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ABSTRACT

Background Humanitarian emergencies increase the
risk of gender-based violence (GBV). We estimated the
prevalence of GBV victimisation and perpetration among
women and men in urban settings across Somalia, which
has faced decades of war and natural disasters that have
resulted in massive population displacements.

Methods A population-based survey was conducted in 14
urban areas across Somalia between December 2014 and
November 2015.

Results A total of 2376 women and 2257 men
participated in the survey. One in five men (22.2%, 95%
Cl20.5 to 23.9) and one in seven (15.5%; 95% Cl 14.1

to 17.0) women reported physical or sexual violence
victimisation during childhood. Among women, 35.6%
(95% Cl 33.4 to 37.9) reported adult lifetime experiences
of physical or sexual intimate partner violence (IPV) and
16.5% (95% Cl 15.1 to 18.1) reported adult lifetime
experience of physical or sexual non-partner violence
(NPV). Aimost one-third of men (31.2%; 95% Cl 29.4 to
33.1) reported victimisation as an adult, the majority of
which was physical violence. Twenty-two per cent (21.7%;
95% CI 19.5 to 24.1) of men reported lifetime sexual or
physical IPV perpetration and 8.1% (95% Cl 7.1 t0 9.3)
reported lifetime sexual or physical NPV perpetration.
Minority clan membership, displacement, exposure to
parental violence and violence during childhood were
common correlates of IPV and NPV victimisation and
perpetration among women and men. Victimisation and
perpetration were also strongly associated with recent
depression and experiences of miscarriage or stillbirth.
Conclusion GBV is prevalent and spans all regions of
Somalia. Programmes that support nurturing environments
for children and provide health and psychosocial support
for women and men are critical to prevent and respond to
GBV.

INTRODUCTION

Gender-based violence (GBV), defined as
violence that is perpetrated on the basis of
socially ascribed gender differences, is a glob-
ally prevalent health, human rights, develop-
ment and humanitarian issue." GBV broadly

Key questions

What is already known?

» In 2005, the WHO estimated that one in three women
globally experience intimate or non-partner physical
or sexual violence in their lifetime; however, popula-
tion-based statistics from conflict affected countries
are limited.

What are the new findings?

» This study provides population-based estimates of
gender-based violence (GBV) victimisation and per-
petration among women and men in conflict-affect-
ed and non-conflict regions of Somalia.

» Individual and social correlates of violence highlight
strong correlations between childhood violence
victimisation or witness to violence, displacement
and minority status, with violence victimisation and
perpetration.

» Several mental and reproductive health outcomes
are also associated with victimisation and perpetra-
tion of GBV.

What do the new findings imply?

» Violence is not unique to conflict-affected areas and
programmes to address and respond to GBV should
be brought to scale in both conflict and non-conflict
areas, with particular attention to displaced and mi-
nority populations.

encompasses physical, sexual and psycholog-
ical violence that occurs within families, in
the general community or that is condoned
by the state.” Estimates produced by the WHO
suggest that approximately one in three
women and girls experience lifetime physical
or sexual violence and imply that the preva-
lence of all forms of GBV is even greater.

The issue of GBV is more pronounced in
conflict-affected settings where risk of GBV
is heightened. The breakdown of protec-
tion structures, disruption of family and
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social networks, displacement, economic disturbances
and other events that are associated with conflict often
create opportunities for violence that occurs within
the context of conflict itself or that is opportunistic in
nature.”* Furthermore, these situations may exacerbate
underlying violence within a community, family or part-
nership. Studies from humanitarian settings have shown
observable increases in some of the most common forms
of GBV, intimate partner violence (IPV) and violence
within families, which may be associated with the stress
of conflict and displacement.” *'*'* Limited research has
emerged to suggest that risk of violence victimisation is
also increased for men in conflict-affected settings, with
reports from several African countries and Syria docu-
menting cases of sexual violence victimisation among
men 1518

Numerous international research investigations
have highlighted the harmful effects of GBV. These
range from the immediate health effects of physical
and sexual violence, including injury and infection, to
long-term health sequelae of substance use, depression
or anxiety, poor pregnancy outcomes (eg, low birth
weight) and increased rates of abortion among survi-
vors of violence.'"* While these health outcomes also
occur in non-conflict settings, they may be exacerbated
by a conflict and postconflict situations.” There are also
economic costs to the survivor as well as to the wider
society associated with lost wages and productivity and
increased health expenditures and costs associated with
resources used in social services and justice systems.” For
developing economies, addressing GBV is a critical target
for sustainable development. Much has been learnt about
the population prevalence of GBV and related health
outcomes through Demographic Health Surveys, but
conflict-affected settings are often excluded from such
population-based research.**

The three regions that lie within Somalia (Southern
and Central, Puntland and Somaliland) have been
affected by conflict since the 1991 government break-
down and ensuing civil war. However, the humanitarian
situation that emerged has simultaneously been exacer-
bated by natural disasters of drought and famine. As a
result of these complex issues, over half of the population
is estimated to be dependent on humanitarian support.”
Research has drawn attention to the experiences of
GBV among Somali refugees residing in other coun-
tries.* **** However, few studies have assessed the prev-
alence, correlates and health outcomes of GBV within
the three regions of Somalia itself. This study aimed
to provide in-depth information on the prevalence,
correlates and health outcomes of GBV in urban areas
across the three regions.

METHODS

A quantitative survey was developed to estimate the prev-
alence and correlates of GBV victimisation and perpetra-
tion during childhood and adulthood among men and

women across the three regions of Somalia: Southern
and Central Somalia, Puntland and Somaliland. Though
all three regions have been affected by the conflict that
emerged in 1991, there are substantial differences in the
political and humanitarian contexts across the regions.
Somaliland represents the northwestern region and has
been a self-declared autonomous state since the conflict
in 1991. Puntland, the most northeastern region of the
country has been an autonomous state since 1998. The
South Central region lies in the southernmost part of the
country and is inclusive of the capital Mogadishu. Though
all three regions are affected by drought and famine, the
South Central region continues to be the most heavily
affected by conflict.”” This region has the highest concen-
tration of internally displaced persons (IDP) camps,
informal settlements and active humanitarian agencies,
followed by Puntland and Somaliland with the least
number of IDPs and humanitarian providers. Returnees
who have recently been voluntarily repatriated from
Kenya also tend to resettle in the South Central region.”
The survey was conducted in 14 urban areas across the
three regions between the dates of December 2014 and
November 2015.

Study population

Survey research was conducted with adult male and female
residents of selected households, aged 18 years and older
(or 15 years and older if married or with children/preg-
nant) and residing in 1 of the 14 targeted urban areas.
Individuals were excluded if they were foreigners, lived
outside of the three regions of Somalia within the last 5
years and/or declined consent to participate.

Sampling

The study employed a population-based household
survey approach across the 14 selected urban areas.
These areas were selected based on accessibility, security
concerns and population size. Based on 2014 population
estimates, these 14 areas represent 48% of the total popu-
lation.

A target sample of 4520 individuals was estimated
based on detecting a prevalence of 20% with 95% Cls
within +2%). Sampling within each region was propor-
tional to the population size and stratified by sex and age,
with categorisation of those under and over 20 years of
age to ensure adequate sample of youth and non-youth.
Prior to sampling, discussions were held with regional
authorities and community leaders to inform them of the
study and obtain approval to collect study data.

Within each of the 14 sites, sampling was initiated with
a randomly selected household. To identify the next
household, trained research assistants (RAs) counted
three houses alternating each side of the street. For situ-
ations in which there was no answer at a selected house-
hold or the residents did not match the sampling target,
the RA then moved on to the next household. Once an
interview was completed, the RA proceeded to the next
third house. If the household member met the age and
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sex criteria for the RA’s quota and agreed to participate,
the RA and participant found a private place/time to
undergo the informed consent process and complete the
interview.

Measures

The survey sought to assess the burden and typology of
GBV and health outcomes from residents in their various
life situations. The women’s survey consisted of five
modules, including: a basic demographic module that
collected information on both the participant as well as
the participant’s partner for those married or in a rela-
tionship; reproductive health; experiences with partners
and non-partners, which included multiple violence
measures to assess violence victimisation in childhood
(aged <15 years) and adulthood (aged =15 years); social
norms related to GBV and gender equity; and health and
psychosocial issues. The men’s survey was composed of
the same five modules with questions appropriate to the
male experience; however, victimisation items were not
stratified by IPV and non-partner violence (NPV) but
asked about experiences of violence and the perpetrators
of physical, sexual, and psychological violence during
adulthood and childhood, while additional questions
were included to assess perpetration of IPV and NPV.

Demographic measures were aligned with the measures
collected by the International Organization for Migration
2012 Somalia Youth Survey."" To collect data on lifetime
and recent (past 12 months) experience of IPV and NPV
among men and women, measures were adapted from
the revised Conflict Tactics Scale, the most widely used
and validated measure of GBV globally, and the WHO
multicountry study on women’s health and domestic
violence against women.'? " These measures assessed the
typology of violence, including psychological, physical
and sexual violence. Perpetration of IPV and NPV was
measured using items adapted from the recent WHO IPV
and NPV surveys conducted in East Asia."* Measures on
child abuse and harmful traditional practices, including
widow inheritance and female genital mutilation, were
adapted from surveys of neighbouring countries, such
as the Tanzania Violence Against Children Survey, WHO
FGM Multi-Country Study, and Unicef FGM survey."”!”
Additional questions were asked to understand subse-
quent and related social outcomes, such as experiences
of stigma, access to healthcare and protection from GBV
and current depression symptoms, which were measured
using the Hopkins Symptom Checklist-25 (HSCL-25)
depression subscale.” The survey underwent pilot testing,
was translated to Somali and back-translated to English.
During pilot testing, RAs were required to achieve a
level of 295% inter-rater reliability on the administration
of the survey in the field before they could begin data
collection.

All surveys were interviewer-administered using secure,
password-protected study tablets. The tablet-based
surveys included logic checks and skip patterns and lasted
approximate 45-60min. Trained RAs directly entered

participants’ data into the tablet, which was subsequently
transferred to the study server daily when the study team
returned to the office from fieldwork. On transfer, the
data were automatically removed from the tablet for
secure data storage. All data were anonymously collected
to assure the confidentiality of respondents’ data.

Human subjects protections

All research conducted by JHU and partners was reviewed
and approved by JHU Institutional Review Board and is
consistent with WHO guidelines on research on sexual
violence in emergencies.” Approval from govern-
ment authorities in each region was secured prior to
conducting the study, including the Ministry of Women
and Human Rights Development of the Federal Republic
of Somalia, the Ministry of Labor and Social Affairs in
Somaliland and the Ministry of Women Development
and Family Affairs in Puntland.

Statistical analysis

Statistical analysis was descriptive in nature with the
intent of calculating the aggregated population preva-
lence estimates of GBV victimisation and perpetration.
Descriptive statistics were run for each typology of GBV
including psychological, physical and sexual forms of IPV
and NPV, as well as physical and sexual forms of violence
during childhood. Because 98% of women who reported
lifetime IPV also reported recent IPV within the last 12
months, our analysis focuses on all lifetime experiences
of GBV. CIs were calculated with prevalence estimates,
after adjusting for clustering by site.

To identify correlates of GBV outcomes, composite
binary variables were created for any adult lifetime
experience of physical or sexual IPV and as well as for
any adult lifetime physical or sexual NPV for women.
Composite variables were created for adult lifetime phys-
ical or sexual IPV perpetration and adult lifetime phys-
ical or sexual NPV perpetration among men. Because the
men’s survey did not contain separate items for IPV and
NPV victimisation, composite variables were created for
any adult lifetime experience of violence victimisation
among men. Crude and adjusted log binomial regression
using sandwich estimator for robust SEs were conducted
to identify correlates of the violence outcomes of interest.
Prevalence ratios were calculated to estimate the magni-
tude of the relationships between variables of interest
and the dependent variable, given the potential of ORs to
overestimate the magnitude of the relationship for vari-
ables with a prevalence exceeding 10% reporting GBV
outcomes.” Variables were selected for inclusion in the
model on the basis of known confounding (eg, age) or
having a significant association with the GBV outcome
of interest in bivariate analysis (p<0.05). Model fit was
estimated using Pearson’s goodness of fit test, and vari-
ance inflation factor was implemented to assess potential
collinearity of the variables.”*

Finally, we assessed the relationship between violence
victimisation among men and women and health
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outcomes including depression symptomatology and
miscarriage and abortion in pregnancy. Scores from the
HSCL were dichotomised at a cut-off pertaining to scores
of the 75th percentile; for women, this was a score >32 and
for men a score >29 represented the highest depression
quartile. Miscarriage was measured as any lifetime report
of miscarriage or stillbirth. The same robust log binomial
regression modelling described above was used to assess
these relationships. Statistical analysis was conducted
using Stata Statistical Software, V.14.

Role of funding source

VP and BR are staff members of the funding agencies
and contributed to the initial study design. Beyond this,
the funders of the study had no role in data collection,
data analysis, data interpretation or writing of the report.
ALW, NAP and NG had full access to all the data in the
study and had final responsibility for the decision to
submit for publication.

RESULTS

A total of 2376 women and 2257 men participated in the
survey. Table 1 displays participant demographics strati-
fied by gender.

Among men and women, experiences of violence victi-
misation during childhood (prior to the age of 15 years)
were common. One in five men (22.2%, 95% CI 20.5 to
23.9) and one in seven women (15.5%; 95%CI 14.1 to
17.0) reported any physical or sexual violence victimis-
ation during childhood with physical forms of violence
being the most common (figure 1). Perpetrators of phys-
ical violence during childhood among women included
family members (43%), father/stepfather (29%) and
teachers (15%), while neighbours (20%), someone from
another clan (18%) and strangers (15%) were reported as
perpetrators of sexual violence during childhood. Among
men, commonly reported perpetrators of physical violence
during childhood were father/stepfather (43%), teacher
(35%) or family members (24%), while perpetrators of
sexual violence included father/stepfather (34%), family
friend (16%) and other individuals (16%).

One-third (85.6%; 95%CI 33.4 to 37.9) of women
reported lifetime experiences of adult physical or sexual
IPV, with physical forms of violence being the most common
(figure 2). The prevalence of lifetime experiences of phys-
ical or sexual IPV were heterogeneous across the 14 sites
(figure 3A). Almost all (97%) of those reporting lifetime
IPV also reported IPV within the last 12 months. Lifetime
experiences of I[PV were positively associated with belonging
to a minority clan or no clan and history of migration or
displacement within Somalia. Women who reported not
having enough money to meet basic needs for half to none
of the month and whose current or last partner chewed
khat were also more likely to report lifetime history of
IPV. Physical or sexual violence victimisation during child-
hood was associated with a threefold higher prevalence
of IPV compared with no experience of violence during

childhood (table 2). Because the measure of witnessing
violence between parents/caregivers during childhood was
notasked for participants with single parents/ caregivers, we
excluded this variable from the model presented in table 2.
However, we conducted a subgroup analysis with those who
lived with both parents/caregivers as a child to assess the
impact of including this variable in the adjusted model.
Witnessing violence during childhood was associated with
adult experiences of IPV (adjusted prevalence ratio (adj.
PrR): 1.17;95% CI 1.01 to 1.35, data not displayed) but did
not have a substantial impact on the significance or magni-
tude of effect of any of the other variables in the model
indicating it is an additional risk factor.

One in six women (16.5%; 95% CI 15.1 to 18.1) also
reported adult, lifetime experience of physical or sexual
NPV (figures 2 and 3B). Over half (58%) of women who
reported sexual NPV also reported experiencing phys-
ical NPV and 15% who experienced physical violence
also reported sexual NPV. Most commonly reported
perpetrators of physical NPV included family members
(39%), father/stepfather (23%) and someone from
another clan (14%). Strangers were the most commonly
reported perpetrators of sexual NPV (21%), followed by
street gangs (16%) and police/soldiers (15%; data not
displayed). Belonging to a minority clan or no clan and
past experiences of physical or sexual violence during
childhood were associated with increased experiences of
adult physical or sexual NPV (table 2).

Almost one-third of men (31.24%; 95% CI 29.43 to
33.10) reported victimisation as an adult, the majority
of which was physical violence (figure 4). Commonly
reported perpetrators of physical violence were father/
stepfather (39%), teachers (33%), family members
(25%) and individuals from another clan (21%). Family
friends (27%) were most frequently reported perpetra-
tors of sexual violence in adulthood, followed by father/
stepfather (23%) and someone from another clan (13%;
data not displayed). Having any level of education and
having enough money to meet basic needs for half to
none of the month were associated with adult victimis-
ation, although at low magnitudes of association. Expe-
riencing physical or sexual violence during childhood,
however, was associated with almost fivefold increased
prevalence of victimisation in adulthood among men
(table 3). In the subgroup analysis, witnessing parental/
caregiver violence was also associated with increased
prevalence of violence victimisation among adult men
(adj. PrR: 1.13; 95% CI 1.04 to 1.23; data not displayed).

Twenty-two per cent (21.72%; 95% CI 19.53 to 24.08)
of men reported lifetime sexual or physical IPV perpetra-
tion in adulthood; of these, 93% reported perpetrating
violence against their partner within the last year. Life-
time IPV perpetration was associated with participant’s
khat use and experiences of physical or sexual violence
during childhood. Men who reported having a wife aged
15 years or less when first married were also more likely to
report IPV perpetration(table 4). Witnessing parental/
caregiver violence was associated with IPV perpetration
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Female (n=2376) Male (n=2257)
n/N n/N

ES
ES

Highest level of school attended

Primary 475/2339 20.3 607/2197 27.4

College 80/2339 3.4 155/2197 7.1

Somali 2333/2369 98.5 2220/2238 99.2

Djiboutian 4/2369 0.2 2/2238 0.1

Other 1/2369 0.0 1/2238 0.0

Less than 1year 142/2352 6.0 110/2180 5.0

Between 4 and 10years 604/2352 25.7 476/2180 21.8

All my life (born here) 823/2352 35.0 821/2180 37.7

Unemployed 1059/2283 46.4 12/2220 0.5

Casual worker (including pastoralist, 763/2283 33.4 1542/2220 69.5
working for family business, etc.)

Each month do you have enough money to:

Meet basic needs of family for less than 166/2235 7.4 111/1955 5.7
half of the month

Meet basic needs of family for most but 143/2235 6.4 119/1955 6.1
not all of the month

Current marital status

Married, living with someone, engaged  1486/2360 63.0 1166/2221 52.5

In a polygamous marriage (ref: no) 510/1636 31.2 239/1165 20.5

in the subgroup analysis (ref: no violence: adj. PrR: 1.64; IPV and NPV reporting: 75% of men who reported NPV
95% CI 1.28 to 2.11; data not displayed). perpetration also reported perpetrating violence against a

Eight per cent (8.13%; 95%CI 7.07 to 9.31) of all men  partner and 33% of those who reported IPV perpetration
reported lifetime sexual or physical NPV perpetration as  also reported perpetrating NPV as adults. Demographic
adults (figure 5). There was substantial overlap between  characteristics associated with NPV perpetration included

(3]
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being a member of a minority or no clan and a history
of internal displacement. Use of khat and experiencing
physical or sexual violence as a child were associated with
increased prevalence of NPV perpetration (table 4). In the
subgroup analysis, witnessing parental/caregiver violence
was also associated with NPV perpetration (adj. PrR: 1.66;
95% CI 1.20 to 2.30; data not displayed).

Current depression symptoms among adult women
were associated with lifetime IPV (ref: no IPV; adj. PrR:
1.88,95% CI 1.15 to 1.69) and lifetime NPV (ref: no NPV;
adj. PrR: 1.28; 95% CI 1.03 to 1.60) but was not associated
with violence during childhood, after controlling for
age, clan status, displacement history and employment
status. Women who reported any IPV victimisation (adj.
PrR 1.36; 95% CI 1.18 to 1.57) were more likely to report
history of miscarriage or stillbirth after controlling for
age, number of pregnancies and experience of violence
in childhood. Among men, current depression symptoms

40

35.6
30 28.2
24.7

8
=
€ 20
i~
[
Q.

10

0

Physical IPV
sexual IPV

Sexual IPV  Any physical or Non-partner

violence

Prevalence of violence victimisation during childhood among adult men (n=2257) and women (n=2376) in Somalia.

were associated with lifetime violence victimisation (adj.
PrR: 1.48; 95% CI 1.20 to 1.83) and lifetime IPV perpe-
tration (adj. PrR: 1.53; 95%CI 1.19 to 1.98). Men who
reported perpetrating IPV were almost twice as likely to
report having a wife/partner who had ever had a miscar-
riage or stillbirth (adj. PrR: 1.89; 95% CI 1.07 to 3.35),
after controlling for age and number of wife/partner(s)’s
pregnancies (data not displayed).

DISCUSSION

GBV is prevalent in all three regions of Somalia,
including among highly conflict-affected regions (eg,
South Central) and those less affected by conflict. Our
estimates suggest that, collectively, physical and sexual
violence affect 36% of women and 22% of men across all
three regions, which is consistent with estimates reported
from other countries in the Middle East and North

165
143 153
I 36

Non-partner Any experience Violence during
sexual violence of non-partner  pregnancy
violence

physical

Figure 2 Lifetime gender-based violence victimisation among women in Somalia (n=2376). IPV, intimate partner violence.
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Figure 3 Geographic distributions of lifetime prevalence of (A) intimate partner violence (IPV) and (B) non-partner

violence (NPV) among women in Somalia (n=2376).

African region.! We expected conflict-affected areas to
have greater burdens of GBV but found that non-conflict
urban areas had similar levels of GBV victimisation and
perpetration. Factors related to displacement and GBV
programming may provide some explanation for the
similiarities in GBV prevalence, including the possibil-
ities that individuals experienced GBV in conflict areas
and were subsequently displaced to other regions for
security or that GBV programmes are often targeted to
humanitarian settings and may be absent in non-conflict
settings.”

Experiences of childhood violence victimisation
was reported by 16% of women and 22% of men. This
is a critical point of intervention, as experiences of
violence in childhood affect physical development and
health outcomes across the life course and were highly
correlated with violence victimisation and perpetration
in adulthood. Witnessing violence among adult parents/
caregivers during childhood had a similar effect, under-
scoring the importance of interfamilial transmission of
violence and interventions to support parents/caregivers
to create a safe and nurturing home and community

Table 2 Lifetime IPV and NPV among women in Somalia (n=2376)

Lifetime IPV Lifetime NPV
adj. adj.

Variable PrR P values 95%CI PrR P values 95%CI PrR P values 95%ClI PrR P values 95%CI
Age 0.99 0.043 0.99to1.00 0.99 0.660 0.99to1.00 0.99 0.070 0.99t0 1.00 1.00 0.122 0.99 to 1.00
Minority clan or notin 1.83 <0.001 1.60t02.09 1.95 <0.001 1.52t02.51 2.00 <0.001 1.66t02.42 1.42 0.001 1.171t01.73
a clan (ref: majority)
Any school (ref: no) 0.82 0.022 0.69t00.97 0.87 0.378 0.65t01.18 NS NS NS NS NS NS
History of migration ~ 1.91 <0.001 159t02.30 1.63 0.001 1.23t02.18 1.80 <0.001 1.421t02.28 1.14 0.268 0.90 to1.44
or displacement (ref:
no)
Currently employed 1.26 0.009 1.06to1.50 1.36 0.098 1.23t02.18 1.51 0.001 1.19t01.92 1.06 0.586 0.87 to 0.29
(ref: no)
Enough money to 1.54 <0.001 1.28t01.86 1.36 0.022 1.05t01.91 1.67 <0.001 1.28t02.19 1.28 0.074 0.98 to 1.68
meet basic needs for
none to 1/2 of month
(ref: more than half to
all of the month)
Any physical or 229 <0.001 2.02t02.59 3.68 <0.001 2.65t05.13 5.69 <0.001 480t06.74 4.90 <0.001 4.00to 5.96
sexual abuse in
childhood (ref: no)
Current or last 1.74 <0.001 1.521t01.98 2.13 <0.001 1.67t02.72 N/A N/A N/A N/A N/A N/A

partner chewed khat
(ref: no)

adj. PrR, adjusted prevalence ratio; IPV, intimate partner violence; N/A, not applicable; NPV, non-partner violence; NS, not statistically significant; PrR,

prevalence ratio; ref, reference category.
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Figure 4 Prevalence of violence victimisation among men in Somalia (n=2257).

environment. The impacts of witnessing IPV among
adults on violence victimisation and perpetration has
been supported by other prospective research.” %7 For
survivors, such adverse childhood experiences may shape
future relationships, as life course perspectives of child-
hood sexual violence theorise that early violence leads to
the development of maladaptive scripts and behaviours
in intimate relationships.™

Migration and internal displacement, as well as
minority clan status were also associated with several
forms of violence victimisation and perpetration among
men and women. These findings highlight the power
imbalance associated with minority status and risk for
GBV. Minority populations, whether displaced, migrant
or a minority clan population, often have smaller (if
any) social support structures, lower access to or efficacy
in seeking justice and protection and may experience
a multitude of stressors such as economic and housing
instability, discrimination and challenges with accultur-
ation that can may increase risk of GBV victimisation
and/or perpetration.27 ¥ With approximately 1.1 million

people displaced within Somalia by conflict or disaster
as of 2016," methods to support displaced or migrant
populations as well as those in minority populations is
important for both prevention of and response to GBV
in all regions of Somalia.

Almost one in four of men reported IPV perpetration,
and 8% reported NPV perpetration, with substantial
overlap between IPV and NPV perpetration. Research
into the perpetration of partner and non-partner violence
in international settings continues to emerge,”’ ** but
more information is needed to understand the mecha-
nisms underlying violence perpetration and why men
use violence within intimate relationships. Findings from
other countries provide insight into both structural and
network level factors.****

This study highlights similarities and differences in GBV
experiences across men and women in Somalia. Approx-
imately one-third of men and women experienced phys-
ical forms of violence as adults, while sexual violence was
much more commonly reported among women. Similar
patterns of violence among men and women have been

Table 3 Lifetime and recent violence victimisation among men in Somalia (n=2257)

Lifetime violence victimisation

Variable PrR P value 95%CiI adj. PrR P value 95% ClI

Age 0.99 0.028 0.99to 1.00 1.00 0.182 1.00 to 1.00
Minority clan or not in a clan (ref: majority) 1.53 <0.001 1.35t01.72 1.02 0.675 0.92101.13
Any school (ref: no) 1.30 <0.001 1.14t01.48 1.15 0.004 1.05 to 1.26
History of migration or displacement (ref: no) 1.41 <0.001 1.22t01.62 1.15 0.030 1.01 10 1.30
Enough money to meet basic needs for none to half 1.88 <0.001 1.531t02.30 1.27 0.014 1.04 to 1.53
of month (ref: more than half to all of the month)

Any physical or sexual abuse in childhood (ref: no) 4.85 <0.001 4.34t05.43 4.71 <0.001 4.151t0 5.36

adj. PrR, adjusted prevalence ratio; N/A, not applicable; NS, not statistically significant; PrR, prevalence ratio; Ref, reference category.
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Table 4 Lifetime IPV and NPV perpetration among men in Somalia (n=2257)

Lifetime IPV perpetration

Lifetime NPV perpetration

adj. adj.
Variable PrR  Pvalues 95%ClI PrR P values 95%ClI PrR P values 95%ClI PrR  Pvalues 95%ClI
Age 0.99 0.006 0.98t01.00 0.99 0.286 0.97t0 1.00 1.00 0.844 0.99t01.01 1.00 0.788 0.98 to 1.01
Minority clan or not in a clan
(ref: majority) 1.45 0.001 1.17t01.80 1.25 0.510 1.00to 1.57 2.17 <0.001 1.62t02.90 1.78 0.006 1.18t0 2.68
History of migration or
displacement (ref: no) 1.45 0.006 1.12t01.89 1.12 0.430 0.85t01.48 NS NS NS NS NS NS
Internally displaced (ref: no) NS NS NS NS NS NS 250 <0.001 1.89t03.31 1.56 0.025 1.06 to 2.31
Enough money to meet basic 1.43 0.016 1.07t0o 1.92 1.09 0.605 0.79t0 1.48 1.99 0.002 1.29t03.08 1.18 0.553 0.69 to 2.01
needs for none to 1/2 of
month (ref: more than half to
all of the month)
Currently uses khat (ref: no) 1.92 <0.001 1.55t02.40 1.54 <0.001 1.22t01.96 2.34 <0.001 1.65t03.32 1.93 <0.001 1.36t0 2.75
Any physical or sexual abuse
in childhood (ref: no) 2.71 <0.001 2.21t03.34 235 <0.001 1.84t03.02 4.37 <0.001 3.28t05.81 2.62 <0.001 1.79to03.84
In polygamous marriage 1.37 0.013 1.07t0 1.75 1.1 0.479 0.84to 1.44 N/A N/A N/A N/A N/A N/A
Wife aged<=15years. when
married (ref: no) 1.69 0.000 1.32t02.16 1.37 0.013 1.07t01.75 N/A  N/A N/A N/A N/A N/A
Current/most recent partner
uses khat (ref: no) 1.81  0.049 1.00t03.28 1.14 0.642 0.64t02.05 N/A  N/A N/A N/A N/A N/A

adj. PrR, adjusted prevalence ratio; IPV, intimate partner violence; N/A, not applicable; NPV, non-partner violence; NS, not statistically significant; PrR, prevalence

ratio; Ref, reference category.

described in other conflict-affected settings.** Men and
women reported similar perpetrators of physical violence
during adulthood, which often included family members
and other known individuals, but the findings diverged
with respect to the individuals reported to perpetrate
sexual violence in adulthood. The most common perpe-
trators of non-partner sexual violence against women
were strangers, street gangs and police/soldiers, while
men who experienced sexual violence typically reported
that this abuse was perpetrated by family members. These
differences may reflect contexts reported by Amnesty

International, which suggests that women in Somalia
who are separated from families during displacement
are more likely to experience sexual violence due to the
perception that lack ‘male protection’.”

A striking finding was the ubiquity of factors that were
associated with violence victimisation and perpetration
among women and men. Belonging to a minority clan,
having a history of migration or displacement and having
low economic resources were all associated with lifetime
IPV and NPV victimisation among women as well as life-
time violence victimisation and perpetration among men

40
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Figure 5 Prevalence of IPV and NPV perpetration among men in Somalia (n=2257). IPV, intimate partner violence; NPV, non-

partner violence.
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and speak to the impact of multiple minority statuses on
power dynamics and lifetime GBV. Childhood victimisa-
tion and witnessing violence as a child were the strongest
predictors of these types of violence victimisation and
perpetration among women and men. That these adverse
childhood experiences are similar among men and
women but have very different paths in terms of who is
predominantly victimised and who predominantly perpe-
trates violence as adults has been explained by learnt
behaviours in childhood and rigidity to gender norms.*®
Unique to men, however, was the use of khat (a chewed
leaf that produces stimulant effects). Much like alcohol
and other substances in other settings,*” *® the use of khat
was significantly associated with IPV perpetration and is
an important modifiable risk factor that can be addressed
through community interventions.

Finally, we found significant associations between life-
time experiences of violence victimisation with depres-
sion symptomatology and reproductive health outcomes,
which were consistent among men and women. While
these findings are limited by the cross-sectional nature of
the research, prohibiting an assessment of the direction-
ality of the relationship, other international and prospec-
tive studies have established these relationships.**’ In a
setting with one of the highest maternal mortality rates,
where risk of maternal death is 1 in 13,”" addressing
GBYV, particularly during pregnancy, is a critical step in
improving maternal health.

Programmes to respond to GBV in these three regions
are complicated and limited by multiple structural factors.
Only Somaliland has laws to criminalise rape and these
laws have been passed only in 2018.” The extent to which
the laws are enforced, however, remains unknown. In the
other two regions and in Somaliland, until the passage of
this law, female survivors could be forced to marry their
perpetrator or would be accused of adultery if the perpe-
trator was married.* For male survivors, there are also no
mechanisms to access health services or justice, as social
norms maintain that same-sex behaviours—whether
consensual or forced—do not occur in Somalia. Both of
these issues, coupled with community stigmatisation of
GBYV victimisation, prevent survivors from reporting cases
of violence and accessing services.* Health and psychoso-
cial services to address and respond to GBV are available
through humanitarian efforts,” and future scale-up may
be possible through integration with existing services,
provided that mandatory reporting of cases is not legally
required. Until then, efforts to focus on primary preven-
tion that seek to change social norms among men and
women as they relate to GBV are critical to addressing
violence. Primary prevention programmes that engage
men and boys will also require trauma-informed health
and psychosocial support services for men and boys that
have witnessed/experienced violence in childhood and
adulthood as a strategy to prevent violence in homes and
communities. Primary prevention programmes can also
include outreach and training in diverse settings, such
as schools, health clinics and nutrition programmes to

engage parents/caregivers, teachers, police and local
and regional leaders in discussion on prevention and
response to harsh parenting, child abuse and neglect to
secure the safety of the child and to promote long-term
health and well-being of families and communities.

These findings should be viewed in light of the study
limitations. First, the crosssectional design prohibits
temporal assessments of the relationships between indi-
vidual and partner characteristics with the various forms
of GBV outcomes. The data were collected from urban
settings and those with lower security risk; thus, it is unclear
how representative they may be for rural settings or those
with high levels of security risk. Our study identified
strong relationships between migration, displacement and
violence outcomes. More research is needed to understand
the nuances of these relationships and how these may affect
(similarly or differently) men and women in these regions.
Finally, the study was powered on the ability to provide reli-
able estimates of GBV victimisation among women. The
small numbers of men reporting violence victimisation and
perpetration limit the power of the regression analysis to
identify correlates of violence among men. Furthermore,
with limited time for survey implementation, we were
unable to assess the extent to which violence among men
is gender based; more descriptive and mixed methods
research is needed to understand the unique experiences
of violence victimisation among men.

GBYV is prevalent in Somalia and is more pronounced
for those who have experienced or witnessed violence
during childhood and for those who are of a minority
status. Violence is not unique to conflict-affected areas
and programmes to address and response to GBV should
be brought to scale in both conflict and non-conflict
areas. Addressing GBV is important for improving the
public health and human rights of the population and
is critical for national development in Somalia and other
humanitarian emergencies.
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