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Introduction

Intimate partner violence against women is a 
pervasive human rights and public health concern1,2, 
affecting more than one in three women in India3 and 
globally2,4, most commonly in the context of marriage. 
Nationally representative data from India’s National 
Family Health Survey (NFHS) suggest a modest decline 
in marital violence over the past decade or so; with 37 
per cent of ever-married women reporting a history of 

physical or sexual violence from husbands in 2005-
2006 (NFHS-3)5, to 31 per cent of ever married women 
reporting victimization in 2014-2015 (NFHS-4)3. No 
such decline in marital violence in the past 12 months 
was observed during this same period; 24 per cent of 
ever married women reported physical and/or sexual 
violence from their husbands in the past 12 months3. 
This violence can be quite severe; eight per cent of ever 
married women - or one in 12 of these women - were 
kicked, dragged or beaten by their husband in the past 
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The public health ramifications of marital violence are well documented and include injury, mental 
health concerns and physical health consequences for women and their offspring. Unfortunately, there 
remains social tolerance and even acceptance of these abuses against women, and health systems in India 
have done little to support victims despite their greater health risks. However, there are promising efforts 
and important advancements in India that could be built on for more effective prevention and support 
for women. Men and boys should be engaged in gender transformative interventions with male role 
models to alter men’s attitudes of acceptability of and justification for marital violence and consequently 
their actual abusive behaviours. Given the strong demonstrated connection between men’s risky and 
problem alcohol use and marital violence, alcohol interventions may also be beneficial. We must support 
women and girls vulnerable to marital violence, a group disproportionately affected by violence in their 
natal families as well, so they know that violence need not be part of their marriage relationship, and 
have skills on how to engage and communicate with or even leave their male partners to reduce their 
risk for violence. Formal services should be expanded for those in immediate danger and particularly for 
rural areas, where prevalence of marital violence is highest and supports are weakest. Finally, given the 
pervasiveness of attitudes accepting husbands’ marital violence against women, and the fact that these 
have remained largely unchanged in India for a decade, large scale community and social change efforts 
are needed.
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12 months3. Hence, while we may be witnessing a 
small decline in marital violence in India, this decline is 
grossly inadequate, leaving millions of women in India 
subject to the fears and harms of this violence, with 
only a few disclosing this violence to anyone or seeking 
services for support or intervention3. Vulnerability to 
marital violence is highest among socially vulnerable 
women, including those with low education, rural 
residence and living in poverty; these same groups of 
women are also less likely to seek support or formal 
services when violence does occur3.

Public health impact of marital violence

The public health impact of marital violence is 
well documented, with robust multicountry analyses 
and meta-analyses document associations between 
marital violence and poor health outcomes at a global 
scale1,4,6,7, a concern all the more problematic given 
that those with lower access to health services are at a 
greater risk for violence and its health consequences3. 
Injury is an important consequence of marital violence 
that may go untreated in contexts with poor health care 
access (e.g., rural areas), as well as due to impediments 
placed by husbands. National data indicate that among 
those reporting physical and/or sexual violence in 
the past 12 months, 26 per cent of urban women 
and 39 per cent of rural women have been injured by 
marital violence3. More than one in 20 of these women 
report very severe injury such as deep wounds, broken 
bones, broken teeth or other serious injury3.

Sexual and reproductive health risks are also 
a concern. Data from the mid-2000s indicated that 
women in India who experienced physical and/or sexual 
marital violence had almost four times the odds of being 
infected with HIV8, with their vulnerability attributable 
to the extramarital risk behaviours of their husbands 
rather than themselves9. While these findings have not 
been replicated with more recent data, women’s risk for 
HIV continues to come from husbands for the majority 
of women affected3. Women at the greatest risk for HIV 
are those with five or more lifetime partners, according 
to the national data3, and this large number of partners 
may be indicative of women engaging in sex work. 
Studies with female sex workers show interconnection 
with violence from clients and spouses, lower control 
over and use of condoms and risk for sexually 
transmitted infections (STIs) including HIV10,11. 
Among ever-married women, research indicates 
that marital violence is positively associated with 
STI/HIV prevention and reproductive health practices 
including condom and other contraceptive use12-14. 

It is also associated with higher odds of unintended 
pregnancy13, terminated pregnancy, genital discharge 
and sores and STIs15. These seemingly contradictory 
findings may suggest that women experiencing marital 
violence are more inclined to pursue STI/HIV and 
pregnancy prevention, but may be unable to fully 
control their sexual and reproductive health due to the 
abuse they are experiencing12,13. This may be because 
the abusive partner or others engage in reproductive 
coercion (preventing or forcing contraceptive practices 
on a woman)16 or because the affected women may 
be less able to maintain healthy behaviours due to 
the psychological strain of the abuse. There is some 
indication of higher odds of substance use among 
women exposed to spousal violence in India15, which 
may again be linked with engagement in sexual risk 
behaviours related to HIV/STI.

Studies from India also demonstrate that marital 
violence is associated with increased risk for maternal 
health concerns, including miscarriage, stillbirth and 
pregnancy and childbirth complications15,17. With 
regard to associations between marital violence and 
post-natal health behaviours in India findings are 
mixed. Marital violence exposure is associated with 
higher odds of skin-to-skin care of newborns but lower 
odds of exclusive breastfeeding, because women in 
abuse relationships may be unable to maintain control 
over their health practices12. Correspondingly, there 
historically has been evidence of greater odds of 
infant and child mortality among mothers exposed to 
marital violence, relative to those who have not had 
this exposure, with effects stronger for girl relative to 
boy offspring18. Research from India also documents 
an increase in the odds of asthma and malnutrition 
(high glucose, anaemia and underweight) among 
women who have experienced marital violence, 
relative to ever married women who have not15. Stress 
from abuse or even withholding of food as a means of 
abuse may be the mechanism through which marital 
violence may affect chronic disease and malnutrition. 
This is an area requiring further research, although 
there is evidence regarding marital violence and 
control as causing stress and anxiety19,20, which in turn 
leads to worse health outcomes21. Recent evidence with 
married adolescents also shows associations between 
marital violence and suicidality22. In summary, studies 
show large and varied effects of marital violence on the 
health and well-being of women and their offspring in 
India, and given that marital violence is occurring at an 
epidemic proportion, it requires greater prevention and 
intervention focus from social and health sectors.
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Engaging men for prevention of marital violence

Prevention of marital violence must start with 
engaging men, both to educate them against this 
historically normative practice and to hold them 
accountable when they are abusive. In India, one of 
the most consistent behavioural factors associated 
with men’s perpetration of marital violence is alcohol 
use. Nationally representative NFHS-4 data showed 
that 71 per cent of women who reported alcohol 
misuse by their husbands also reported marital 
violence, compared with 22 per cent of women whose 
husbands did not drink alcohol3. Further, men with 
alcohol disorder are also significantly more likely to 
be abusive with wives reciprocating violence, and 
when this reciprocal violence occurs, the odds of 
severe injury for the wife significantly increases23. 
Notably, national data indicate that <10 per cent of 
women who experience marital violence are violent 
toward their husbands, compared to <4 per cent of all 
women3. Those engaging in violence against husbands 
are far more likely to have done so with husbands who 
get drunk very often relative to those with husbands 
who do not drink (14 vs. 2%, respectively)3. Male 
alcohol use in India has also been linked to men’s 
violence against women in the post-partum period, 
compromising the safety and well-being of mothers 
and their offspring24, as well as STI symptoms and 
diagnosis25. These findings highlight the hefty role 
problem alcohol use plays in men’s violence against 
wives and highlight the potential promise of alcohol 
interventions for men. However, it is unlikely such 
efforts alone will be sufficient for change, in contexts 
normalizing male violence against wives.

A study with young married men in Maharashtra 
found that those with more traditional masculinity 
ideologies were significantly more likely to have 
physically or sexually abused their wife26. It has been 
found that such ideologies continue to be reinforced 
through contemporary media, including movies that 
legitimize and even glorify male sexual denigration 
of women and hypersexualization of men in ways 
that support men’s risky sexual behaviours, alcohol 
use and violence27. The value of masculinity norms 
that reinforce violence and mistreatment of women 
is exacerbated when men lack financial positioning, 
as financial stress and feelings of emasculation 
due to non-earning or debt can cause some men to 
engage in these abusive behaviours to feel strength 
or dominance. Research from India shows that 
alcohol-dependent men are more likely to be 

unemployed, and unemployed substance using men 
are significantly more likely to perpetrate marital 
violence28. Married men with household debt are 
also significantly more likely to report attitudes of 
acceptability towards marital violence, attitudes 
supporting male dominance in the household and 
perpetrate physical and sexual violence against their 
wives29. While these findings are disconcerting, 
gender-transformative interventions that guide men 
and boys toward more respectful views and treatment 
of women and against marital violence have proven 
effective in India, both with young married men30 and 
with adolescent males31. Replication and scale-up of 
such efforts would be important in India.

Supporting women vulnerable to marital violence

Women experiencing marital violence typically 
do not just experience assault but also control from 
husband, restricting their mobility and even use of 
health services. More than one in five married women 
in India report that their husband does not trust them 
with money and does not permit them to meet with 
female friends, respectively, and more than one in six 
married women has a husband who tries to restrict her 
time with their family3. Situations of marital violence 
are also more likely to include abuse of wives from their 
in-laws32,33, with one study demonstrating that women 
who experience physical and sexual violence from 
husbands during the perinatal period (i.e., in pregnancy 
and/or post-partum) are more than five times as likely 
to experience perinatal abuse and control from their 
in-laws33. Physical and sexual violence decline during 
pregnancy33, but these controlling behaviours may 
increase in their stead, and research indicates that this 
type of mistreatment from husbands and in-laws during 
the perinatal period is associated with higher odds of 
premature rupture of membranes and vaginal bleeding 
in pregnancy34 and infant morbidities35. These findings 
suggest the potential value of confidential health care 
screening for marital violence and other household 
abuses as part of reproductive, maternal, neonatal and 
infant health service delivery, to better meet the needs 
of women. However, such screening would require 
available support services. Promising programmes like 
this are operating in India36, but these are certainly not 
the norm, particularly in rural areas where need may 
be greatest but availability of services for victims of 
violence are rare.

Women vulnerable to marital violence often come 
into marriage with prior exposure to family violence. 
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National NFHS-4 data document that women who 
witnessed their fathers’ violence against their mothers 
are more likely to experience violence from their own 
husband, relative to women who had not seen their 
fathers abuse their mothers (58 vs. 26%, respectively)3. 
Research with adolescent wives also documents 
that those who experience direct violence from their 
parents or caregivers are also significantly more 
likely to experience marital violence22. Importantly, 
family norms related to acceptability of violence are 
associated with early marriage and non-engagement of 
females in marital choice37. Corresponding with these 
findings, national data indicate a 77 per cent greater 
likelihood of marital violence among those marrying 
before the age of 18 yr, relative to those marrying at 
age 18 yr or older38. These findings suggest that many 
women who experience marital violence come into 
marriages viewing such abuse as normal. National 
data indicate that the majority of women, more so than 
men, believe that in at least some circumstances it is 
acceptable for a man to be physically violent against 
his wife (52% of women vs. 42% of men)3. These 
findings highlight the opportunity and importance of 
working directly with women to build their entitlement 
to be free of marital violence. At least in cases of 
non-life threatening violence, gender transformative 
interventions for women that clarify the unacceptability 
of marital violence and train women in marital 
communication skills can reduce risk for sexual marital 
violence39.

There is also some indication that supporting 
women’s economic empowerment can reduce their 
risk for marital violence. This approach is not related 
to women’s employment, however, which is actually 
associated with increased risk for marital violence in 
India3,40. Employment in the Indian context may be 
more indicative of poorer or more stressful financial 
circumstances rather women’s economic control; 
control over resources may be a better indicator 
of empowerment. A longitudinal study of married 
women in rural Maharashtra found that women who 
have joint control over their husband’s income were 
at a 60 per cent reduced risk for subsequent incident 
marital violence, relative to women whose husbands 
maintained sole control over his income41. This same 
study also found that when women initiated bank 
account ownerships, they had a 56 per cent reduced 
likelihood of reporting incident marital violence, 
relative to those who maintained no bank account 
over time41. These findings demonstrate the potential 
opportunity financial control and engagement can have 

in helping women reduce their risk for marital violence 
in rural India41. While such approaches have not been 
a priority for research and intervention in India, these 
have shown promise elsewhere, particularly when 
combined with gender transformative approaches 
that guide women to recognize the unacceptability of 
marital violence42.

Changing norms and social environment for 
prevention of marital violence 

As noted above, attitudes of acceptability of 
marital violence remain high in India, and in fact 
have seen little change from the period of 2005-2006 
(NFHS-3) to 2014-2015 (NFHS-4), with geographic 
areas with high prevalence of marital violence 
acceptance corresponding to geographic areas with 
high prevalence of this violence3. India has some of 
the highest levels of marital violence acceptability 
in the world, and these beliefs correspond with other 
attitudes supportive of gender inequalities, including 
disrespect of property rights for women43. Research 
from India also shows that in States with unequal sex 
ratios of first births favouring males, women with first 
born daughters are more likely than those with first 
born sons to experience marital violence and, among 
those who have experienced marital violence, are more 
likely to experience more severe violence44. These 
findings are more pronounced for women without 
formal education relative to women with any formal 
education, demonstrating the interconnection of 
gender discrimination and violence at the household 
level, and reinforced in an environment normalizing 
the devaluation of females44.

These findings suggest the likely utility of 
interventions designed to affect normative beliefs 
in the social environment, and community-based 
normative change approaches engaging religious 
leaders as well as work place normative change 
approaches with employees both show effectiveness 
in altering norms and beliefs for women and men45,46. 
For these interventions, participatory approaches 
(i.e., engaging individuals from within a community 
to guide the approach) and multimodal efforts 
(e.g., street theatre, festival activities, social groups 
and individual counselling) in combination were 
important, to allow for different means of engaging 
people and to alter climate45,46. Government resources 
to undertake these efforts are also needed, and research 
demonstrates the value of governmental policies in 
this vein. A study found that Indian States engaging in 
gender budgeting - drawing budgets that clearly identify 
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and account for gender issues to be addressed - were 
significantly more likely than non-budgeting States 
to show a decline in marital violence from the period 
of 2005-2006 (NFHS-3) to 2014-2015 (NFHS-4)47. 
Government investments can create impact.

Conclusion

Findings document that almost one in three 
ever married women in India have been physically 
or sexually abused by their husband3. Based on 
population size projections for India by age and 
sex48, and estimates of prevalence of marriage ever 
and spousal violence3, this means that there are 
more than 86 million women aged 15-49 yr that 
have suffered these abuses. Health consequences, 
as described above, are multifold and include 
injury, immediate and chronic physical health 
consequences and mental health and stress that only 
further exacerbate the physical effects of violence 
on women and their offspring. Unfortunately, there 
is a standard of social tolerance and even acceptance 
of these abuses against women, and health systems 
in India have done little to support victims even as 
these women experience health risks. There have 
been promising efforts and important advancements 
in India that could be built upon for more effective 
prevention and support for women. These are as 
follows:

First and foremost, we must much more actively 
engage men and boys to increase their awareness and 
commitment to respective communication with women 
and to not perpetrate violence. This approach not only 
can increase impact, but also reinforces that ultimately 
men must be accountable for their behaviour and should 
be responsible for stopping violence. Prevention of 
risky and problem alcohol use among men will also be 
important3,23.

Second, women must be supported to know that 
violence need not be part of their marriage relationship, 
and when violence is not life threatening, there are 
ways women can engage with male partners that 
can help reduce their risk for violence. Supports for 
safely leaving abused male partners are also needed, 
perhaps for rural areas where shelter services are less 
available and prevalence of marital violence is higher. 
Also, efforts that support women to have control 
and autonomy over money, including independent 
engagement with financial systems may be valuable41. 
These findings speak to the utility of empowerment 
programmes for married women as a means of helping 

them gain greater control over their safety in marriage. 
Health systems responses may also be useful, although 
more research is needed to confirm this36.

Finally, given the pervasiveness of attitudes 
accepting husbands’ marital violence against women, 
and the fact that these have remain largely unchanged 
for a decade3, large scale community and social change 
efforts are needed. Such efforts must focus on alteration 
of norms of violence acceptability, accountability and 
opportunity for change for husbands who perpetrate 
violence, and support more broadly the value and 
treatment of women and girls in India. Fundamentally, 
ongoing marital violence against women, and 
gender-based violence against women and girls as a 
whole, is built on the devaluation of women and girls 
in our societies4. Until this changes, marital violence 
and the public health impact it has on women and 
children will not end.

India can and should do better to end marital 
violence against women, and this corresponds with 
commitments under United Nations Sustainable 
Development Goal 5, improving gender equality and 
empowerment of all women and girls, a goal to which 
India has signed on. In a context of increasing economic 
insecurity and volatility in the nation and globally, a 
context in which marital violence is likely to escalate, 
the time is now to prioritize efforts to tackle marital 
violence. If we do not take this on now, the progress 
made in reduction of marital violence and related 
improvements in the health of women and children 
over the past decade will be lost.
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