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Intimate partner violence (IPV; also referred to
as domestic violence) is a serious health concern
worldwide.1,2 IPV can take many forms, such as
physical, emotional, and sexual violence, and is
committed by one partner against the other in
marriage and other intimate or dating rela-
tionships. A recent study of IPV in Japan found
that, by the age of 49 years, 19% of women
who had ever had a partner had experienced
physical or sexual violence (or both) from a
partner and 4% had suffered injuries related
to such violence.3 Approximately one third of
women who are murdered in Japan are killed
by their current or former male partners,4

which is similar to the proportion of female
murder victims in the United States who are
killed by male intimate partners.5

In Japan, after decades of public denial, there
has been a gradual but substantial increase
in societal awareness of IPV since the early
1990s.6–8 One concrete example of societal
response is the enactment of the first legislation
on IPV, the Law Relating to the Prevention
of Spousal Violence and the Protection of Vic-
tims, in April 2001, which was subsequently
amended in 2004 and 2007.9

Numerous studies have documented the
wide-ranging negative health effects of IPV,
which are not limited to acute injuries. Women
who have experienced IPV report lower self-
rated health status, higher levels of distress
symptoms, and greater use of health care than
do women who have not experienced IPV.10–18

Most previous studies have focused on the
relationship between partners’ physical and
sexual violence and women’s health.12,14,19

Consequently, the effect of emotional abuse is
less well understood. Few studies of IPV have
accounted for exposure to childhood abuse or
to abuse perpetrated by someone other than an
intimate partner, or for relevant sociodemo-
graphic characteristics.20 Accounting for these
variables, we investigated the relationship in
Japan between women’s health and the expe-
rience of intimate partners’ emotional abuse as

well as physical and sexual violence. It is part of
a cross-national research effort, the Multi-
Country Study of Women’s Health and Do-
mestic Violence, coordinated by the World
Health Organization (WHO Violence Against
Women Study).

METHODS

Development of Research Instruments

We used the Core Questionnaire version 9.9
developed by the WHO Violence Against
Women Study Core Research Team,21 which
we translated into Japanese by the back-
translation method. On the basis of 2 pilot tests,
previous research, and professional consulta-
tion, questions pertinent to the Japanese so-
ciocultural and economic context were added
to the questionnaire.

Sampling and Data Collection

Procedures

The stratified cluster sample included 2400
women in Yokohama aged 18 to 49 years,

randomly sampled from the official resident
roster. An introductory letter was sent to the
selected women inviting them to participate.
The letter described the study as a study of
women’s health and life experiences, rather
than a study of violence. This was done to
ensure that a woman’s partner did not suspect
that she had disclosed his violence to others,
thus potentially putting the woman in danger of
further violence.

As part of the process of obtaining informed
consent, a trained female interviewer visited
prospective respondents at their residence and
explained the purpose and procedures of the
study. Face-to-face interviews were conducted
at a location of the respondents’ choice (usually
the respondents’ place of residence) between
October 2000 and January 2001. Because
housing quarters in Yokohama are usually
small, it was difficult to conduct an interview in
private; consequently, interviews were aug-
mented by paper-and-pencil questionnaires to
avoid vocalization of sensitive questions or
respondents’ answers.

Objectives. As part of the World Health Organization’s cross-national research

effort, we investigated the relationship between various health indicators and

the experience of intimate partner violence (IPV), which included emotional,

physical, and sexual abuse, among women in Yokohama, Japan.

Methods. We used multivariate logistic and negative binomial regression to

examine the relationship between health status and IPV in a stratified cluster

sample of 1371 women aged 18 to 49 years.

Results. In 9 of 11 health indicators examined, the odds of experiencing health-

related problems were significantly higher (P<.05) among those that reported

emotional abuse plus physical or sexual violence than among those that re-

ported no IPV, after we controlled for sociodemographic factors, childhood

sexual abuse, and adulthood sexual violence perpetrated by someone other than

an intimate partner. For most health indicators, there were no significant differ-

ences between those that reported emotional abuse only and those that reported

emotional abuse plus physical or sexual violence.

Conclusions. The similarity of outcomes among those that reported emotional

abuse only and those that reported emotional abuse plus physical or sexual

violence suggests the need for increased training of health care providers about

the effects of emotional abuse. (Am J Public Health. 2008;99:647–653. doi:

10.2105/AJPH.2007.118976)
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Of the 2400 women selected, 1371 com-
pleted the interview, resulting in a response
rate of 57.1%. Excluding 438 women who
were ineligible or could not be reached, 69.9%
of those selected completed the interview. This
response rate compares favorably with those of
other face-to-face interview studies in Japan.
For example, in a survey on Japanese national
character conducted by the Institute of Statis-
tical Mathematics in1998, the response rate for
the 6 largest cities (including Yokohama) was
49%.22 We present analyses of data for 1287
women who had had at least 1 intimate het-
erosexual relationship (hereafter called ‘‘ever-
partnered women’’); 84 respondents who had
not had such a relationship at the time of the
interview were excluded.

On average, the interviews lasted 39.3
minutes (SD=10.9). At the conclusion of the
interview, respondents received a gift certifi-
cate for books and magazines (equivalent to
US$9.00) and a list of assistance programs. The
list was provided to all respondents regardless
of whether they reported IPV during the in-
terview. For safety reasons, the list did not
explicitly mention IPV and was small to allow
it to be hidden easily, if necessary, from an
abusive partner. In addition, prior arrange-
ments were made with local programs to pro-
vide assistance for respondents and inter-
viewers on an as-needed basis.

Measures

To assess IPV, we asked respondents if they
had ever experienced each of 6 forms of
physical violence and 3 forms of sexual vio-
lence at the hands of their current or former
intimate partners (for specific items, see Table
1). Only 6.4% of the respondents reported
sexual abuse, and only 31 individuals reported
sexual abuse without physical abuse. Although
there is evidence that sexual violence is more
predictive of poor health outcomes than is
physical violence,23 with such small numbers, it
was not possible to study the effects of sexual
abuse alone on health. We therefore created
a variable that indicated whether the respon-
dent had ever experienced physical violence,
sexual violence, or both.

To assess emotional abuse by an intimate
partner, we used 2 sets of questions from the
WHO Core Questionnaire: (1) 6 items pertain-
ing to current or most recent male partner’s

controlling behavior and (2) 4 questions about
any male partner’s emotionally or psychologi-
cally abusive behavior (for specific items, see
Table 1). We created a dichotomous variable
that indicated whether the respondent had
ever experienced 1 or more types of emotional
abuse, coded as 0 (no experience of emotional
abuse) or 1 (experience of one or more types of
emotional abuse).

To assess self-rated health status, we asked
respondents to rate their current health status
on a 5-point scale, ranging from 1 (excellent) to
5 (very poor). For multivariate analysis, we
constructed a dichotomous variable (where
0=excellent or good, and 1=fair, poor, or very
poor), because few respondents rated their
health as poor or very poor.

To assess functional limitations, we used 4
questions to examine respondents’ experiences
during the previous month in the following

domains: (1) difficulty walking; (2) difficulty
performing usual work, study, or household
activities; (3) physical pain or discomfort; and
(4) difficulty with memory or concentration.
Respondents rated the degree to which they
experienced functional limitation in each do-
main during the previous month on a 5-point
Likert-type scale, ranging from 1 (no problem)
to 5 (extreme problem). For multivariate anal-
ysis, we created a dichotomous variable (coded
as 0=no problem and 1=some problem) for
each of the 4 domains.

To assess use of medication, we asked
respondents how frequently they used pain-
killers during the previous month, using a 4-
point scale (never, once or twice, a few times, or
many times). We created a dichotomous vari-
able by grouping together those who had ever
taken painkillers in the previous month. Simi-
larly, we created a dichotomous variable to

TABLE 1—Women’s Reported Experience of Physical and Sexual Violence and of Emotional

Abuse by Male Intimate Partners: Yokohama, Japan, 2000–2001

Violence Experienced by Respondent Respondents, % (95% CI)

Any physical or sexual violence 15.1 (13.1, 17.0)

Any physical violence 12.6 (10.9, 14.3)

Slapped or had object thrown at her that could hurt 9.0 (7.4,10.6)

Pushed or shoved 8.4 (6.8, 0.2)

Hit with a fist or with something else that could hurt 2.2 (1.4, 3.0)

Kicked, dragged, or beaten up 2.6 (1.7, 3.4)

Choked or burned on purpose 0.1 (0.0, 0.3)

Threatened or assaulted with a gun, knife, or other weapon 0.6 (0.1, 0.9)

Any sexual violence 6.4 (4.8, 8.0)

Physically forced to have sexual intercourse when she did not want to 5.1 (3.6, 6.5)

Had sexual intercourse because she was afraid of what her partner might do 3.3 (2.3, 4.3)

Forced to engage in a degrading or humiliating sexual act 1.4 (0.6, 2.1)

Any emotional abusea 43.9 (40.7, 47.2)

Partner tried to keep her from seeing friends 3.9 (2.9, 5.0)

Partner tried to restrict her contact with her family 3.3 (2.2, 4.5)

Partner insisted on knowing her whereabouts at all times 13.4 (11.2, 15.7)

Partner ignored her and treated her with indifference 5.4 (4.0, 6.9)

Partner got angry if she spoke with another man 7.3 (5.8, 8.8)

Partner often suspected that she was unfaithful 3.7 (2.5, 5.0)

Partner insulted her or said things that made her feel bad about herself 27.8 (25.0, 30.5)

Partner belittled or humiliated her in front of other people 7.8 (6.2, 9.4)

Partner scared or intimidated her 16.8 (14.6, 19.0)

Partner threatened to hurt her 1.9 (1.1, 2.8)

Note. CI = confidence interval.
aThe first 6 items refer to current or most recent male partner; the last 4 items refer to any male partner.
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indicate whether or not the respondent had
ever taken sleeping pills or tranquilizers.

To assess use of health services, we asked
respondents whether they had seen any health
care professionals—broadly defined to include
physicians, nurses, and traditional (Eastern)
medicine practitioners, such as practitioners of
acupuncture and acupressure—during the pre-
vious month and whether they were hospital-
ized (for reasons other than those related to
childbirth) during the previous year.

To assess suicidal ideation, we asked re-
spondents whether they had ever thought of
committing suicide.

To assess symptoms of physical and emo-
tional distress, we used the Self-Report Ques-
tionnaire.24 This questionnaire, developed by
WHO as a screening instrument for psychiatric
disturbances, has been found to have good
reliability and validity with diverse popula-
tions.24 Respondents were asked whether they
had experienced each of the 20 listed symp-
toms during the past month (for specific items,
see Table 2).

To assess childhood sexual abuse, we asked
respondents whether they had been touched

sexually or made to do something sexual
against their will before age 15 years.

To assess adulthood sexual abuse perpe-
trated by someone other than an intimate
partner, we asked respondents whether, since
age15 years, they had been forced to engage in
sexual intercourse or sexual acts against their
will by someone who was not an intimate
partner.

To assess sociodemographic characteristics,
we ascertained the respondent’s age, relation-
ship status, number of children, and educa-
tional level at the time of the interview. As an
indicator of socioeconomic status, we
used the respondent’s perceived economic
well-being, which was assessed by asking the
degree to which the respondent experienced
difficulties in making ends meet; a 5-point
scale, ranging from 1 (extremely) to 5 (not at
all), was used. For multivariate analysis, we
created a variable ranging from 1 (extremely or
some) to 3 (little or not at all).

Statistical Analysis

To correct for potential bias introduced by
differential nonresponse among various sub-

groups, we constructed and used poststrat-
ification weights based on age in years,
employment status, and marital status. In our
analyses, which were conducted with Stata
version 9 (StataCorp LP, College Station, TX),
we applied these poststratification weights, as
well as survey methods that adjust variance
estimates to account for clustering in the
sampling design.

We compared respondents’ health status
across 3 groups of respondents: those who had
not experienced IPV, those who had experi-
enced partners’ emotional abuse only, and
those who had experienced partners’ emotional
abuse as well as physical or sexual violence.
Only 1.5% of respondents reported experienc-
ing physical or sexual violence but not emo-
tional abuse. Because regression estimates are
unstable with such small numbers, this group
was excluded from the multivariate analyses
(and hence from Table 2) but included in the
description of the sample characteristics and in
Table 1. We estimated adjusted odds ratios
using multivariate logistic regression models
that controlled for relevant sociodemographic
characteristics, including age, education, rela-

TABLE 2—Women’s Health Status, by Type of Intimate Partner Violence (IPV) Experienced:

Yokohama, Japan, 2000–2001

Poor Health Indicator No IPV, %

Emotional Abuse Only

Emotional Abuse Plus

Physical or Sexual Violence

Fa% AOR (95% CI) % AOR (95% CI)

Suicidal ideation 8.0 17.2 2.15*** (1.37, 3.36) 33.8 5.04† (3.24, 7.83) 10.59***

Self-rated health fair to very poor 19.3 27.1 1.49** (1.07, 2.06) 33.0 1.80** (1.15, 2.83) 0.88

Difficulty walking 2.7 5.9 2.02** (1.02, 4.01) 6.6 2.18** (1.01, 4.73) 0.03

Difficulty performing usual activities 6.2 13.2 2.26*** (1.38, 3.69) 13.9 1.94** (1.01, 3.72) 0.26

Health services in past month 16.0 24.0 1.57*** (1.16, 2.12) 28.3 1.96*** (1.23, 3.11) 1.06

Use of painkillers 21.8 26.5 1.20 (0.89, 1.61) 33.7 1.49* (0.99, 2.24) 1.00

Pain or discomfort 6.8 11.8 1.56* (0.94, 2.60) 12.8 1.52 (0.90, 2.59) 0.01

Difficulty with memory or concentration 6.0 8.2 1.35 (0.83, 2.20) 16.9 2.76*** (1.37, 5.56) 5.22**

Use of sleeping pills or tranquilizers 2.2 3.3 1.46 (0.59, 3.64) 7.5 3.33** (1.24, 8.99) 3.44*

Hospitalization in past year 3.0 3.2 0.99 (0.49, 2.00) 7.0 2.44** (1.05, 5.64) 3.70*

No. of distress symptomsb 1.2 2.1 1.60† (1.36, 1.89) 2.7 2.13† (1.67, 2.72) 5.24**

Note. AOR = adjusted odds ratio; CI = confidence interval. AORs and adjusted incidence rate ratios (for distress symptoms) were adjusted for age, relationship status, number of children,
education, socioeconomic well-being at interview, childhood sexual abuse, and adulthood sexual abuse by someone other than an intimate partner.
aF statistic (adjusted Wald F test) for comparison of ‘‘emotional abuse only’’ and ‘‘emotional abuse plus physical or sexual violence.’’
bFor distress symptoms, average numbers and adjusted incidence rate ratios (with corresponding 95% confidence intervals) are shown. Distress symptoms included the following: has
headaches; appetite is poor; sleeps badly; is easily frightened; hands shake; feels nervous, tense, or worried; digestion is poor; has trouble thinking clearly; feels unhappy; cries more than
usual; finds it difficult to enjoy daily activities; finds it difficult to make decisions; daily work is suffering; is unable to play a useful part in life; has lost interest in things; feels that she is a worthless
person; the thoughts of ending her life is on her mind; feels tired all the time; has uncomfortable feelings in the stomach; is easily tired.
*P < .10; **P < .05; ***P < .01; †P < .001.

RESEARCH AND PRACTICE

April 2009, Vol 99, No. 4 | American Journal of Public Health Yoshihama et al. | Peer Reviewed | Research and Practice | 649



tionship status, number of children, and socio-
economic status, as well as experiences of
childhood sexual abuse and of adulthood
sexual violence perpetrated by someone other
than an intimate partner, which are known to
be associated with health status.25–29 For the
number of distress symptoms, the negative bi-
nomial regression model was used.30 We used
Stata software test statements to assess whether
health status among those reporting emotional
abuse only and those reporting emotional
abuse plus physical or sexual violence differed
significantly.

RESULTS

Respondents’ Characteristics

The mean age of the respondents was 35.2
years (95% confidence interval [CI]=34.6,
35.8). On average, the respondents had 13.7
years (95% CI=13.5, 13.8) of schooling, with
63.1% (95% CI=59.4, 66.8) having had some
postsecondary education. At interview, most
were married (70.7%; 95% CI=67.0, 74.1)
and had 1 or more children (64.4%; 95%
CI=61.3, 67.6). One in 3 (30.3%) indicated
that they were experiencing extreme or some
difficulties in making ends meet, whereas
46.8% reported little or no difficulties. On the
basis of census and other population-based
statistics, the distributions of respondents’
characteristics were comparable to those of
female residents aged 18 to 49 years in
Yokohama regarding age, educational level,
and marital status.22,31, 32

Experiences of Partners’ Physical or

Sexual Violence and Emotional Abuse

Of the ever-partnered women, a total of
15.1% reported having experienced an inti-
mate partner’s physical or sexual violence
sometime prior to the interview; 12.6%
reported physical violence, and 6.4% reported
sexual violence. The most common types of
physical or sexual violence reported were
being slapped or having objects thrown at her,
being pushed or shoved, and being forced to
have sexual intercourse (Table 1).

The most commonly reported types of
emotional abuse were a partner’s insulting the
woman or making her feel bad about herself
(27.8%), and scaring or intimidating her
(16.8%). Overall, 43.9% of the respondents

reported experiencing some type of emotional
abuse. A substantial proportion (30.3%) of
ever-partnered women had experienced
emotional abuse without experiencing physical
or sexual violence. Of the ever-partnered
women, 13.6% reported experiencing both
physical or sexual violence, and emotional
abuse. Most women (89.3%) who had experi-
enced physical or sexual violence had also
experienced emotional abuse. Only 1.5% of
respondents reported physical or sexual vio-
lence without emotional abuse, indicating that
partners’ physical or sexual violence and emo-
tional abuse often occur together.

Partners’ Emotional Abuse and Physical

or Sexual Violence and Women’s Health

Table 2 presents relationships between
health indicators and IPV for ever-partnered
women. Of the 11 health indicators measured,
only 2—the use of painkillers and the experi-
ence of physical pain or discomfort—had no
association with IPV. As shown in Table 2,
compared with women reporting no IPV, both
women reporting emotional abuse, and physi-
cal or sexual violence (adjusted incidence rate
ratio [AIRR]=2.13) and women reporting
emotional abuse only (AIRR=1.60) were more
likely to report a large number of distress
symptoms, after we adjusted for age, relation-
ship status, number of children, education,
socioeconomic well-being at interview, child-
hood sexual abuse, and adulthood sexual abuse
by someone other than an intimate partner.
The adjusted odds of reporting suicidal idea-
tion were significantly higher for those report-
ing emotional abuse plus physical or sexual
violence (adjusted odds ratio [AOR]=5.04)
and those reporting emotional abuse only
(AOR=2.15) than for those who reported no
IPV.

Relative to those reporting no IPV, the odds
of having fair, poor, or very poor health were
1.80 times higher for those who had experi-
enced emotional abuse plus physical or sexual
violence and 1.49 times higher for those who
had experienced emotional abuse only, after
we controlled for other variables in the model.
Compared with those reporting no IPV, those
reporting emotional abuse plus physical or
sexual violence and those with emotional abuse
only were more likely to report difficulty
walking (AOR=2.18 and 2.02, respectively),

difficulty performing usual activities (AOR=1.94
and 2.26, respectively), and use of health
services in the past month (AOR=1.96
and 1.57, respectively). In addition, women
reporting emotional abuse plus physical or
sexual violence were significantly more likely
than were women reporting no IPV to report
difficulty with memory or concentration
(AOR=2.76), use of sleeping pills or
tranquilizers (AOR=3.33), or having been
hospitalized in the previous year
(AOR=2.44).

For most health indicators, there were
no statistically significant differences between
those reporting emotional abuse only and
those reporting emotional abuse plus
physical or sexual violence. Health indicators
for which those reporting emotional abuse
plus physical or sexual violence fared
significantly worse than those reporting
emotional abuse only (P<.05) were suicidal
ideation, physical and emotional distress
symptoms, and difficulty with memory or
concentration.

DISCUSSION

Importance of Emotional Abuse

The estimated prevalence of emotional
abuse (43.9%) is similar to that found in other
studies conducted in Japan. Because of enor-
mous variations in the methodologies em-
ployed (e.g., data collection methods, number
of emotional abuse items assessed, and sample
characteristics), direct comparisons are not
possible; however, a study by the Tokyo
Metropolitan Government that used 4 items to
measure abuse reported the prevalence of
emotional abuse to be 55.9%.33 Other studies
did not report the proportion of those who
experienced at least 1 form of emotional abuse,
instead reporting the proportion of women
who indicated having experienced individual
items, which ranged from 11.9% to 32.8% in
one study34 and from 4.0% to 39.5% in
another.35

The comparison of health indicators across 3
groups of women—those who had not experi-
enced intimate partner violence, those who had
experienced emotional abuse only, and those
who had experienced both emotional abuse and
physical or sexual violence from partners—
clearly demonstrates the wide-ranging negative
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impact of IPV on women’s physical and mental
health. Our study highlights the negative health
impact of emotional abuse irrespective of
whether it is accompanied by physical or sexual
violence.

This finding has important implications
for the work of health care providers, such as
assessment and treatment planning. Although
routine screening of IPV is not widely prac-
ticed in Japan, Article 6 of the Law Relating to
the Prevention of Spousal Violence and the
Protection of Victims stipulates9 that health
care providers who detect that a patient has
suffered injuries or medical conditions as
a result of IPV shall endeavor to provide her
with information about haigusha boryoku
sodan shien senta (spousal violence counseling
and support centers). It is critical that health
care providers also consider medical
conditions that may be associated with emo-
tional abuse. The same law (Article 23) also
mandates

state and local governments to undertake train-
ing and educational activities to deepen under-
standing of the human rights of the victims,
the distinctive characteristics of spousal violence,
etc. among official personnel working in this
field.

In developing training and educational materi-
als, the definition of IPV must include emo-
tional abuse.

Health Problems Associated With

Intimate Partner Violence

An important contribution of this study is its
comparison of the health status of those with
emotional abuse plus physical or sexual vio-
lence and those with emotional abuse only. The
health problems studied here can be divided
into 3 categories. The first category includes
those health problems that exhibit a dose–
response group relationship with the amount
of abuse, in that the odds of the problem in-
creases significantly from women who expe-
rienced no IPV to those who experienced
emotional abuse only, and increases again from
those with emotional abuse only to those who
experienced emotional abuse plus physical or
sexual violence. This first category includes
physical and emotional distress symptoms and
suicidal ideation.

Health problems in the second category
were associated with experiencing emotional

abuse with or without physical or sexual
violence. There was a significant increase in the
odds of experiencing these health problems for
women reporting emotional abuse only or
emotional abuse plus physical or sexual vio-
lence compared with those reporting no IPV,
but no significant differences between those
reporting emotional abuse only and those
reporting emotional abuse plus physical or
sexual violence. This category includes self-
rated health status, difficulty walking, difficulty
performing usual activities, and use of health
services in the past month.

The third category includes those problems
associated with experiencing emotional abuse
plus physical or sexual violence, but not with
experiencing emotional abuse alone. This cat-
egory includes difficulty with memory or con-
centration, use of sleeping pills or tranquilizers,
and hospitalization. The link between physical
or sexual violence and difficulty with memory
or concentration and use of sleeping pills or
tranquilizers could be direct; alternately, it
could be indirect if, to manage the symptoms of
greater distress and more-intense suicidal ide-
ation, women who have experienced physical
or sexual violence turn to sleeping pills or
tranquilizers, which may cause or exacerbate
difficulty with memory or concentration.

The increased reporting of functional limi-
tations (e.g., difficulty walking, difficulty per-
forming usual activities) and distress symptoms
among abused women, especially those who
have experienced emotional abuse only,
deserves mention. Typically, these types of
distress are difficult to pair with a medical
diagnosis and are categorized as ‘‘nonspecific
symptoms.’’ As a result, health care providers
may dismiss distress as unimportant or label
women as hypochondriac, thus failing to offer
necessary medical treatment or to address the
underlying issues, one of which can be IPV. A
recent study of physicians in Tokyo found that
only a small proportion (6 of 20) of victims of
sexual and physical assault who sought health
care indicated assault as a presenting problem
and that, in most cases, the presenting prob-
lems were physical symptoms.36 Our findings
indicate that when female patients present
nonspecific symptoms, it is important to ac-
knowledge and address their distress and to
explore whether their symptoms are associated
with IPV.

Those who had experienced emotional
abuse plus physical or sexual violence had
a much higher risk of suicidal ideation than
were those who had experienced emotional
abuse only. Although we did not assess
symptoms of major depression or posttrau-
matic stress disorder specifically, selected
items from the Self-Report Questionnaire are
indicators of such disorders. Analysis of in-
dividual items found a significant difference
between those reporting emotional abuse only
and those reporting emotional abuse plus
physical or sexual violence in the proportion
of women reporting sleep disturbance and
feelings of nervousness and unhappiness
(P< .05), and in the proportion of those who
have difficulty enjoying daily activities, feel
that they are unable to play a useful part in
life, and are easily tired (P< .10). These
symptoms may underlie the much higher
risk of suicidal ideation found among those
reporting emotional abuse plus physical
or sexual violence. Attention to these symp-
toms in the health care setting is crucial for
early detection of suicidal ideation and
attempts.

Conclusions

The sample is limited to an urban region
of Japan, and it is unknown whether results
are generalizable to rural regions; differences
in such sociodemographic characteristics as
average age at marriage, number of children,
employment status, and household sizes could
affect the prevalence of IPV or the relation-
ship between health and IPV. Another limita-
tion of our study is the low response rate.
Although poststratification weights were used,
it is still possible that respondents had a higher
or lower rate of IPV and health problems than
did nonrespondents. The use of self-report
can also challenge the validity; however,
people tend to underreport negative or oth-
erwise sensitive experiences,37 which would
mean that the no-IPV group in the study
included some women who have experienced
IPV. Thus, the observed differences in health
status between those who experienced IPV
and those who did not were conservative
estimates.

Given the wide range of health consequen-
ces of IPV, abused women are likely to seek
health care from almost all hospital departments
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and units. A study of physicians in Tokyo
found that most women who had been sexu-
ally or physically assaulted sought treatment
in multiple departments or units, including
obstetrics–gynecology, surgery, internal
medicine, plastic surgery, and neurology.36

Thus, other units besides emergency depart-
ments and surgery clinics must develop the
ability to identify abused women. Health care
facilities should develop a protocol for
detecting and responding to IPV
with careful attention to interdepartmental
coordination.

It is critical that health care providers be
trained in working effectively and sensitively
with patients who have experienced IPV.
Training should be incorporated in all phases
of professional education, from formal educa-
tion (e.g., medical school or nursing school
curriculum) to in-service training and continu-
ing education. Given the significant relationship
between IPV and compromised health in
women, initiatives aimed at promoting
population health must include IPV
prevention. j
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