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Introduction

Intimate partner violence  (IPV) is an important social 
and public health problem, affecting women globally. It is 
a gender‑based violence that involves people in intimate 
relationships and may be perpetrated by either men or 
women.[1] However, this paper concentrates on IPV by men 
against women because of  its negative effects on women’s 
health. It cuts across nations, cultures, religion, and class.[2,3]

From community‑based studies, the lifetime prevalence of  
IPV ranges from 15% to 71% among women in marriage or 
current partnerships globally.[4] The reported lifetime prevalence 
in sub‑Saharan Africa ranges from 11% to 52%, respectively.[5] 

In hospital based studies, prevalence figures recorded among 
women interviewed in outpatient emergency clinics were 14.6% 
in the United States,[6] 4% in a population of  women attending 
a gynecology outpatient clinic in the United Kingdom[7] and 
87% in Jordan.[8] The prevalence reported from various hospital 
based studies in Nigeria ranges from 28% in Zaria[9] to 46% 
in Nnewi.[1] These reported prevalence figures might only be 
the tip of  the iceberg because of  under‑reporting, lack of  
standardization of  methods[10] and beliefs that issues concerning 
families and intimate relationships should not be discussed 
as it is seen as a “private matter.”[11] Apart from the obvious 
physical injuries resulting from IPV, victims have increased risk 
of  developing long‑term negative mental health problems such 
as posttraumatic stress disorder, depression, and anxiety.[12,13] 
Suicide attempts have been used as a way to escape from the 
abuse in some cultures.[14]

Intimate Partner Violence and Associated Coping 
Strategies among Women in a Primary Care Clinic in 

Port Harcourt, Nigeria
Kalamawei Itimi, Paul O. Dienye, Precious K. Gbeneol
Department of Family Medicine, University of Port Harcourt Teaching Hospital, Nigeria

Address for correspondence: Dr. Paul O. Dienye, 
Department of Family Medicine, University of Port Harcourt 

Teaching Hospital, Nigeria.  
E‑mail: pdienye@yahoo.com

Abstract

Context: Intimate partner violence (IPV) is an important gender‑based, social, and public health problem, affecting women globally. 
Aims: The aim was to report the prevalence of IPV and describe the coping strategies of the victims. Settings and Design: It was 
conducted in the general outpatient clinic of a tertiary care hospital using a cross‑sectional design. Materials and Methods: A 
random sample of consenting women living in an intimate partnership for a minimum of 1 year were served with a three part 
structured questionnaire which sought information on sociodemographic characteristics, the experience of IPV and the Brief 
COPE   Inventory. Statistical Analysis Used: SPSS version 17.0 software, Microsoft word and Excel were used in data handling 
and analysis. Means, percentages, standard deviations, and Chi‑square were calculated. P < 0.05 was considered to be significant. 
Results: Of the 384 participants, 161 (41.9%) were physically abused. IPV was significantly common among women ≤40 years of 
age, married couples (78.5%), unemployed and in Christians. It was precipitated by argument with husband (19.25%) and financial 
demands (44.10%). The employed coping strategy with the highest score was religion. The least score was found in substance abuse. 
Conclusion: There was significantly high prevalence of domestic violence against women in this study. Hence, routine screening is 
advocated by family physicians to elicit abuse in order to avoid the more devastating psychological consequences after the incidence 
so as to institute appropriate treatment as multiple episodes of abuse appears to be cumulative in effect. The reason for violence 
mainly borders around the argument with husband and finance issues. The coping strategies utilized by the participants minimally 
involve substance abuse, but more of a religion.

Keywords: Domestic violence, Nigeria, outpatient clinic, response strategies

Original Article

Access this article online

Quick Response Code:
Website:  
www.jfmpc.com

DOI:  
10.4103/2249-4863.141601



Itimi, et al.: Intimate partner violence in Port Harcourt, Nigeria

Journal of Family Medicine and Primary Care	 194	 July 2014  :  Volume 3  :  Issue 3

Violence in an intimate relationship is dysfunctional behavior 
in which the victim has to adopt coping strategies. These 
consist of  cognitive and behavioral efforts adopted to master, 
reduce, or tolerate the internal and/or external demands 
that are created by the violence.[15] Though researchers have 
examined and documented the personal characteristics of  the 
perpetrators or the victims of  IPV, negative and long‑term 
effects of  IPV on women, yet there is limited information on 
how women cope with the abuse and violence they experience 
from intimate partners. Various coping strategies are adapted 
by different individuals confronted with these negative 
affective states and associated life problems.[16] Some of  these 
strategies are beneficial for the individual while others, such as 
substance use, are maladaptive and may result in poorer health 
outcomes for the patient.[17]

By definition, the family physicians are primary care 
practitioners who provide continuing, comprehensive care in 
a personalized manner to patients of  all ages, sex and to their 
families regardless of  the presence of  disease or the nature 
of  the presenting complaint. By virtue of  their ongoing 
therapeutic relationship with the whole family,[18] they are well 
positioned to encounter large numbers of  victims of  IPV in 
their practice. Despite the high prevalence of  IPV in primary 
care, there is insufficient recognition by family physicians.[19] 
The two main reasons identified for insufficient recognition 
of  IPV victims include time limitation in primary care 
practices and lack of  professional knowledge.[20] Increasing the 
knowledge, training, skills and the capacity of  physicians on 
IPV identification and management, remains a pressing gap. 
Consequently, this study is aimed to report the prevalence of  
IPV and describe the coping strategies of  the victims attending 
the general outpatient clinic in the University of  Port Harcourt 
Teaching Hospital. This study will aid primary care physicians 
to identify victims of  IPV and offer culturally sensitive and 
appropriate services to them. It will also aid practitioners to 
understand the ways women cope on their own and within 
their own belief  systems.

Materials and Methods

Study site
This  was car r ied out  a t  the Genera l  Outpat ients 
Department  (GOPD) of  the University of  Port Harcourt 
Teaching Hospital, Port Harcourt in the south southern 
geopolitical zone of  Nigeria.

Study design
This is a cross‑sectional survey.

Sample size estimation
Using prevalence of  50%, adopted from the Nigerian 
Demographic and Health Survey report[21] and the formula: 
n = p (1 − p) q2/d2 for sample size determination,[22] the minimum 
calculated sample size was 384.

Subjects
The study population consisted of  a random sample of  
all consenting adult women currently living in an intimate 
partnership for a minimum of  1 year and seeking medical care 
for whatever reason in the GOPD.

Inclusion criteria
•	� Women aged ≥18 years in intimate partner relationship for 

at least 1 year.
•	� Women who were willing to participate and gave verbal 

consent.
Exclusion criteria
•	 Women who were very sick and could not be interviewed.
•	 Women that were accompanied by an intimate partner.

Procedure
A three part structured questionnaire was designed. The first part 
sought information about the participants’ sociodemographic 
characteristics such as age, marital status, level of  education 
and religion. The second part was designed based on literature 
review and information on IPV gathered from informal 
conversations with women attending the clinic. The experience 
of  the participants on IPV was assessed using the question, 
“within the past 1 year, have you been hit, slapped, kicked, or 
otherwise physically hurt by your partner?” Those who gave 
an affirmative answer to any of  the questions were chosen as 
having experienced IPV. They were further interviewed on the 
reasons for the action. These parts of  the questionnaire were 
pretested on 30 women and all ambiguities corrected.

The third part consisted of  the Brief  COPE Inventory.[23] It is 
the abridged version of  the original COPE inventory. The brief  
COPE scale is a 28‑item self‑report measure of  problem‑focused 
versus emotion‑focused coping skills. The scale consists of  14 
domains/sub‑scales  (self‑distraction, active coping, denial, 
substance use, use of  emotional support, use of  instrumental 
support, behavioral disengagement, venting, positive reframing, 
planning, humor, acceptance, religion, self‑blame) of  two items 
each. It was used to determine the coping strategies employed in 
the past 1 month by the participants screened as victims of  IPV. 
Participants were asked to respond to each item on a four‑point 
Likert scale, indicating what they generally do following the 
stress associated with IPV  (1  =  I have not been doing this 
at all - 4 = I have been doing this a lot). The scores (ranging 
from 2 to 8) and the means for each coping method were then 
calculated. The higher the score on each coping strategy, the 
greater use of  the specific coping strategy. The brief  COPE scale 
has good internal consistency and validity. The questionnaire 
was administered to consenting women by two nurses who were 
trained for a period of  1 week for the purpose of  this study.

Data analysis
For the purpose of  this study, age groups, educational status 
and occupational groups were collapsed into dichotomous 
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measures to facilitate statistical calculations. The age groups were 
dichotomized into adolescents and young adults (≤40 years)[24] 
and older adults  (>40 years). Educational status was grouped 
as ≤secondary education level and tertiary education level and 
occupation groups into unemployed and employed.

Data handling and analysis were carried out using SPSS 17.0 
software, Microsoft word and Excel. Tables were constructed, and 
parameters such as means, percentages, standard deviations and 
Chi‑square were calculated. P < 0.05 was considered as significant.

Ethical clearance
The approval to undertake the study was sought and obtained from 
the Ethical Review Committee of  the University of  Port Harcourt 
Teaching Hospital, Port Harcourt. Informed consent was sought 
and received from all the study participants and confidentiality 
was assured.

Results

Three hundred and eighty four women with an age range 
of  18-59  years and a mean age of  31.31  ±  8.61  years were 
investigated. One hundred and sixty one (41.9%) of  the women 
were physically abused. A significantly high percentage of  the 
physically abused women was ≤40  years of  age. They also 
stand a higher risk of  being abused than those over 40 years 
of  age  (P  =  0.001, relative risk  [RR] =1.85, confidence 
interval  [CI] =1.28-2.81). There was a significant association 
between IPV and marital status. The married couples are less likely 
to be abused than the cohabiting couples (P = 0.0002, RR = 0.641, 
CI = 0.512-0.821). IPV was significantly more (57.14%) among 
the unemployed. They are also more likely to suffer it (P = 0.035, 
RR  =  0.773, CI  =  0.599–0.995). The Christians significantly 
suffered more IPV (95.03%) than the believers of  other religious 
groups. They are also more predisposed to IPV  (P  =  0.01, 
RR = 1.978, CI = 1.089-4.154) [Table 1]. The reasons for violence 
included mainly argument with husband (19.25%) and financial 
demands (44.10%). The least cause of  violence was inadequate 
attention to children (8.07%) [Table 2]. The used coping strategy 
with the highest score was religion. The least score was found in 
substance abuse [Table 3].

Discussion

Ideally, marital relationship should be a complimentarily 
peaceful and happy coexistence between two people. However, 
certain circumstances may cause misunderstanding and 
disharmony in a relationship where there should be no abuse 
especially physical abuse. Although Nigeria is a party to most of  
the instruments aimed at eradicating violence against women, 
such as the Beijing Declaration in 1995,[25] this antisocial 
behavior continues to be persistent in the country.

The prevalence of  IPV in this study is comparable to 46% in 
Nnewi, South Eastern Nigeria,[2] but higher than 28% in Zaria 
in North central Nigeria.[10] A very high prevalence of  87% was 

reported in Jordan, a developing country.[8] Reported prevalence 
figures from clinics in the developed countries are14.6% in the 
United States[6] and 4% in the United  Kingdom.[7] These are 
lower than the figures from the developing countries. The high 
prevalence in this study may be connected with the existence 
of  some weird cultural norms. Beating of  wives and children in 

Table 1: Sociodemographic characteristics of subjects
Abused 

(%) 
n=161

Not 
abused 

(%) n=223

χ2 P value RR CI

Age (years)
≤40 138 (85.7) 163 (73.1) 13.11 0.00 1.85 1.28-2.81
>40 23 (14.3) 70 (26.9)

Education
≤Secondary 80 (49.7) 129 (57.8) 2.51 0.113 0.83 0.65-1.06
Tertiary 81 (50.3) 94 (42.2)

Marital status
Married 99 (61.5) 175 (78.5) 13.20 0.0002 0.641 0.512-0.821
Cohabiting 62 (38.5) 48 (21.5)

Employment 
status

Employed 69 (42.86) 125 (56.05) 4.43 0.035 0.773 0.599-0.995
Unemployed 92 (57.14) 108 (48.43)

Religion
Christianity 153 (95.03) 195 (87.44) 6.34 0.01 1.978 1.089-4.154
Others 8 (4.97) 28 (12.96)

RR: Relative risk; CI: Confidence interval

Table 2: Reasons given by victims for violence
Reasons Frequency (n=161)* Percentage
Inability to satisfy sexual demands 21 13.04
Arguments over money or care 71 44.10
Disrespect to husband/in‑laws 31 19.25
Husband has another partner 27 16.77
Neglect of  housework 13 8.07
Husband drunk 19 11.80
*Women could report more than one reason

Table 3: Brief coping style scores in victims of IPV
Brief  COPE coping strategies Mean SD Range
Problem‑focused coping strategies

Religion 7.32 0.25 2-8
Acceptance 6.53 1.42 2-8
Use instrumental support 5.51 1.08 2-8
Use of  emotional support 5.46 1.72 2-8
Active coping 5.34 1.68 2-8
Planning 5.21 1.21 2-8
Positive reframing 4.56 1.04 2-8
Humor 4.41 1.17 2-8

Emotion‑focused coping strategies
Self‑distraction 5.40 1.25 2-8

Venting 5.12 1.63 2-7
Self‑blame 4.72 1.71 2-8
Denial 4.65 1.59 2-8
Behavioral disengagement 3.22 1.56 2-8
Substance abuse 2.48 0.29 2-6

IPV: Intimate partner violence; SD: Standard deviation
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many developing countries including Nigeria is widely sanctioned 
as a form of  discipline and not a violent behavior.[26] Oyediran 
and Isiugo‑Abanihe in their study reported high level of  support 
expressed for wife beating by both males and females.[21] This 
is due to the fact that IPV functions as a means of  enforcing 
conformity with the role of  a woman within customary society. 
It is therefore not seen as a criminal offence; moreover, domestic 
violence may also be perceived as a sign of  love in some 
societies.[27]

The significantly high percentage of  the abused women below 
40 years could be attributed to a lot of  issues in the family life 
cycle. This period correspond to the launching years when 
the couple’s functions and responsibilities expand especially 
with the arrival of  children. There is associated financial strain 
with decrease in leisure activities. These younger couples are 
likely to have lower educational status with concomitant lower 
income and likely underemployment. These predispose to 
violence.[28] The resultant stress results in irritability and violence. 
The younger women are also more likely to have younger partners 
and these tend to be more violent than older men.[29]

Married women were significantly more battered than the 
cohabiting women in this study. This finding is surprisingly 
contrary to what is expected and disagrees with a report by 
Bachmann.[30] A possible reason for our finding could be the 
fact that the population of  cohabiting women in the study group 
was small. Another reason is the fact that in Nigeria as in most 
African settings, a woman surrenders to her husband exclusive 
sexual rights and obedience on getting married. This invariably 
gives her husband the liberty to violate and batter her if  he feels 
that she has not adequately fulfilled her obligations, or for any 
other reason.[21] Cohabitation is a common phenomenon among 
young people and could be due to the inability of  the young men 
to raise money to marry the women formally. Men may also want 
to cohabit with the women to make sure they are fertile before 
paying their bride price. Men and women are likely to cohabit for 
about 3 years prior to becoming legally married.[31] Violence is 
more likely to occur among them as found in this study because 
of  the weak bonding between them.[32]

Women without employment were more likely to be abused in this 
study. This corroborates with other researchers who reported that 
a significantly higher proportion of  domestic violence victims 
were homemakers without paid employment.[11,33] Employment 
may reduce women’s dependence on their husbands and enhance 
their power within households and relationships. This may reduce 
their vulnerability to domestic violence.[34] On the other hand, 
employed women may be at higher risk of  experiencing violence 
because they may be more likely to challenge their husbands’ 
authority or because their husbands perceive them as a threat 
to their authority.[35]

The identified reasons for domestic violence in this study are 
similar to the findings by Salaudeen et al. in Kano metropolis in 
Nigeria.[36] It is curious to mention that in this study, the most 

common reasons given by respondents for violence include 
arguments over money or care and disrespect to husband/in‑laws. 
Research has highlighted the challenges that men face in 
meeting their role as economic providers.[37,38] Men who fail to 
provide economically for their families in some societies are 
often criticized and humiliated by neighbors.[37] This leads to 
frustration, stress, marital discord and IPV. On the other hand, 
women whose husbands are in paid employment are significantly 
less likely to report physical violence when compared to women 
with unemployed husbands.[39] It may therefore be necessary to 
include entrepreneurial studies into the school curriculum so that 
men could learn to fend for their families in the event of  no paid 
employment. This will improve the economy of  the family and 
minimize the occurrence of  IPV.

The significantly high prevalence of  IPV among the practitioners 
of  Christian religion in this study is a surprising finding. In the 
environment of  this study, religious involvement often involves 
members of  the immediate and extended family. This may 
mean that these relationships are actually being strengthened 
through religious involvement, minimizing the risk not only of  
domestic violence, but also of  other forms of  family violence as 
well.[40] The Christian teaching on love also seems to protect the 
adherents against abuse. On the other hand, the doctrine of  female 
subordination to male authority appears to encourage domestic 
violence against women. This may be a reason for the significant 
association of  domestic violence with the Christian religion in this 
study. The predominant Christian population in the location of  
this study could also have contributed to this finding.

The benefits of  problem‑focused coping, such as acceptance, 
positive reframing, and turning to religion or spirituality have 
been highlighted by some researchers.[23] In a study of  the 
relationship between spirituality and coping, a positive correlation 
was identified between the increase in the spirituality of  the 
patients and their psychological wellbeing and functions.[41] 
An increase in the functioning of  religious coping strategy has 
been found to decrease anxiety, depression, hopelessness and 
stimulates psychological functions, adaptation to the illness 
process, life satisfaction, and quality of  life in diabetic patients.[41] 
This study confirmed the findings by the previous researchers. 
The problem‑focused coping strategy with the highest score 
in this study was religion. The activities in this coping strategy 
include praying, reading of  the Bible and visit to the pastor for 
counseling and prayers. Other strategies include acceptance, using 
instrumental support and using emotional support. Among the 
emotion‑focused strategies, the highest scores were found in 
self‑distraction and venting and the lowest score in substance 
use  (use of  alcohol or other drugs to feel better or help the 
individual get through his/her symptoms). The low score in 
substance abuse is an encouraging finding. A probable explanation 
for low scores on substance abuse could be the fact that women 
generally are not known to abuse alcohol when compared to 
their male counterparts.[42] The restriction of  sale of  sedatives 
and hypnotics over the counter in Nigeria could have influenced 
the use of  drugs.



Itimi, et al.: Intimate partner violence in Port Harcourt, Nigeria

Journal of Family Medicine and Primary Care	 197	 July 2014  :  Volume 3  :  Issue 3

Primary care is an important early intervention site for IPV, 
because family physicians/general practitioners, who manage 
these centers, have an ongoing therapeutic relationship with 
the whole family.[18] Although the family physician by virtue of  
his training is knowledgeable in communication skills, use of  
eco map, family APGAR, and patient centered consultation 
skills, his ability to recognize victims of  IPV is poor.[19] This has 
been attributed to time limitation in primary care practices and 
lack of  professional knowledge.[20] This finding is a source of  
concern for the profession and suggests there is some urgency 
in establishing an IPV curriculum to provide physicians with the 
essential knowledge and skills necessary to increase their comfort 
levels in identifying and managing victims of  IPV.

Globally, training of  doctors has been found to be deficient on 
the emerging demands for IPV. In Nigeria, the challenge is even 
greater as there are no formal opportunities of  undergraduate, 
postgraduate or continuous education on IPV. Although some 
medical schools have started expanding their curriculums to 
include IPV education in some countries,[43] this early training has 
been frequently shown to be inadequate to address the problem 
since the effect of  training tends to diminish with time.[44] 
Reinforcement of  knowledge acquired during the undergraduate 
training is therefore very important during family medicine 
residency training and the mandatory continuous professional 
development organized by the Medical and Dental Council of  
Nigeria for medical practitioners.

Methodological considerations
This study is not without limitations, as usual to this type of  
research topic. First, the topic is very sensitive and respondents 
may be shy to express their views openly, as they may think that 
their responses may damage the reputation of  themselves and 
their families. Second, like any study based on the self‑reporting, 
there might be recall bias in disclosing the violent episodes. 
Third, the cross‑sectional design itself  does not allow for 
making conclusions focused on associations. It is difficult to 
make causal inferences. Despite these limitations, the study had 
methodological strengths including use of  standardized pretested 
questionnaire, inclusion of  all groups of  population and training 
given to research nurses to interview the respondents.

Conclusion

The study confirms the high prevalence of  domestic violence 
against women irrespective of  age, marital status, employment 
status and religion. The reason for violence mainly borders 
around argument with husband and finance issues. The coping 
strategies utilized by the participants minimally involve substance 
abuse but more of  religion. In light of  these findings, family 
physicians must be trained to assess for IPV as a means of  
promoting the health status of  women. The results of  such 
assessment will provide vital information to appraise the 
situations, develop interventions as well as policies and programs 
towards preventing IPV against women.
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