio [AOR]=5.64; 95% CI 2.75 to 11.56) and having a 
mental illness for more than 5 years (AOR=2.23; 95% CI 
1.26 to 3.93) were associated with any form of IPV.
Conclusion The high prevalence of IPV among women 
attending psychiatric outpatient services highlights the 
need to routinely inquire about IPV and develop effective 
strategies to prevent it among this vulnerable group.

INTRODUCTION
Intimate partner violence (IPV) among 
women is a common phenomenon glob-
ally.1 According to the WHO definition, IPV 
includes emotional abuse, physical, sexual 
violence or controlling behaviour between 
current and ex- partners.2 Up to this time, 
research on IPV has largely focused on experi-
ences of physical violence than the emotional 

and sexual aspects.3 Nevertheless, one- third 
of women globally report having experienced 
IPV at some point in their lifetime.4

Studies reported considerable contextual 
variation in the prevalence of IPV.5 In the 
WHO’s multi- site study, the prevalence of 
intimate violence in women ranged from 
15% to 72.7% and 4% to 54% in their lifetime 
and the past year, respectively.6 In the same 
study, Japan (15%) and Ethiopia (72.7%) 
are countries that reported the lowest and 
highest physical or sexual violence against 
women reported, respectively.6 Another Ethi-
opian study has also reported a 30% preva-
lence among ever- married women.7 Different 
factors may play a role in precipitating and 
maintaining IPV worldwide such as marital 

Strengths and limitations of this study

 ► There is scarce research on intimate partner vio-
lence among women with chronic mental illness in 
Ethiopia specifically, and Africa more generally.

 ► We used a standard questionnaire validated for mul-
tiple countries, which allows direct comparison of 
our findings with other available data.

 ► As a cross- sectional study, our data do not imply 
causality and cannot inform as to the temporal re-
lationships between the variables.

 ► Data were self- reported, which may be limited by 
recall bias and under- reporting; men were not in-
vestigated to understand the magnitude and reason 
for engaging in violence against their partners. The 
study was conducted among women thought to 
have better access to information, so the findings 
may not be generalisable to women with mental 
illness who do not attend psychiatric tertiary care 
facilities.
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status, education, wealth, cultural factors and mental 
health status.7–10

The link between IPV and poor mental and physical 
health of women have been indicated in many studies.11 
IPV is associated with substantial morbidity and mortality, 
specifically among women, and its prevention has a major 
global public health importance.12 13 Women who experi-
enced IPV have more medical, gynaecological and stress- 
related symptoms than those who did not.12 14

There is also robust evidence that women with chronic 
mental illness (CMI) experience higher rates of violence 
than women without CMI.14 Also, IPV is an established 
risk factor for mental health problems, including major 
depression, suicide attempts and post- traumatic stress 
disorder.15–17 In addition to being at higher risk of expe-
riencing different types of IPV (physical emotional 
and sexual), CMI’s—such as severe major depressive 
disorder, bipolar disorder and schizophrenia hinder 
women’s capacity to protect themselves and seek help 
when compared with women without CMI.13 17 Further-
more, a history of experience of IPV is associated with 
poorer health, including depression, PTSD, anxiety 
and significant impairment in functionality and somatic 
health.11 15 17 A study from Ethiopia found that IPV, 
including spousal controlling behaviour associated with 
depression.18 Similarly, studies from Europe, the USA and 
China also reported an association between mental illness 
and IPV.19 20 Nevertheless, evidence is scarce about the 
prevalence of IPV among reproductive- age women with 
CMI living in resource- poor settings.

Data on IPV prevalence and its associated factors among 
women with CMI is essential for developing effective 
interventions in this targeted vulnerable group. There-
fore, we aimed to investigate the prevalence of IPV and 
associated factors among women with CMI in Ethiopia.

METHODS
Study setting and design
Institutional- based cross- sectional study design was under-
taken in public hospitals in Addis Ababa, Ethiopia. The 
city has an estimated population of 3.2 million.21

The study was conducted between December 2016 
and May 2017 in four outpatient clinics at public tertiary 
hospitals that deliver specialised mental health services by 
psychiatrists or psychiatric residents.

Determination of sample size
The sample size was determined using the following 
assumptions: the prevalence of IPV among women with 
CMI (schizophrenia, bipolar disorder and severe major 
depression) (p=50%) at 95% confidence level, Z=1.96=the 
level of precision (0.05), and adding for non- response of 
10%; this gave a required sample size of n=423.

Sampling procedure
The study subjects were recruited from psychiatric outpa-
tient clinics of the four hospitals. All women aged 18–49 

years who provided consent and presented in the study 
period were included. To recruit the study subjects, 
497 women patients were invited to participate, of which 
47 (9.5%) patients were excluded due to their age was 
below 18 years or were never in a marital relationship, 
16 (3.2%) were excluded due to their presentation with 
acute psychosis, the remaining 9 (1.8%) patients were 
due to other exclusion criteria, and only 1 patient was 
excluded due to a self- withdrawal to participate. Finally, 
the study included 422 study participants (figure 1).

Data collection and instrument
An interviewer- administered structured questionnaire 
was used to collect the data. The standardised pretested 
Amharic version (Amharic is the national language of 
Ethiopia) of a multi- culturally validated IPV tool from the 
WHO was employed to gather information on IPV, such 
as sexual, physical and emotional abuse.6

Sociodemographic characteristics and disease- related 
characteristics of the participants were also assessed. 
Women who had experienced IPV were further asked to 
qualify for the type of experience and the timing, that is, 
whether it was in the previous 12 months or not. Addi-
tionally, the questions on spousal control over the respon-
dent were adopted and used to measure and categorise 
with different list of items in which a woman can act 
without the consent of her husband/partner, including 
her healthcare- related activities.

The final Amharic version of the questionnaire was 
administrated by trained, experienced female psychiatric 
nurses who aimed to be respectful, non- judgmental and 
enable the women to feel at ease. An exit interview was 
conducted after each participant’s follow- up visit was 
complete. All participants were fluent Amharic speakers.

To ensure the quality of the data, a structured question-
naire was pretested among 5% of study participants across 
different psychiatric outpatient clinics. Detailed discus-
sion was held with the researchers, supervisors and data 
collectors after the pretest and necessary amendments 
were done. The supervisors and data collectors were 
trained over the course of 3 days. Supervisors checked 
the collected data on the same day for completeness and 
consistency.

Analysis
In order to analyse the data, Epi Data V.3.1 was used for 
entry and cleaning, followed by exporting to SPSS V.20.

The sociodemographic characteristics and experiences 
of IPV were summarised using descriptive statistics. The 
outcome variable was any IPV as the categorical variable 
of ‘yes’ or ‘no’. Predictor variables: marital status (single, 
married, divorced, widowed), educational level (above 
high school, high school, elementary school, illiterate or 
no education), occupation (unemployed, housewives/
student, daily labourer/housemaid, formal employment).

To investigate the associations between participants’ 
characteristics and IPV, we used bivariate analyses. We 
used a p<0.05 significance level for multiple logistic 
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regression analysis following bivariate analysis, which 
calculated crude ORs and CIs 0.05.

Ethical considerations
An experienced psychiatric nurse completed a structured 
assessment of the person’s capacity to consent to partici-
pate in the study. Participants were informed about their 
right to participate only on a voluntary basis and to with-
draw from the study without providing any explanation. 
All collected information was anonymised, and the privacy 
of the participants was respected in the data collection 
process analysis, interpretation and write up. Participants 
who needed any psychological or safety support during 
the data collection were referred for treatment and safety 
support. No reimbursement or payment was made for 
participants.

Public and patient involvement
Neither the public nor patients were involved in the study 
survey design. The findings will be provided for partic-
ipants based on their requests. The community will be 
consulted as part of the design and implementation of 
any studies that can be built on this initial study.

RESULTS
Sociodemographic characteristics of respondents
Four hundred and twenty- three reproductive age women 
were approached and participated, resulting in an 99.8% 
response rate. The mean age of respondents was 32.1±6.7 
years, with a range of 18–46. A third (32.9%; n=139) of 
the participants were not married legally. Approximately 
4 out of 10 women are illiterate (have no formal educa-
tion) or have only a primary school education. Only 27% 
of women were employed (table 1). The majority (80%) 
of the participants had a diagnosis of mental illness for 
more than 1 year. A significant proportion of the partici-
pants, 46.3%, n=156, lived with the illness for more than 
5 years.

Lifetime prevalence
In this study, IPV was found to be prevalent in 62.0% 
(95% CI 56.1 to 68.8) of women in their lifetimes. The 
most common form of IPV experienced by women was 
emotional abuse (60%; 95% CI 55.0 to 64.7) while 38.6% 
(95% CI 34.1 to 43.6) of participants experienced some 
kind of physical violence in their lifetime. Among partici-
pants who reported physical violence, a significant propor-
tion, 25.6% (95% CI 21.6 to 29.6), reported severe forms 

Figure 1 Sampling schedule of the selection of women included in the study. OPD, outpatient departments.
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of physical violence. The common form of severe phys-
ical violence was being beaten by fist on the face 21.8% 
(95% CI 17.3 to 25.6) followed by 13% (95% CI 9.7 to 
16.1) getting kicked in different parts of the body. Three 
per cent or more of the women who experienced physical 
violence foresaw incontinence, bleeds, fractures, or loss 
of consciousness. Only 2% of participants sought medical 
service for the incident. Moreover, 38% (95% CI 28.7 to 
47.2) of women who experienced severe physical violence 
reported that the incident occurred while pregnant.

Regarding sexual violence, nearly one- third 31.3% 
(95% CI 26.8 to 36.0) of the study participants reported 

ever experiencing any form of sexual violence, and 25.1% 
(95% CI 20.9 to 29.1) reported that their partner had 
compelled them to have sex.

More than one- third of all respondents, 36.2%; 
(95% CI 31.3 to 41.0), had at least one pregnancy after 
they received the diagnosis of mental illness. Of these, 
58.1%; (95% CI 53.1 to 62.3) pregnancies were unin-
tended, and 53.9% (45.3, 63.3) of which ended up in 
induced abortion. In 29% (95% CI 21.1 to 35.9) of these 
pregnancies arising from forced sexual intercourse, the 
women resorted to induced abortion and terminated the 
pregnancy. Additionally, a third of participants had sexual 
intercourse before 18 years of age, putting them at an 
increased risk of teenage pregnancy.

Twelve months of prevalence
Among women who participated in this survey, 44.1% 
(95% CI 39.3 to 48.8), 35.3% (95% CI 31.0 to 40.3) and 
25.1% (95% CI 21.3 to 29.9) reported to have experi-
enced sexual and physical violence within the last 1 year 
preceding the interview, respectively. Of those who 
reported physical violence, 95% (95% CI 91.3,98.0) of 
them said this was severe, that is, being hit with a fist or 
object on the face. Two per cent of them were able to get 
treatment, and the other 2% spent a night in the hospital 
for the damage due to the physical attack by their male 
partner. A significant statical difference was not observed 
in the prevalence of IPV among women by the psychiatric 
diagnosis.

Emotional violence and spousal control
Almost 60% of participants had experienced moderate 
25.0% (95% CI 21.2 to 29.3) or severe 34.8% (95% CI 
30.0 to 39.0) forms of emotional violence, and higher 
than 92% (95% CI 90.0 to 95.3) were either limited in 
what they could do or required permission in order to do 
it by their spouses in their lifetime. More than 70% (95% 
CI 67.1 to 95.3) of participants would not visit healthcare 
facilities for treatment without getting approval from 
their partner (table 2).

Factors associated with IPV
The logistic regression model showed marital status, occu-
pation, duration of illness and spousal control were signifi-
cantly associated with IPV (table 3). There was a significantly 
higher prevalence of physical and/or sexual violence among 
women without jobs (AOR=2.35; 95% CI 1.23 to 4.41), daily 
labourers or housemaids (AOR=3.33; 95% CI 1.45 to 7.61) 
compared with employed women. Moreover, the OR of IPV 
was higher among divorced women (AOR=4.97; 95% CI 
2.36 to 10.45) and non- married women (AOR=3.56; 95% CI 
to 2.09, 6.04) compared with currently married women. The 
study also depicted those women diagnosed with mental 
illness more than 5 years ago were more likely to experience 
IPV than newly diagnosed (AOR=2.11; 95% CI 1.17 to 3.82). 
However, the study did not find a difference in IPV experi-
enced by the level of income or educational status (table 3).

Table 1 Participant characteristics by demographics and 
clinical characteristics (n=422)

Characteristics Frequency Percentage

< 24 63 14.9

25–34 186 44.1

>35 173 41.0

Marital status

  Single 139 32.9

  Married 187 44.3

  Widowed 26 6.2

  Divorced 70 16.6

Number of alive children

  >2 180 42.7

  1–2 84 19.9

  No children 158 37.4

Education

  Tertiary level 60 14.2

  Secondary level (high school) 195 46.2

  Primary level 123 29.2

  Illiterate 44 10.4

Diagnosis

  Schizophrenia 170 40.3

  Bipolar disorder 116 27.5

  Major depressive disorder 136 32.2

Psychotropic medication

  Antipsychotics 208 49.3

  Mood stabiliser 67 15.9

  Antidepressant 147 34.8

Duration of treatment in months

  1–24 163 38.6

  25–48 91 21.6

  49 months and above 168 39.8

Occupation

  No job 160 37.9

  Housewives/students 93 22.1

  Housemaid/daily labourer 55 13.0

  Employed (formal) 114 27.0
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DISCUSSION
Despite high prevalence reports of IPV in community- 
based studies in Ethiopia, no study focused on women 
with CMI. In this study, we found a high lifetime prev-
alence and recent IPV in this vulnerable group of the 
population.

A significant proportion (62%) of women conveyed 
experiences of IPV in their lifetime, which occurred quite 
frequently, signifying that this is a common experience 
of women with CMI. This finding is similar to a previous 
study from rural Ethiopia, which reported 60.7% violence 
against people with CMI.22 Likewise, the finding of IPV 

Table 2 Spousal control among participants

Types of spousal control Never N (%) Yes N (%)

Have you ever been prohibited not to meet your friend by your partner? 210 (49.8) 212 (50.2)

Does your partner make a restrict/limit limitation on your contact with your family? 234 (55.5) 188 (44.5)

Does your partner make sure you always know where you are; always want to know where 
you are?

189 (44.8) 233 (55.2)

Does your partner ignore or treats you indifferently? 153 (36.3) 269 (63.7)

Does your partner become annoyed when you talk with other men? 113 (26.8) 309 (73.2)

Does your partner often accuse you of being unfaithful? 148 (35.1) 274 (64.9)

Does your partner want to ask him permission when you go out from home? 117 (27.9) 303 (72.1)

Does your partner want you to ask him permission before visiting the healthcare service? 121 (28.7) 300 (71.3)

Does your partner force you not to express your feeling to other people? 192 (45.5) 230 (54.5)

Table 3 Intimate partner violence and associated factors among study participants

Characteristics

IPV Crude Odds Ratio 
(COR) (95% CI)

Adjusted Odds Ratio 
(AOR) (95% CI)Yes N (%) No N (%)

Income

  Yes 165 (67.6) 79 (32.4) 1.67 (1.12 to 2.48) 1.08 (0.64 to 1.82)

  No 99 (55.6) 79 (44.4) 1 1

Occupation

  Unemployed 117 (73.1) 43 (26.9) 2.63 (1.58 to 4.36) 2.35 (1.23 to 4.41)**

  House wives/student 46 (49.5) 47 (50.5) 0.94 (0.55 to 1.63) 1.49 (0.77 to 2.88)

  Daily labourer/house maid 43 (78.2) 12 (21.8) 3.46 (1.65 to 7.24) 3.33 (1.45 to 7.61)**

  Formal employment 58 (50.9) 56 (49.1) 1 1

Marital status

  Married 83 (44.4) 104 (55.6) 1 1

  Divorced 59 (84.3) 11 (15.7) 6.72 (3.32 to 13.60) 4.97 (2.36 to 10.45)**

  Widowed 16 (61.5) 10 (38.5) 2.05 (0.86 to 4.64) 1.74 (0.72 to 4.19)

  Single 106 (76.3) 33 (23.7) 4.03 (2.48 to 6.54) 3.56 (2.09 to 6.04)**

Education

  Beyond high school 35 (58.3) 25 (41.7) 1 1

  High school 124 (63.6) 71 (36.4) 1.25 (0.69 to 2.25) 0.96 (0.49 to 1.86)

  Elementary 76 (61.3) 48 (38.7) 1.13 (0.60 to 2.12) 0.86 (0.40 to 1.83)

  Illiterates (no education) 29 (67.4) 14 (32.6) 1.48 (0.65 to 3.36) 1.38 (0.54 to 3.56)

Duration of illness

  Less than 1 year 41 (48.2) 44 (51.8) 1 1

  1–5 years 87 (58.4) 62 (41.6) 1.50 (0.88 to 2.57) 1.25 (0.69 to 2.26)

  >5 years 136 (72.3) 52 (27.7) 2.81 (1.649 to 4.78) 2.11 (1.17 to 3.82)**

** The association is significant at 95% CI and P value less than 0.05
IPV, intimate partner violence.
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in this study is as high as a WHO community prevalence 
study report from Ethiopia, which is 72%,18 and Tanza-
nian study (61%).23 Our findings are also higher than 
a community study in northern Ethiopia24 and a report 
from a systematic review suggesting a prevalence of 33% 
IPV among women with CMI attending outpatient clinic.25 
The difference can be explained by study population 
differences; the participants of the northern Ethiopian 
study were women in a rural community, while our study 
participants were urban residents and had higher educa-
tional levels. This study also reported (44%) recent IPV, 
which is higher than studies from high- income countries, 
such as 21% reporting IPV in the last 12 months from 
the UK26 and 30.3% in Spain.27 This is consistent with the 
assertion that women with CMI constitute a vulnerable 
segment of the population who need special protection.9 
Healthcare providers should investigate about all types of 
recent IPV among reproductive age women with CMI.

The prevalence of physical violence was also found to 
be high in this study (38.5%), and this is comparable 
with other results from some African28 and South Asian 
countries.29 However, our finding is lower than the prev-
alence reported from rural Ethiopia,18 which may be 
due to under- reporting by our study participants who 
might be more dependent on their partners for support 
towards the care of their mental illness. Physical violence 
is an important psychosocial issue with detrimental 
effects on the course of the pre- existing mental illness 
hence contributing to gender disparities in the treatment 
outcomes of CMI. Additionally, our study found that IPV 
is associated with a longer duration of illness. Similarly, 
another Ethiopian study found association between IPV 
and depression.18

Despite a significant number of participants who 
reported physical violence in this study, only a small 
proportion sought healthcare for their injuries. This is 
consistent with the low level of help- seeking behaviour 
for IPV- related injuries as reported by other studies in 
Ethiopia and other global studies.5 30 31 A varying degree 
of emotional violence was also reported in 60% of partic-
ipants, consistent with findings from Tanzania.23 It also 
has a significant association with poor mental health, as 
reported by other African countries.23 32 33

This study found that violence and spousal control are 
common concerns in relation to the human rights and 
well- being of women with CMI. We found that violence in 
the form of physical violence was associated with violence 
in other forms; this is consistent with research that has 
found that physical violence is frequently related to 
sexual or and psychological coercion. Mental healthcare 
providers need to routinely inquire about IPV during 
outpatient visits to offer appropriate interventions. Our 
study had not found an association between IPV and 
women’s education, which contrasts with a previous study 
from Sudan.28

Despite the limitations of this research, which included 
being a hospital- based study, purely urban sample and 
cultural bias of reporting, we have attempted to minimise 

non- disclosure in our methods. Such non- disclosure 
may link in with cultural taboos in relation to the topic. 
However, we used experienced, female psychiatric nurses 
do the interviews in order to prevent any discomfort to 
participants, and to try to minimise risk of non- disclosure. 
We believe that the current study’s findings will help other 
researchers further investigate the observed relationships 
of IPV and CMI through longitudinal studies with larger 
samples and the effect of these experiences on the prog-
nosis of their mental illness. As a preventive strategy of 
IPV, continuous research is recommended to reduce the 
burden of CMI. IPV was associated with being unem-
ployed or daily labourer/housemaid status in this study 
which is consistent with the WHO multi- site study, which 
found employment as a protective factor.6 in compar-
ison, findings from other sub- Saharan African countries 
are not consistent.34 35 This can be explained by cultural 
differences and study settings. However, causation cannot 
be established in our study due to the cross- sectional study 
design. Further studies are required to develop interven-
tions intended at reducing IPV among women with CMI 
and test their effectiveness. Even though the participation 
was voluntary, the fact that no woman declined to partic-
ipate in this study adds to the strengths of our findings.

CONCLUSIONS
IPV was found to be highly prevalent among women with 
CMI living in urban settings in Ethiopia. Given the detri-
mental effect of IPV on mental health, it may contribute 
to disparities in CMI clinical outcomes and quality of life 
among female patients. In addition, unemployment and 
a longer duration of CMI are associated with a higher 
prevalence of IPV.

Psychiatric outpatient clinics are an essential point of 
contact for women with mental illness who are experi-
encing IPV. The treatment for mental disorders needs to 
include effective interventions for women who are also 
IPV victims. Mental health professionals play a key role in 
addressing IPV in this population.
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