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ABSTRACT

Objectives The aims of this study were to assess the
regional differences in domestic violence among pregnant
women in the capital district and in the tea plantation
sector of Sri Lanka, to explore potential contributory
factors and to assess whether healthcare workers
addressed domestic violence and disclosure among
survivors.

Design A cross-sectional study was carried out using
interviewer-administered Abuse Assessment Screen.
Setting Fifty-seven antenatal clinic centres in the capital
district and 30 in the tea plantation sector.

Participants Pregnant women between 6 and 40 weeks
of gestational age. In the capital district, 1375 women
were recruited from antenatal clinic centres in the urban
(n=25) and in the rural areas (n=32), and 800 women from
30 centres in the tea plantation sector. The response rate
in the capital district was 95.6% and 96.7% in the tea
plantation sector.

Results Among the total sample of pregnant women
(n=2088), the prevalence of ‘ever abused’ was 38.6%,
and the prevalence of ‘currently abused’ was 15.9%. ‘Ever
abused’ (31.5% vs 50.8%) and ‘currently abused’ (10%

vs 25.8%) were significantly higher (P<0.001) among the
women living in the tea plantation sector. ‘Ever abused’
was associated with living in the tea plantation sector,
being employed, living far from gender-based violence
care centre and of Muslim ethnicity, after adjusting for
age, education and family income. Only 38.8% of all
participants had been asked by healthcare workers about
abuse. Living in the tea plantation sector and lower level of
education were associated with not being asked. Among
those who reported ‘ever abused’, only 8.7% had disclosed
the experience to a healthcare worker.

Conclusion Domestic violence was prevalent and highest
among women in the tea plantation sector compared with
the capital district. The capacity of healthcare workers in
addressing domestic violence should be increased.

INTRODUCTION

Despite greatadvances achieved by Sri Lankan
women, in terms of quality of life during
recent decades, many disparities, discrimina-
tions and violation of women’s rights persist.
Sri Lankan women’s health and non-health
aspects are compromised by pervasive
domestic violence (DV) in all spheres of their

Strengths and limitations of this study

» This is the first large-scale study comparing
estimates of domestic violence in different settings
in Sri Lanka.

» An adequate sample was recruited through a
thorough sampling technique. Furthermore, high
response rate and well-established tools for data
collection ensure the validity of data and that the
results can be generalised to similar settings in Sri
Lanka.

» Despite undertaking several measures such as
securing confidentiality and having female data
collectors, under-reporting is possible due to the
sensitive nature of the study area.

» The retrospective study design could have resulted
in recall bias.

lives. It has become increasingly evident that
issues of DV have to be addressed if we are to
further improve the well-being of the women
and thereby the lives of the entire community
in Sri Lanka.! The term ‘domestic violence’
covers violence against women by an intimate
partner or by other cohabitants of the family,
wherever this violence takes place and in
whatever type of violence.

Prevalence surveys over the past three
decades have produced estimates of DV,
ranging from 18% to 72% in different study
settings and populations in Sri Lanka.*™
Among these, only one study has been
conducted exclusively among pregnant
women.” The population in the capital
district is mostly Sinhalese and Buddhist and
consists of highly urban, rural geographical
localities, and also agricultural estates.” The
Badulla district is in the central hill country
of Sri Lanka. The economy of the district
is mostly dependent on tea, and other agri-
cultural products. The population in the
tea plantation sector in the Badulla district
is mostly Indian Tamils.” In contrast to the
capital district, the tea estate population is
considered as the poorest and as a vulnerable
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Table 1

Background characteristics of the antenatal women in the capital district and the tea plantation sector of Sri Lanka

Total

Capital district Tea plantation sector

n=2088 (%) n=1314 (%) n=774 (%) P value
Women'’s characteristics
Age
16-30years 1125 (53.9) 559 (42.5) 566 (73.1)
31-44years 963 (46.1) 755 (57.5) 208 (26.9) P<0.001
Education*®
Low 1242 (59.5) 564 (42.9) 678 (87.6)
High 846 (40.5) 750 (57.1) 96 (12.4) P<0.001
Ethnicity
Sinhala 986 (47.2) 967 (73.6) 19 (2.5)
Tamil 910 (43.6) 166 (12.6) 744 (96.1)
Muslim 181 (8.7) 170 (12.9) 11 (1.4)
Others/missing 11 (0.5) 11 (0.8) 0(0.0) P<0.001
Employment status
Employed 630 (30.2) 271 (20.6) 359 (46.4)
Unemployed 1458 (69.8) 1043 (79.4) 415 (53.6) P<0.001
Marital status
Currently married 2073 (99.3) 1307 (99.5) 766 (99.0)
Living together 12 (0.6) 6 (0.5) 6 (0.8)
Other 3(0.1) 1(0.1) 2 (0.3) P=0.368
Partners characteristics
Education*
Low 1251 (59.9) 554 (42.2) 697 (90.1)
High 837 (40.1) 760 (57.8) 77 (9.9) P<0.001
Other characteristics
Employment status
Employed 2060 (98.7) 1291 (98.2) 769 (99.4)
Unemployed 28 (1.3) 23(1.8) 5 (0.6) P=0.034
Monthly income of family
Low (up to 30 000 SLR) 1581 (75.7) 908 (69.1) 673 (87.0)
Middle (30001-50 000 SLR) 375 (18.7) 283 (21.5) 92 (11.9)
High (>50000 SLR) 132 (6.3) 123 (9.4) 9(1.2) P<0.001

*Education—Ilow (no schooling and primary-level school education only) and high (above primary-level school education).

population in the country. Almost all the health indica-
tors for estate sector are below the level of the Colombo
district.' "

In Sri Lanka, treatment for injuries and complications
following DV is offered in all hospitals, while special
services such as counselling and psychosocial support
for the survivors are provided in specialised institutions.
Public health midwives (PHMs) are the designated grass
root level public health workers who are responsible for
providing maternal and child healthcare. They work at
the community level and serve a population of approx-
imately 3000-5000 in a PHM area. Women are not
routinely asked about experiences of DV, but these PHMs

are especially trained to recognise and provide services to
the survivors of DV in the community."*

Since 2007, the Ministry of Health of Sri Lanka
commenced a process of establishing hospital-based
gender-based violence (GBV) care centres. One such
centre is Mithuru Piyasa, located in an easily accessible
outpatient and emergency care setting within hospitals.
Women may be selfidentified as needing services or
may be referred by healthcare staff from the preventive
or curative health sector.'”” The GBV care centre model
is similar to certain characteristics of ‘one-stop crisis
centres’ in other countries such as Malaysia, Thailand
and India." *°
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Total Capital district Tea plantation
n=2088 (%) n=1314 (%) n=774 (%) P value

Yes 508 (24.4) 174 (13.2) 334 (43.3)

Have you ever been emotionally or physically
abused by someone important to you in the
family?

No 1331 (63.7) 915 (69.6) 416 (53.7) P<0.001

Yes 316 (15.1) 120 (9.1%) 196 (25.3%)

Within the last year has anyone in the family
forced you to have sexual activities?

No 2051 (98.2) 1292 (98.3%) 759 (98.1) P=0.66

Yes 134 (6.4) 53 (4.0) 81 (10.5)

Ever abused *

No 1281 (61.4) 900 (68.5) 381 (49.2) P<0.001

Yes 332 (15.9) 132 (10.0) 200 (25.8)

Distancet

Far 915 (43.8) 237 (18.0) 678 (87.6) P<0.001

Ever 810 (38.8) 726 (55.3) 84 (10.9)

Disclosure of abuse to a healthcare worker
among ‘ever abused’

Ever 69 (8.7) 55 (13.3) 14 (3.7)

*Ever abused —ever been emotionally or physically abused and/or physically abused last year and/or physically abused during pregnancy
and/or sexually abused last year were combined and labelled as ‘ever abused’.

TCurrently abused —physically abused last year and/or sexually abused last year were combined and labelled as ‘currently abused’.
FDistance from the residence to the nearest gender-based violence care centre—near (<11km) and far(>11km).

§Although the number of ‘ever abused’ was 807, a total of 791 participants had responded to the particular question regarding disclosure.
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Table 3 Crude and adjusted OR for ‘ever-abused’ and associated factors adjusted for all included variables

OR. ... Cl (95%) OR , jjusted Cl (95%)
Women'’s characteristics
Living area
Tea plantation sector 2.24 1.87 t02.70 1.62 1.11 t0 2.37
Capital district 1 1
Age
16-30 years 1.48 1.24t01.77 1.18 0.97 to 1.43
31-44 years 1 1
Ethnicity
Tamils 2.02 1.68 to 2.44 0.90 0.65 to 1.27
Muslims 1.54 1.111t02.13 1.51 1.08 to 2.11
Sinhalese 1 1
Education™
Low 1.64 1.37 t0 1.97 1.08 0.84 to 1.39
High 1 1
Employment
Employed 1.39 1.15t01.68 1.25 1.01 to 1.55
Housewife 1 1
Partner’s characteristics
Education”
Low 1.68 1.40 to 2.02 1.15 0.89 to 1.49
High 1 1
Other characteristics
Family income 1.35 1.10to 1.67 1.11 0.87 to 1.42
Low(< 30000SLR)
Middle and high 1 1
Distancet
Far 2.07 1.73 10 2.47 1.44 1.13t0 1.84
Near (<11km) 1 1

*Education—Ilow (no schooling and primary-level school education only) and high (above primary-level school education).
TDistance from the residence to the nearest gender-based violence care centre.

One study conducted in the capital province of Sri
Lanka among women who have ever been married
revealed that in spite of the freely available services, more
than half of the survivors did not reveal the violent experi-
ences to anyone. The reasons for not disclosing included
embarrassment, concerns about reputation and fear of
more violence. Some women had accepted violence as a
normative behaviour.”

There are no large-scale studies that compare prev-
alence of DV in various settings in Sri Lanka, and data
on the prevalence of DV in the tea plantation sector
are lacking. Moreover, there are no estimates on how
frequently healthcare staffs routinely inquire about DV.

Therefore, the aim of this study was to assess the
regional differences in DV among pregnant women in
the capital district (Colombo) and in the tea plantation
sector (Badulla) of Sri Lanka. We also wanted to assess
factors associated with DV and being asked about DV

or not, and whether survivors had disclosed DV to any
healthcare professional.

METHODOLOGY

For this cross-sectional study, the data were collected
during April to December 2014. The study population of
the two study settings included currently pregnant women
registered by PHMs. Multistage cluster sampling strategy
was used to identify pregnant women from the Colombo
district and from the tea plantation sector in Badulla. In
Sri Lanka, all the districts are divided into Medical Officer
of Health (MOH) areas; the administrative divisions of
public health and the MOH areas are subdivided into
the smallest public health administrative areas, known as
PHM areas. At stage 1, the MOH areas were randomly
selected from each sector. In the second stage relating to
the PHM areas, the primary sample units were randomly
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Table 4 Crude and adjusted OR for ‘not being asked by a healthcare worker about abuse’ and associated factors adjusted

for all included variables

OR . .. Cl (95%) OR Adjastod Cl (95%)
Ever abused
Yes 1.25 1.04 to0 1.50 0.82 0.66 to 1.02
No 1 1
Women'’s characteristics
Age (years)
16-30 years 1.69 1.41t0 2.02 0.93 0.75t0 1.14
31-44years 1 1
Education*
Low 3.83 3.18 to 4.61 1.98 1.58 to 2.47
High 1 1
Employment
Housewife 0.77 0.63 to 0.94 1.38 1.07 t0 1.78
Employed 1 1
Geography
Living area
Tea plantation sector 10.14 7.89t0 13.04 9.06 6.42 to 12.80
Capital district 1 1
Other characteristics
Family income
Low (<30000SLR) 1.81 1.48 t0 2.22 0.90 0.70to 1.16
Middle and high 1 1
Distancet
Far (<11km) 3.65 3.01t04.43 1.01 0.78 to 1.32
Near 1

*Education—Ilow (no schooling and primary-level school education only) and high (above primary-level school education).
TDistance from the residence to the nearest gender-based violence care centre.

selected from each MOH area. Among the pregnant
women, those who had been registered by PHMs were
eligible to participate in the study. A cluster consisted of
25 pregnant women who were randomly selected from the
PHMs’ regularly updated register of pregnant mothers.
Sample size was calculated separately for both settings,
using standard methods and adjusted for a non-response
rate of 10% and design effect.'®'” A total of 1875 preg-
nant women from 57 PHM areas in Colombo and 800
from 30 PHM areas in Badulla were eligible to participate
in the study, and they were recruited during their visits to
the field antenatal clinics.

The main survey instrument, the Abuse Assessment
Screen (AAS)," consisted of specific questions on
violence against women, within their lifetime, within the
past 12 months, and specifically during pregnancy, by
members of the household. The prevalence of ever being
subjected to physical, sexual and/or emotional violence
during the last year and during pregnancy was explored.
Furthermore, women were questioned as to whether a
healthcare worker had ‘ever asked them about abuse” and
among those reporting DV, women were asked whether

they had ever disclosed the abuse to a healthcare worker.
The distance from the living area to a GBV care centre
was assessed and recoded as near or far (>11km).

AAS was translated into Sinhalese and Tamil, the local
languages spoken by the majority of the population, using
the translation-back translation method and adapted to
suit the local dialect. Another questionnaire was devel-
oped to obtain the sociodemographic characteristics
(age, religion, ethnicity, level of education, employment
status) of the respondents. Both survey instruments were
assessed for face and content validity.

Female data collectors with training on social work,
research and counselling were recruited and trained.
Informed written consent was obtained from each of the
respondents. Data collection took place by conducting
interviews in the field antenatal clinics, where it was
possible to ensure privacy, confidentiality and safety.
Following the interviews, the respondents were offered
contact and referral information for centres providing
services to survivors of violence.

For analytical purposes, ever been emotionally or phys-
ically abused and/or physically abused last year and/
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or physically abused during pregnancy and/or sexually
abused last year among pregnant women were combined
and labelled as ‘ever abused’. Physically abused last year
and/or sexually abused last year were combined and
labelled as ‘currently abused’. The statistical analysis
of prevalence estimates and multivariate analysis using
logistic regression to identify the adjusted correlates for
‘ever abused’ and for ‘ever being asked by a healthcare
worker about abuse’ was conducted using the Statistical
Package for Social Sciences (SPSS) V.21. First, the charac-
teristics were compared at the univariate level; thereafter,
factors that were statistically significant (P<0.05) were
included in the logistic regression model.

RESULTS

Out of the 2175 eligible antenatal women selected for
the survey, 96% (2088/2175) consented to participate,
and these women were not in any way different from
the non-respondents. The mean age of women was
29.63 years (SD 5.57), and the majority belonged to the
Sinhala (47.2%) and Tamil (43.6%) ethnic groups. More
than half (59.5%) of the women had completed <11
years of school education, and about 70% were house-
wives (unemployed). Almost all (99.3%) the women were
married at the time of the interview. However, all back-
ground characteristics except ‘marital status’ differed
significantly between the two settings (table 1).

Average distance from the women’s living area (PHM
area or estate) to the nearest GBV care centre was assessed.
Eighteen per cent of the women from the capital district
and 87.7% from the tea plantation sector were living far
from a GBV care centre, and this difference was signifi-
cant (table 1).

DV was commonly reported in both study settings.
However, all the estimates on DV except sexual violence
were significantly higher among women in the tea planta-
tion sector compared with the capital district. Prevalence
of ‘ever abused’ was 38.6% in the total sample, with 50.8%
in the tea plantation sector and 31.5% in the capital
district. Prevalence of ‘currently abused’ was 15.9% in the
total sample, with 25.8% in the tea plantation sector and
10.0% in the capital district (table 2).

In the logistic regression model, study setting was
included as a separate variable. Living in the tea planta-
tion sector (OR 1.62, CI 1.11 to 2.37), being employed
(OR 1.25, CI 1.01 to 1.55), living far from a GBV care
centre (OR 1.44, CI 1.13 to 1.84) and Muslim ethnicity
(OR 1.51, CI 1.08 to 2.11) compared with Sinhalese
ethnicity were significantly associated with ‘ever abused’,
after adjusting for age, education level of woman and
man as well as family income (table 3).

Compared with the capital district (13.3%), disclosure
among those ‘ever abused’ was significantly less common
in the tea plantation sector (3.7%) (table 2). In a separate
analysis, it was revealed that among those ‘ever abused’
(n=807), only 35.6% (n=288) had ‘ever been asked by a
healthcare worker about abuse’ and among these 35.6%

(n=288), only 12.5% (n=36) had disclosed the abusive
experience to a healthcare worker.

Living in the tea plantation sector (OR 9.06, CI 6.42
to 12.80), the woman’s lower level of education (no
schooling and school education at primary level only)
(OR 1.98, CI 1.58 to 2.47) and being a housewife (unem-
ployed) (OR 1.38, CI 1.07 to 1.78) were significantly
associated with ‘not being asked by a healthcare worker
about abuse’ after adjusting for ‘ever abused’, age, family
income and distance from the GBV care centre (table 4).

DISCUSSION

The current study was conducted in the Colombo district,
the administrative and commercial capital of Sri Lanka,
and in the tea plantation sector in the Badulla district.
This is the first large-scale study comparing the estimates
of DV in different settings in Sri Lanka. All the estimates
on DV except sexual violence were significantly higher
among the women in the tea plantation sector compared
with the capital district. Living area was also strongly
associated with ‘not being asked by a healthcare worker
about abuse’ as well as education and employment status.
Among those who reported ‘ever abused’, only a small
proportion had disclosed the abusive experiences to a
healthcare worker.

There are no optimal previous estimates for compar-
isons from either setting. However, when comparing
the available data, our estimates are lower in the capital
district and higher in the tea plantation sector than
previously reported.” * In previous studies from the
capital district, differences in the sample characteristics
and survey instruments are potential explanations. For
example, in the study by Jayasuriya,” the study popula-
tion included women who had ever been married, while
currently pregnant women were included in this study.
Lower estimates in the previous studies from Badulla
could be partly due to the exclusion of the most vulner-
able population in the tea plantation sector of Badulla
district. Furthermore, using healthcare providers who
were familiar to the participants for data collection may
have contributed to the low estimates. In this study, the
data collectors were well-trained female interviewers who
were not familiar to the participants.

Notably, sexual abuse (last year) was reported at a low
rate (<2%) in both settings. Despite undertaking several
measures such as securing confidentiality and having
female data collectors, under-reporting is possible due
to the sensitive nature and cultural taboos surrounding
sexual abuse.

Living in the tea plantation sector compared with the
capital district, living far from a GBV care centre, being
of Tamil and Muslim ethnicity compared with Sinha-
lese ethnicity and being employed compared with being
a housewife were factors significantly associated with
reporting ‘ever abused’ after adjusting for age, educa-
tional level of woman and man, and family income. Being
employed is more common among women in the tea
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plantation sector (46%) compared with the capital district
(20%). Unskilled labourers are the main workforce in the
tea plantation sector in contrast to skilled labourers and
professionals in the capital district.

The tea plantation sector is comparatively less devel-
oped than the capital district. Differences in socioeco-
nomic and cultural aspects may have contributed to the
higher estimates of DV in the tea plantation sector. For
example, higher estimates of DV were found among the
Muslim and Tamil ethnic groups than the Sinhalese,
and Tamils are the majority in the tea plantation sector.
Furthermore, alcohol consumption is much higher in the
tea plantation sector compared with the capital district,
which is a factor known to be associated with DV."?*’

Among those who reported ‘ever abused’, only a small
proportion had disclosed the abusive experience to a
healthcare professional. The potential reason for this
could be the acceptance of DV as a private matter due to
the cultural and social norms. Compared with the capital
district (13.3%), disclosure was significantly lower among
survivors in the tea plantation sector (3.7%). This could
also have resulted from the socioeconomic disparities in
the two settings: lack of empowerment of the women and
the language barriers.

Women who had ‘ever been asked by a healthcare
worker about abuse’ were significantly higher in the
capital district compared with the women in the tea plan-
tation sector. The women in the tea plantation sector
are highly exposed to many different health hazards
compared with the women in the capital district. Thus,
the healthcare worker must pay much more attention to
other health priorities such as malnutrition and child and
maternal mortality. Moreover, the healthcare worker in
the capital district has more opportunities to be exposed
to training and updates on recently introduced health
priorities such as DV.

Although the distance from the GBV care centre did
not have a significant correlation to ‘not being asked by a
healthcare worker about abuse’, it did have a significant
correlation to ‘ever abused’. The capital district consisted
of five functioning and accessible GBV care centres scat-
tered throughout the district. In contrast to the capital
district, in the tea plantation sector there was only one
GBV care centre, and people were comparatively less
exposed to the services offered by these centres. Further-
more, there was generally a lower awareness of DV. In
the tea plantation sector, the language barrier could also
have kept women in the tea plantation sector away from
the care centre since service providers were incapable of
communicating in Tamil. Future studies should focus on
the evaluation of GBV care centres, in relation to public
awareness, acceptability and accessibility as well as other
important aspects in relation to the services.

This was a cross-sectional study; therefore, the temporal
relationship between the correlations cannot be estab-
lished. In a retrospective study design, low estimates
due to recall bias are always possible and some may have
purposefully blocked such thoughts due to stressful

memories. Furthermore, under-reporting is possible due
to sensitive nature of the topic under study. The under-re-
porting may be higher in sexual abuse than physical or
psychological abuse due to stigma and cultural sensitivity.
However, all possible measures were taken in this study
to reduce underreporting and therefore increase the
comparability of the prevalence estimates.

As the study was conducted to represent all three major
sectors, namely urban, rural and estate, with an adequate
sample size and an appropriate sampling technique, the
results can be generalised to currently pregnant women
in similar settings in the country.

CONCLUSION
This study demonstrates the regional disparities of DV
and the need for region-targeted interventions, consid-
ering the specific correlations. Findings show the urgent
need for establishing accessible and userfriendly GBV
care centres in the tea plantation sector. The capacity of
healthcare workers in addressing DV, considering socio-
cultural factors of the two areas, should be increased.
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