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Abstract

Objective: To determine the prevalence of intimate partner violence (IPV) among reproductive age

women attending psychiatric outpatient services and to identify associated factors.

Design:  Cross-sectional facility-based study

Setting: Outpatient psychiatric clinics of public hospitals in Addis Ababa.

Participants: Reproductive age women with severe mental illness attending psychiatric outpatient

clinics

Primary and secondary outcome measures: Data was collected by using a multi- culturally
validated questionnaire from randomly sampled women with severe mental illness. Multiple logistic
regression was done to identify factors independently associated with IPV. Ethical approval was

obtained from the St. Paul's Hospital Millennium Medical College Institutional Review Board.

Result: Four hundred twenty-two participants who had follow up at the psychiatric outpatient
clinics participated in the study. The lifetime prevalence of any form of IPV among participants was
62.0% (95% CI: 56.1, 68.8). The commonest form of IPV experienced by women was emotional
violence [60%; 95% CI: 55.0, 64.7]. One hundred eighty-six [44.1%; (95% CI: 39.3, 48.8)] of
respondents had experienced physical or sexual violence during the previous year. History of
divorce and having a mental illness for more than five years were associated with any forms of [PV

[AOR=5.64; 95% CI: 2.75, 11.56] and [AOR=2.23; 95%CI: 1.26, 3.93] respectively.

Conclusion: The high prevalence of [PV among women attending psychiatric outpatient services
highlights the need to routinely inquire about IPV and develop effective strategies to prevent it

among this vulnerable group.

Keywords: Intimate partner violence, Psychiatric outpatient, Mental illness
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Article summary

There is scarce research on intimate partner violence among women with severe mental illness in
Ethiopia and Africa at large.

We used a multi-country setting validated standard questionnaire, which allows direct comparison
of our findings with other available data.

As a cross-sectional study, our data do not imply causality and temporality relationship between the
variables.

Data were self-reported, which may be limited by recall bias and underreporting; men were not
investigated to understand the magnitude and reason for engaging in violence against their partners.
The study was conducted among women thought to have better access to information, so the
findings may not be generalizable to women with mental illness who do not attend psychiatric

facilities.

Introduction

Intimate partner violence (IPV) among women is a widespread phenomenon globally (1).
According to the WHO definition, IPV includes emotional abuse, physical or sexual violence
between current and former partners (2). To date, research on IPV has predominantly focused on
experiences of physical violence than the emotional and sexual aspects (3). One-third of the women

in the globe experienced IPV at some point in their life (4).

Different studies reported considerable regional variation in the prevalence of IPV (5). In the
World Health Organisation's multi-setting study on violence against women in intimate
relationships, the prevalence ranged from 15% to 72.7% and 4%—54% in their lifetime and the past

12 months, respectively (6). In the same study, the lifetime prevalence of physical or sexual

3
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violence against women reported to be lowest from Japan and highest from Ethiopia (6). Another
Ethiopian study has also reported a 30% prevalence among ever-married women (7). Different
factors may play a role in precipitating and maintaining I[PV worldwide such as marital status,

education, wealth, cultural factors, mental health condition (7-10).

IPV is associated with significant morbidity and mortality, especially among women, and its
prevention is a global public health priority(11, 12). Women experiencing IPV have more medical,
gynecologic, and stress-related symptoms than non-abused women(11, 13). Associations of [PV
with the poor mental and physical health of women have been demonstrated in the international and

national numerous studies (14).

There is also strong evidence that women with severe or chronic mental illness experience higher
rates of violence than women in the general population (9). Also, IPV is a known risk factor for
mental health problems, including depression, post-traumatic stress disorder (PTSD) and suicide
attempts (15-17). In addition to being at higher risk of experiencing each type of IPV (emotional,
physical and sexual ), women with severe mental illness (SMI) such as schizophrenia, bipolar
disorder and severe major depression are less likely to protect themselves and seek help than their
counter partners without mental illness(12). History of IPV experience is associated with poorer
health, including post-traumatic stress disorder, depression, anxiety, and significant impairment in
functionality and somatic health (14, 15). Nevertheless, little is known about the prevalence of I[PV

among reproductive age women with SMI living in low income settings.

Addressing this evidence gap is essential in developing effective interventions in this vulnerable
group. Therefore, we aimed to examine the prevalence of IPV and associated factors among women

with SMI in Ethiopia.

Methods

4
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Study design and setting

The health facility-based cross-sectional study design was undertaken in Addis Ababa, the capital
city of Ethiopia. The city has an estimated population of 3.2 million (18). The study was conducted
from December 2016 to May 2017 in four outpatient clinics of public hospitals delivering mental
health services by psychiatrists or psychiatric residents. The four hospitals are St. Paul's Hospital,

Yekatit 12 Hospital, Zewditu Memorial Hospital and Amanuel Hospital.

Sample Size Determination

The sample size for the study was calculated based on the following assumptions: the prevalence of
IPV among women with SMI (Schizophrenia, bipolar disorder and severe major depression)
(P=50%) taken to obtain the maximum sample size, Z = 1.96 at 95% confidence level, d = the level
of precision (0.05), and adding for non-response of 10 %; this gave a total required sample size of

n=422.

Sampling procedure

In this study, a total of 422 study participants were enrolled. The study subjects were recruited
randomly from psychiatric outpatient clinics of the four hospitals. All consenting women aged 18-
49 years who presented in the study period were included. Critically ill women, women who were
unable to respond to the interviews and who were not in relationship was excluded after assessment

by experienced psychiatric nurses for their capacity to consent.
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Data Collection Methods and instrument

An interviewer-administered structured questionnaire was used to collect the data. Standardised pre-
tested Amharic (National language of Ethiopia ) version of a multi-culturally validated World
Health Organizations IPV tool was used to collect information relevant for measuring physical,
sexual and emotional violence by an intimate partner (6). Sociodemographic characteristics and
disease-related characteristics of the participants were also assessed. Women who had experienced
IPV were further asked to qualify the type of experience and the timing, i.e. whether it was in the
previous twelve months or not. Additionally, the questions on spousal control over the respondent
were adopted and used to measure and categorise with different items referring to what a woman

could without permission from her spouse/partner, including her healthcare-related activities.

The final Amharic version of the questionnaire was administered by trained and experienced female
psychiatric nurses, with an emphasis on a respectful, non-judgemental approach and facilitating the
women to be at ease. The participants were interviewed after they had completed their follow up

visit as an exit interview.

Data quality was assured by designing a fully structured questionnaire which was pre-tested in
twenty participants in different psychiatric outpatient clinics. Three days of training was given for
supervisors and data collectors. The collected data were examined for completeness and internal

consistency on the same day by supervisors.

Analysis

The data were coded and entered using Epi Data version 3.1 and exported to the Statistical Package
for Social Sciences (SPSS) version 20 to be cleaned and analysed. The sociodemographic
characteristics and experience of [PV were summarized using descriptive statistics. In bivariate

analysis, crude odds ratio and confidence intervals were calculated and used to select candidate
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variables for multiple logistic regression analysis using a significance level of P<0.05. Multivariable
logistic regression was used to obtain adjusted odds ratios and corresponding 95% confidence

interval (Cls).

Ethical considerations

Ethical approval was obtained from the institutional review board of Saint 'Paul's Hospital
Millennium Medical College. Written informed consent was obtained from each study participant
after informing them in detail about the study objectives, possible risks associated with the study,
and the benefits of the study. Participants were informed about their right to participate only on a
voluntary basis and to withdraw from the study without providing any explanation. The privacy of
the participants was ensured during the data collection and anonymity of the collected data during
analysis, interpretation and write up. Participants who needed any psychological support during the

data collection were referred for treatment and support.

Results

Sociodemographic characteristics of respondents

A total of 422 women of reproductive age women were approached and participated giving a
response rate of 100%. The mean age of respondents was 32.1 + 6.7 years, with a range of 18 to 46.
One-third of the participants were not legally married (32.9%; n=139). Four out of ten women were
either illiterate or had only primary level education. Only 27 % of women were employed. (Table
1). The majority (80%) of the participants had the diagnosis of mental illness for more than one
year. A significant proportion of the participants 46.3%, n=156 lived with the illness for more than

5 years.
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1

2

3

‘5‘ Table 1. Demographic and clinical characteristics of (n=422

6

7 Characteristics Frequency Percentage
: <25 63 14.9
10 25-34 186 44.1
11 >35 173 41.0
1; Marital status

14 Single 139 329
12 Married 187 443
18 Divorced 70 16.6
;g Education

21 Tertiary level 60 14.2
22 Secondary level (high school) 195 46.2
;i Primary level 123 29.2
25 Illiterate 44 104
;6 Diagnosis

2273 Schizophrenia 170 40.3
29 Bipolar disorder 116 27.5
2(1) Major depressive disorder 136 322
32 Psychotropic medication

33 Antipsychotics 208 49.3
gg Mood stabiliser 67 15.9
36 Antidepressant 147 34.8
37 Duration of treatment in months

o 1-24 163 38.6
40 25-48 91 21.6
2; 49 months and above 168 39.8
43 Occupation

44 No Job 160 37.9
22 Housewives/students 93 22.1
47 House maid /Daily laborer 55 13.0
48 Employed (Formal) 114 27.0
49

50

51

52

53

54

55

56

57

58 8

59
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Prevalence of IPV

Lifetime prevalence

In this study, the lifetime prevalence of IPV was 62.0% [95% CI: 56.1, 68.8]. The commonest form
of [PV experienced by women was emotional abuse 60% [CI:95% CI: 55.0, 64.7] while 38.6 % [
95% Cl:34.1,43.6] of participants experienced some form of physical violence in their lifetime.
Among those who reported physical violence, significant proportion 25.6 % [ 95% CI:21.6,29.6]
reported severe form of physical violence. The commonest form of severe physical violence was
being beaten by fist on the face 21.8% [ 95% CI1:17.3,25.6] followed by, 13% [ 95% CI:9.7,16.1]
being kicked on different parts of their bodies. More than three percent of women who experienced
physical violence reported loss of consciousness, incontinence, fracture, or bleeding. Only 2% of
participants sought medical service for the incident. Moreover, 38[ 95% Cl1:28.7,47.2] % of
women who had experienced severe physical violence reported that the incident occurred while

they were pregnant.

Regarding sexual violence, nearly one third 31.3% [ 95% CI:26.8, 36.0] of the study participants
reported ever experiencing any form of sexual violence and 25.1% [ 95% C1:20.9,29.1] were

compelled by their partner to have sex.

More than one-third of all respondents, 36.2%; [ 95% CI:31.3, 41.0], had at least one pregnancy
after they received the diagnosis of mental illness. Of these 58.1%; [ 95% CI:53.1, 62.3] pregnancies
were unintended and 53.9% [ 45.3,63.3] of which ended up in induced abortion. In 29% [95% CI:
21.1,35.9] of these pregnancies arising from forced sexual intercourse, the women resorted to
induced abortion and terminated the pregnancy. Additionally, one out of three participants had

sexual intercourse before age of 18 putting them at an increased risk of teenage pregnancy.

9
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Twelve months of prevalence

Among women who participated in this survey, 44.1 % [ 95% CI: 39.3, 48.8], 35.3 % [ 95%
CI:31.0,40.3] and 25.1% [ 95% CI1:21.3,29.9] reported to have experienced, physical and sexual
violence within the 12 months preceding the interview, respectively. Of those who reported
physical violence, 95% [ 95% CI1:91.3,98.0] of them reported severe, i.e. being hit with a fist or
object on the face. Two per cent of them were able to get treatment, and the other two percent spent
a night in the hospital for the damage due to the physical attack by their male partner. There was no
statistically significant difference in the prevalence of IPV among women by the psychiatric

diagnosis.

Emotional violence and spousal control

Almost 60 % of participants had experienced moderate 25.0% [95% CI1:21.2,29.3] or severe 34.8%

[95% CI1:30.0,39.0] forms of emotional violence, and more than 92 % [95% CI:90.0,95.3] were

partially or entirely restricted in what they could do, requiring permission from their spouse in their
lifetime. More than 70 % [ 95% CI:67.1,95.3] of participants would not visit healthcare facilities for

treatment without getting approval from their partner (Table 2).

10
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Table 2 Spousal control among participants

Types of spousal control Never N Yes N (%)
(Y0)

Have you ever been prohibited not to meet your 210 (49.8%) | 212(50.2%)

friend by your partner?

Does your partner make a restrict /limit limitation on | 234(55.5%) 188(44.5%)

your contact with your family?

Does your partner insist on knowing where you are 189(44.8%) 233(55.2%)

all times; always want to know where you are?

Does your partner ignore or treats you indifferently?

153(36.3%)

269(63.7%)

Does your partner become annoyed when you talk 113(26.8%) 309(73.2%)
with other men?
Does, your partner often accuses you of being 148(35.1%) 274(64.9%)

unfaithful?

Does your partner want to ask him permission when
you go out from home?

117(27.9%)

303(72.1%)

Does your partner want you to ask him permission
before visiting health care service?

121(28.7%)

300(71.3%)

Does your partner force you not to express your
feeling to other people?

192(45.5%)

230(54.5%)

Factors associated with IPV

11

In the logistic regression model, marital status, occupation, duration of illness and spousal control

was significantly higher among unemployed women [AOR=2.35; 95% CI, 1.23, 4.41], daily
labourers or housemaids [AOR=3.33; 95% ClI, 1.45, 7.61] compared to women who were
employed. Moreover, the odds of IPV was higher among women with history of being divorced
[AOR=4.97; 95% ClI, 2.36, 10.45] and non-married women [AOR=3.56; 95% CI, 2.09, 6.04]
compared to currently married women. The study also depicted that women who were diagnosed

with mental illness more than 5 years ago were more likely to experience IPV compared to women

For peer review only - http://bmjopen.bmj.com/site/about/guidelines.xhtml
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who are newly diagnosed [AOR=2.11; 95% CI, 1.17, 3.82]. However, the study did not find a

BMJ Open

difference in the experience of IPV by level of income or educational level (Table 3).

Table 3. Factors Associated with Intimate Among Women with severe mental illness

Characteristics 1PV COR (95% Cl) AOR (95%Cl)
Yes N (%) No N (%)

Income

Yes 165(67.6) 79(32.4) 1.67(1.12,2.48) 1.08(0.64,1.82)

No 99(55.6) 79(44.4) 1 1

Occupation

Unemployed 117(73.1) 43(26.9) 2.63(1.58,4.36) 2.35(1.23,4.41)

House wives/Student 46(49.5) 47(50.5) 0.94(0.55,1.63) 1.49(0.77,2.88)

Daily labourer / 43(78.2) 12(21.8) 3.46(1.65,7.24) 3.33(1.45, 7.61)

House maid

Formal employment 58(50.9) 56(49.1) 1 1

Marital status

Married 83(44.4) 104(55.6) 1 1

Divorced 59(84.3) 11(15.7) 6.72(3.32,13.60) | 4.97(2.36,10.45)

Widowed 16(61.5) 10(38.5) 2.05(0.86,4.64) 1.74(0.72,4.19)

Single 106(76.3) 33(23.7) 4.03(2.48,6.54) 3.56(2.09, 6.04)

Education

Beyond High school 35(58.3) 25(41.7) 1 1

High school 124(63.6) 71(36.4) 1.25(0.69,2.25) 0.96(0.49,1.86)

Elementary 76(61.3) 48(38.7) 1.13(0.60,2.12) 0.86(0.40,1.83)

Illiterates 29(67.4) 14(32.6) 1.48(0.65,3.36) 1.38(0.54,3.56)

Duration of illness

Less than 1 yr. 41(48.2) 44(51.8) 1 1

1-5yrs 87(58.4) 62(41.6) 1.50(0.88,2.57) 1.25(0.69,2.26)

>5yrs. 136(72.3) 52(27.7) 2.81(1.649,4.78) | 2.11(1.17, 3.82)

Discussion

Despite high prevalence reports of IPV in community-based studies in Ethiopia, there is no study

which focused on women with severe mental illness. In this study, we found a high prevalence of

lifetime and recent IPV in this vulnerable group of population.

12
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A substantial proportion (62%) of women reported IPV in their life time, which happened relatively
frequently, suggesting that this is a common experience among women with severe mental illness.
This finding is similar with the study from rural Ethiopia which reported 60.7% violent against
people with SMI(19).Likewise the finding of IPV in this study is as high as the WHO community
prevalence study report from Ethiopia which is 72% (20) and Tanzanian study (61%) (21) but
higher than the community study in northern Ethiopia (22) and a report from systematic review
which is 33% IPV among women with SMI attending outpatient clinic(23) The difference can be
explained by study population differences as the participants of the northern Ethiopian study were
women in the rural community while our study participants were urban residents and higher
educational level. This study also reported (44%) recent intimate partner violence which is higher
than studies from high income countries such as 21% of past twelve month IPV reported from
UK(24) and 30.3 % in Spain(25).This is consistent with the assertion that that women with SMI
constitute a vulnerable segment of the population who need special protection (9) and the need that

health professionals should enquire about all types of recent IPV, among women with SMI.

Generally, our finding is consistent with reports from other sub-Saharan African countries (15). As
these studies indicated, IPV is common social, public health and human rights concerns among

women with severe mental illness (26).

We also found a high prevalence of physical violence in this study (38.5%) which is comparable
with other results from some African countries (26) and Asian such as India and Vietnam (27) and
lower than rural Ethiopian finding (20). Our findings may reflect underreporting of IPV by this
vulnerable group who might be more dependent on their partners for support towards the care of

their mental illness. This is a crucial psychosocial issue with detrimental effects on the course of the

13
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pre-existing mental illness hence contributing to gender disparities in the treatment outcomes of

SMI

Despite a significant number of participants who reported physical violence in this study, only a
small proportion sought health care for their injuries. This is consistent with the low level of health-
seeking behaviour for IPV related injuries as reported by other studies in Ethiopia and other global
studies (5, 28, 29). Varying degree of emotional violence also reported in 60% of participants,
which is consistent with findings from Tanzania (21). It also has a significant association with poor
mental health as reported by other African countries (21, 30, 31). In this study, we found that both
violence and spousal control are common social, public health and human rights concerns among
women with SMI. We found that physical violence was associated with other types of violence; this
is consistent with research has shown that physical violence is often associated with psychological
or and sexual coercion. Mental health care providers need to routinely inquire about IPV during
outpatient visits so that appropriate interventions can be offered. Our study did not find an
association between women's education and IPV which in contrast to is to the study from east

Africa (26).

Strength and limitations

Despite the weaknesses of this research; which included being hospital-based study, purely urban
sample and cultural bias of reporting, we have attempted to minimise non-disclosure and discomfort
by having female experienced psychiatric nurses for interviewing the participants. This study has

strengths which include the use of a standardised multiculturally validated tool questionnaire which

allow comparison of the findings from different parts of the globe. We believe that the findings of

the current study will help other researchers to further investigate the observed relationships

through longitudinal studies with larger samples and the impact of these experience in the prognosis

14
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of their mental illness. To reduce the burden of mental illness, continued research is recommended
for evaluating IPV preventive strategies. I[PV was found to be associated with employment status,
however, causality cannot be determined due to the cross-sectional study. Further studies are
needed to develop interventions aimed at reducing IPV among women with SMI and test their
effectiveness. Although the participation was optional, no woman refused to participate in this study

adds to the strengths of our findings.

Conclusions

Intimate partner violence was found to be highly prevalent among women with severe mental
illness in Ethiopia. Given the detrimental effect of IPV on mental health, it may contribute to
disparities in the outcomes of women with SMI. IPV is more prevalent among the unemployed and

those with a longer duration of mental illness.

Psychiatric outpatient clinics are important point of contact for women with mental illness who are
experiencing IPV. The treatment for mental disorders needs to include effective packages of
interventions for women who are also victims of IPV. Mental health professionals play a key role in

addressing IPV in this population.
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General Questions

1. Code Number

2. Date of interview / /

4. Result of the interview
4.1 Complete
4.2 Incomplete

4.3 Refused
5. Checked by Investigator: Signature Date: / /
(Day/ Month/ Year)
Interviewer
Interviewer: INTRODUCE YOURSELF TO THE CLIENT
Hello, My name is .......cccceeevveeciieeiieecieeeee e . We are conducting a study

to improve the availability and quality of family planning services for
psychiatry clients. As part of this, I would like to ask you some questions about
the services you have received. There is no risk if you agree to participate in
the interview. All the information that you give to me will be kept strictly
confidential; your name will not be used, and you will not be identified in any
way. Your current and future care at this facility will not be affected in any
way. This interview should take approximately 30 minutes to complete. Your
participation is absolutely voluntary, and there is no penalty for refusing to take
part. You are free to ask any questions; you may refuse to take part in the
interview; you may refuse to answer any question in the interview, and you

may stop the interview at any point.
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Date:

Interviewer’s Signature s
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9 (Indicates Respondent’s willingness to participate)

Interviewer PART I. Socio-demographic characteristics SKIP TO

14 1.1 How old are you? Years

16 (age in completed years)

17 1.2 What is your religion? 1. Orthodox
Catholic
Muslim

Protestant

Other (specify)

A

—

27 1.3 What is the highest educational level Tertiary education

you completed? High school
Primary education

Able to read and Write-

w
o
hall A

N
o
~J

42 1.4 What ethnic group do you belong to? | 1. Oromo ------------

N
N
A e
=
aq
=
o
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L.5

What is your current marital /

relationship status?

Married/cohabited ------

Single, never married --

Widowed ------------
Divorced -----mmmmmmm

Non-married partner ---

No response ------------

1.6

What is your total monthly income?

Your own income-------
---- Eth.Birr

Husband’s income------
---- Eth.Birr

Other income sources
_____Eth.Birr

No income ------------
Don’t know her own
income

Don’t know her partner
income

No response -----------

Other (specify)----------
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1.7 What is your current occupation? 1. Unemployed ------------
2. Student ------------
3. Housewife ------------
4. House servant ---------
5. Daily laborer ------------
6. Merchant ------------
7. Government employee
8. Private employee -------
9. Other (specify)----------
1.8 How long ago did you know that you
know you have a psychiatric illness? [Years --------- and
Months ------
1.9 For how long were having treatment
and follow up at psychiatric clinic Years --------- and
Months ------
1.9. 'What is your specific diagnosis?
(May be copied from the medical
record)
1.10 Have you started taking any I. Yes--------- If No Skip to
medication? 2. No------ 1.12
4
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1.11 If you have started taking medications,
what are the medications you are
taking?
(May be copied from the medical
record)
Part II. Sexual history
2.1 Have you ever had sexual intercourse?| 1. Yes---------
2. No------ Skip to 3.6
3. No response-----------
2.2 If yes, at what age did you have sex for] 1. Years old
the first time? 2. Don’t remember-------
3. No response--------
2.3 Was your first sexual experience forced 1. Yes
or you didn’t want it 2. No
3. No response
2.4 Have you ever had sexual intercourse 1. Yes
without your will? 2. No
3. No response
2.5 Do you have a history of STIs? l. Yes.......
2. No.......
3. Don’t Know
PART III. Child desire information
3.1. Have you ever been pregnant? I. Yes -----—---- skip to 3.8
2. No-----------
3.2. 'What is the total number of pregnancies

did you have in the past?
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3.3. How many of the pregnancies were
after you was diagnosed to have a
psychiatric problem?
3.4. Was your last pregnancy| 1. Yes -------------
wanted/planned? 2. NO ------—--—--
3. Don’t know --------
3.5. Have you ever given birth? I. Yes---—---—---
2. No--------- Skip to 3.8
3.6. Would you like to have children, off 1. Yes -------------
more children, in the future? 2. NO -------—--—--- Skip to 4.1
3. Don’t know -------- Skip to 4.1
4. No response --------- Skip to 4.1
3.7. Have you ever had an unwanted 1. Yes........
pregnancy? 2. No.......
3. Noresponse..........
3.8. Have you ever had an induced 1. Yes
abortion? 2. No If No Skip to
3. No response---------- 4.1
3.9. If yes, how many times?
3.10. [f yes to question yes 3.13 what was the| 1. It was unplanned
reason? pregnancy
2. Fear of

teratogenicity from

antipsychotic drugs

PART V. Family planning use and fertility intentions
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1.1. Have you (or your partner) ever used a 1. Yes -----------
family planning method before? 2. NO ----------- Skip to 4.5
3. Don’t remember ------ Skip to 4.5
4. Don’t know --------- Skip to 4.5
1.2. Are you/your partner/ using a family] 1. Yes ------------—----
planning method currently (during the 2. No ------------—--- Skip to 4.5
study period)? 3. Idon’t know ---------- Skip to 4.5
1.3. If yes for question 5.3, specify the¢ 1. Condom ----------- After all
method you are using? 2. Pill (OCP) ----------- responses,
(More than one answer can be 3. Injectable ------------ skip to 4.8
possible) 4. TUD ----------
5. Implants ---------
6. Tubal ligation
/Vasectomy ---
7. Breastfeeding
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Intimate partner violence Questionnaire
F1. | Now, I'd like to ask you some If YES, How often did this happen in the last 12
questions about how your months: often, only sometimes or rarely.
husband interacts with you. In YES NO | Often Sometimes Rarely
the last twelve months, did your
husband ever:

a) Insulted youormadeyou |a)1.[ ] Yes |aa)1. [ ] Often

feel bad about yourself 2.[ ] No 2. [ ] Sometimes
3. [ ] Rarely

b) Belittled or humiliated
you in front of other b)1.[ ] Yes | bb)1. [ ] Often
people? 2. 1 No 2. [ ] Sometimes

3. [ ] Rarely

c) Do things to scare or
intimidate you on c)1.[ 1 Yes |cc)1. [ ] Often
purpose (eg by the way 2.1 1 No 2. [ ] Sometimes
he looked at you, by 3. [ ] Rarely
yelling and smashing
things)?

d) Threatened to hurtyouor | d)1.[ ] Yes |dd)1. [ ] Often
someone you care 2.] 1T No 2. [ ] Sometimes
about? 3. [ ] Rarely

F2. | Has your your husband ever A.If Yes, B. Has this C. In the past 12 D. Before the past
done any of the following things continue with | happened in months would you | 12 months would
to you? B. If NO, skip | the past 12 say this has you say that this

to next item. months? (If happened once, a | has happened
YES ask C few times, or once, a few times,
only. If NO many times? or many times?
ask D only.) | (After answering
C, skip D)
One Few Many One Few Many
1 2 3 1 2 3
a)1.[]YeS a)1.[]YeS a)’][] a) 1[]
2. 1 No 2.[ 1 No 2. [ ] 2.1 1
3.1 3.0 ]

a) Slapped you or thrown b)1.[ 1 Yes |b)1.[ ]Yes [p)1. [ ] b) 1. [ ]
something at you that 2.[ 1 No 2.[ 1 No 2.1 1] [ ]
could hurt you? 3.0 1] 3 [ ]

c)1.[ 1 Yes |c)1.[ ] Yes o)1 [ ] o 111

b) Pushed you or shoved 2.[ 1 No 2.[ 1 No 2.1 ] 2. ]
you? 3.11 3.0 ]

c) Hit you with his fist or d)1.[ 1 Yes |d)1.[ ]Yes |d)1. [ ] d 1. [ ]
something that could hurt 2. 1 No 2. 1 No 2.1 ] 5 [ ]
you? 301 3.1

d) Kicked you, draggedyou |e)1.[ ] Yes |e)1.[ ] Yes e)1. [ ] e) 1. [ ]
or beaten you up? 2. 1 No 2.[ 1 No 2.0 1 9 [ ]

8
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3. 1] 3. [ 1]
e) Choked or burnt you on fy1.[ 1Yes |f)y1.[ ] VYes |f) 1.[ ] fy 1.1 1]
purpose? 2. 1 No 2. 1 No 2. [ ] 2. [ 1]
3.[1 3. 11
f) Threatened to use or g)1.[ 1 Yes [ g)1.[ 1Yes |g)1.[ 1] g 1.1 1
actually used a gun, knife 2. 1 No 2. 1 No 2. [ ] 2. [ 1]
or other weapon against 3.1 1 3.0 1
you?
h)1.[ ] Yes |h)1.[ ] Yes |h)1. [ ] h) 1. [ 1]
g) Physically force you to 2.] 1 No 2. 1 No 2. [ ] 2. [ 1]
have sexual intercourse 3.1 3.0 1]
with him even when you
did not want to?
i) 1.[ 1 Yes |i)1.[ ]Yes [i) 1.[ ] i) 1.0 1]
h) Force you to perform 2.1 1T No 2.1 1 No 2. [ 1] 2. [ 1]
sexual acts you did not 3. [ 1] 3. [ 1]
want to?
i) Did you ever have sexual
intercourse because you
were intimidated by him
or afraid he would hurt
you?
Note: If the respondent reports
no violence, SKIP TO F78.
9
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Reporting checklist for cross sectional study.

Based on the STROBE cross sectional guidelines.

Instructions to authors

Complete this checklist by entering the page numbers from your manuscript where readers will find

each of the items listed below.

Your article may not currently address all the items on the checklist. Please modify your text to
include the missing information. If you are certain that an item does not apply, please write "n/a" and

provide a short explanation.
Upload your completed checklist as an extra file when you submit to a journal.

In your methods section, say that you used the STROBE cross sectionalreporting guidelines, and cite

them as:

von Elm E, Altman DG, Egger M, Pocock SJ, Gotzsche PC, Vandenbroucke JP. The Strengthening
the Reporting of Observational Studies in Epidemiology (STROBE) Statement: guidelines for

reporting observational studies.
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Provide in the abstract an informative and balanced

summary of what was done and what was found

Explain the scientific background and rationale for the

investigation being reported

State specific objectives, including any prespecified

hypotheses

Present key elements of study design early in the paper

Describe the setting, locations, and relevant dates, including
periods of recruitment, exposure, follow-up, and data

collection

Give the eligibility criteria, and the sources and methods of

selection of participants.

Clearly define all outcomes, exposures, predictors, potential
confounders, and effect modifiers. Give diagnostic criteria, if

applicable

For each variable of interest give sources of data and details
of methods of assessment (measurement). Describe
comparability of assessment methods if there is more than
one group. Give information separately for for exposed and

unexposed groups if applicable.
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Bias #9 Describe any efforts to address potential sources of bias 5,6
Study size #10 Explain how the study size was arrived at 5
Quantitative #11  Explain how quantitative variables were handled in the 6,7
variables analyses. If applicable, describe which groupings were
chosen, and why
Statistical #12a Describe all statistical methods, including those used to 6,7
methods control for confounding
Statistical #12b Describe any methods used to examine subgroups and 6,7
methods interactions
Statistical #12c Explain how missing data were addressed N/A
methods
Statistical #12d If applicable, describe analytical methods taking account of ~ N/A
methods sampling strategy
Statistical #12e Describe any sensitivity analyses N/A
methods
Results
Participants 13a Report numbers of individuals at each stage of study—eg 7
numbers potentially eligible, examined for eligibility,
confirmed eligible, included in the study, completing follow-
up, and analysed. Give information separately for for
exposed and unexposed groups if applicable.
Participants 13b Give reasons for non-participation at each stage N/A
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adjusted estimates and their precision (eg, 95% confidence
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Discuss limitations of the study, taking into account sources
of potential bias or imprecision. Discuss both direction and

magnitude of any potential bias.

Give a cautious overall interpretation considering objectives,
limitations, multiplicity of analyses, results from similar

studies, and other relevant evidence.

Discuss the generalisability (external validity) of the study
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Give the source of funding and the role of the funders for the
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Abstract

Objective: To determine the prevalence of intimate partner violence (IPV) among reproductive age

women attending psychiatric outpatient services and to identify associated factors.

Design:  Cross-sectional facility-based study

Setting: Outpatient psychiatric clinics of public hospitals in Addis Ababa.

Participants: Reproductive age women with severe mental illness attending psychiatric outpatient

clinics

Primary and secondary outcome measures: Data was collected by using a multi- culturally
validated questionnaire from randomly sampled women with severe mental illness. Multiple logistic
regression was done to identify factors independently associated with IPV. Ethical approval was

obtained from the St. Paul's Hospital Millennium Medical College Institutional Review Board.

Result: Four hundred twenty-two participants who had follow up at the psychiatric outpatient clinics
participated in the study. The lifetime prevalence of any form of I[PV among participants was 62.0%
(95% CI: 56.1, 68.8). The commonest form of [PV experienced by women was emotional violence
[60%; 95% CI: 55.0, 64.7]. One hundred eighty-six [44.1%; (95% CI: 39.3, 48.8)] of respondents had
experienced physical or sexual violence during the previous year. History of divorce and having a
mental illness for more than five years were associated with any forms of I[PV [AOR= 5.64; 95% CI:

2.75,11.56] and [AOR=2.23; 95%CI: 1.26, 3.93] respectively.

Conclusion: The high prevalence of IPV among women attending psychiatric outpatient services
highlights the need to routinely inquire about IPV and develop effective strategies to prevent it among

this vulnerable group.

Keywords: Intimate partner violence, Psychiatric outpatient, Mental illness

2
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Strengths and limitation

There is scarce research on intimate partner violence among women with severe mental illness in
Ethiopia and Africa at large.

We used a multi-country setting validated standard questionnaire, which allows direct comparison of
our findings with other available data.

As a cross-sectional study, our data do not imply causality and temporality relationship between the
variables.

Data were self-reported, which may be limited by recall bias and underreporting; men were not
investigated to understand the magnitude and reason for engaging in violence against their partners.
The study was conducted among women thought to have better access to information, so the findings
may not be generalisable to women with mental illness who do not attend psychiatric tertiary care

facilities.

3
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Introduction

Intimate partner violence (IPV) among women is a widespread phenomenon globally (1). According
to the WHO definition, IPV includes emotional abuse, physical or sexual violence between current
and former partners (2). To date, research on IPV has predominantly focused on experiences of
physical violence than the emotional and sexual aspects (3). One-third of the women in the globe

experienced IPV at some point in their life (4).

Different studies reported considerable regional variation in the prevalence of IPV (5). In the World
Health Organisation's multi-setting study on violence against women in intimate relationships, the
prevalence ranged from 15% to 72.7% and 4%—-54% in their lifetime and the past 12 months,
respectively (6). In the same study, the lifetime prevalence of physical or sexual violence against
women reported to be lowest from Japan(15%) and highest from Ethiopia(72.7%) (6). Another
Ethiopian study has also reported a 30% prevalence among ever-married women (7). Different factors
may play a role in precipitating and maintaining IPV worldwide such as marital status, education,

wealth, cultural factors, mental health condition (7-10).

IPV is associated with significant morbidity and mortality, especially among women, and its
prevention is a global public health priority(11, 12). Women experiencing IPV have more medical,
gynecologic, and stress-related symptoms than non-abused women(11, 13). Associations of I[PV with
the poor mental and physical health of women have been demonstrated in the international and

national numerous studies (14).

There is also strong evidence that women with severe or chronic mental illness experience higher
rates of violence than women in the general population (9). Also, IPV is a known risk factor for
mental health problems, including depression, post-traumatic stress disorder (PTSD) and suicide

attempts (15-17). In addition to being at higher risk of experiencing each type of IPV (emotional,

4
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physical and sexual ), severe mental illness (SMI) such as schizophrenia, bipolar disorder and severe
major depression hinder women's capacity to protect themselves and seek help when compared to
women with out SMI (12). History of IPV experience is associated with poorer health, including post-
traumatic stress disorder, depression, anxiety, and significant impairment in functionality and somatic
health (14, 15). Nevertheless, little is known about the prevalence of IPV among reproductive age

women with SMI living in low-income settings.

Addressing this evidence gap is essential in developing effective interventions in this vulnerable
group. Therefore, we aimed to examine the prevalence of [PV and associated factors among women

with SMI in Ethiopia.

Methods

Study design and setting

The health facility-based cross-sectional study design was undertaken in Addis Ababa, the capital
city of Ethiopia. The city has an estimated population of 3.2 million (18). The study was conducted
from December 2016 to May 2017 in four outpatient clinics of public hospitals delivering mental
health services by psychiatrists or psychiatric residents. The four hospitals are St. Paul's Hospital,

Yekatit 12 Hospital, Zewditu Memorial Hospital and Amanuel Hospital.

Sample Size Determination

The sample size for the study was calculated based on the following assumptions: the prevalence of
IPV among women with SMI (Schizophrenia, bipolar disorder and severe major depression) (P=50%)
taken to obtain the maximum sample size, Z = 1.96 at 95% confidence level, d = the level of precision

(0.05), and adding for non-response of 10 %:; this gave a total required sample size of n= 423.

5
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Sampling procedure

The study subjects were recruited from psychiatric outpatient clinics of the four hospitals. All
consenting women aged 18-49 years who presented in the study period were included. To recruit the
study subjects a total of 497 women patients were approached, of which 47 (9.5%) patients were
excluded due to their age was below 18 years or were never in a marital relationship, 16 (3.2%) were
excluded due to their presentation with acute psychosis, the remaining 9 (1.8%) patients were due to
other exclusion criteria and only one patient was excluded due to a self withdrawal to participate.

Finally, the study included a total of 422 study participants (Figure 1).

Data Collection Methods and instrument

An interviewer-administered structured questionnaire was used to collect the data. Standardised pre-
tested Amharic (National language of Ethiopia ) version of a multiculturally validated World Health
Organizations IPV tool was used to collect information relevant for measuring physical, sexual and
emotional violence by an intimate partner (6). Sociodemographic characteristics and disease-related
characteristics of the participants were also assessed. Women who had experienced IPV were further
asked to qualify the type of experience and the timing, i.e. whether it was in the previous twelve
months or not. Additionally, the questions on spousal control over the respondent were adopted and
used to measure and categorise with different items referring to what a woman could without

permission from her spouse/partner, including her healthcare-related activities.

The final Amharic version of the questionnaire was administered by trained and experienced female
psychiatric nurses, with an emphasis on a respectful, non-judgemental approach and facilitating the
women to be at ease. The participants were interviewed after they had completed their follow up visit

as an exit interview.

6
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Data quality was assured by designing a fully structured questionnaire which was pre-tested in twenty
participants in different psychiatric outpatient clinics. Three days of training was given for
supervisors and data collectors. The collected data were examined for completeness and internal

consistency on the same day by supervisors.

Analysis

The data were preceded and entered using Epi Data version 3.1 and exported to the Statistical Package
for Social Sciences (SPSS) version 20 to be cleaned and analysed. The sociodemographic
characteristics and experience of IPV were summarised using descriptive statistics. The outcome
variable was any intimate partner violence as categorical variable of 'yes' or 'no'. predictor variables:
marital status (Married, single, Divorced, Widowed), education (Beyond High school, High school,
Elementary, Illiterates), occupation (Unemployed, House wives/Student, Daily labourer / House

maid, Formal employment)

We used bivariate analyses to assess the associations between IPV in participant characteristics. In
bivariate analysis, crude odds ratio and confidence intervals were calculated and used to select
candidate variables for multiple logistic regression analysis using a significance level of P<0. 05. All

variables significantly associated with bivariate analyses were included in the multivariate analysis.

Ethical considerations

Ethical approval was obtained from the institutional review board of Saint 'Paul's Hospital
Millennium Medical College. Written informed consent was obtained from each study participant
after informing them in detail about the study objectives, possible risks associated with the study, and
the benefits of the study. Participants were informed about their right to participate only on a
voluntary basis and to withdraw from the study without providing any explanation. The privacy of the

participants was ensured during the data collection and anonymity of the collected data during

7
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analysis, interpretation and write up. Participants who needed any psychological support during the

data collection were referred for treatment and support.

Public and patient involvement

oNOYTULT D WN =

The public and patients were not involved in the survey design and in the recruitment to and conduct
12 of the study. Dissemination of the findings will be provided for participants based on their request.
14 Community members will be consulted in the design and implementation of any studies that build on
16 this initial study.

Results
Sociodemographic characteristics of respondents

24 A total of 422 women of reproductive age women were approached and participated giving a response
rate of 100%. The mean age of respondents was 32.1 + 6.7 years, with a range of 18 to 46. One-third
29 of the participants were not legally married (32.9%; n=139). Four out of ten women were either
31 illiterate or had only primary level education. Only 27 % of women were employed. (Table 1). The
majority (80%) of the participants had a diagnosis of mental illness for more than one year. A

36 significant proportion of the participants, 46.3%, n=156, lived with the illness for more than 5 years.

58 8
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Table 1. Demographic and clinical characteristics of participants (n=422)

BMJ Open

Characteristics Frequency Percentage
<25 63 14.9
25-34 186 44.1
>35 173 41.0
Marital status
Single 139 32.9
Married 187 443
Widowed 26 6.2
Divorced 70 16.6
Number of alive children
Have living children 180 42.7
No children 158 37.4
1-2 84 19.9
Education
Tertiary level 60 14.2
Secondary level (high school) 195 46.2
Primary level 123 29.2
[lliterate 44 10.4
Diagnosis
Schizophrenia 170 40.3
Bipolar disorder 116 27.5
Major depressive disorder 136 32.2
Psychotropic medication
Antipsychotics 208 493
Mood stabiliser 67 15.9
Antidepressant 147 34.8
Duration of treatment in months
1-24 163 38.6
25-48 91 21.6
49 months and above 168 39.8
Occupation
No Job 160 37.9
Housewives/students 93 22.1
House maid /Daily laborer 55 13.0
Employed (Formal) 114 27.0
9
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Lifetime prevalence

In this study, the lifetime prevalence of IPV was 62.0% [95% CI: 56.1, 68.8]. The commonest form
of I[PV experienced by women was emotional abuse 60% [CI:95% CI: 55.0, 64.7] while 38.6 % [
95% CI:34.1,43.6] of participants experienced some form of physical violence in their lifetime.
Among those who reported physical violence, significant proportion 25.6 % [ 95% CI1:21.6,29.6]
reported severe form of physical violence. The commonest form of severe physical violence was
being beaten by fist on the face 21.8% [ 95% CI:17.3,25.6] followed by, 13% [ 95% CI:9.7,16.1]
being kicked on different parts of their bodies. More than three percent of women who experienced
physical violence reported loss of consciousness, incontinence, fracture, or bleeding. Only 2% of
participants sought medical service for the incident. Moreover, 38[ 95% CI1:28.7,47.2] % of women
who had experienced severe physical violence reported that the incident occurred while they were

pregnant.

Regarding sexual violence, nearly one third 31.3% [ 95% CI:26.8, 36.0] of the study participants
reported ever experiencing any form of sexual violence, and 25.1% [ 95% ClI:20.9,29.1] were

compelled by their partner to have sex.

More than one-third of all respondents, 36.2%; [ 95% CI:31.3, 41.0], had at least one pregnancy after
they received the diagnosis of mental illness. Of these 58.1%; [ 95% CI1:53.1, 62.3] pregnancies were
unintended, and 53.9% [ 45.3,63.3] of which ended up in induced abortion. In 29% [95% CI:
21.1,35.9] of these pregnancies arising from forced sexual intercourse, the women resorted to induced
abortion and terminated the pregnancy. Additionally, one out of three participants had sexual

intercourse before the age of 18, putting them at an increased risk of teenage pregnancy.

10
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Twelve months of prevalence

Among women who participated in this survey, 44.1 % [ 95% CI: 39.3, 48.8], 353 % [ 95%
CI:31.0,40.3] and 25.1% [ 95% CI:21.3,29.9] reported to have experienced physical and sexual
violence within the 12 months preceding the interview, respectively. Of those who reported physical
violence, 95% [ 95% CI:91.3,98.0] of them reported severe, i.e. being hit with a fist or object on the
face. Two per cent of them were able to get treatment, and the other two percent spent a night in the
hospital for the damage due to the physical attack by their male partner. There was no statistically

significant difference in the prevalence of IPV among women by the psychiatric diagnosis.

Emotional violence and spousal control

Almost 60 % of participants had experienced moderate 25.0% [95% CI:21.2,29.3] or severe 34.8%
[95% CI:30.0,39.0] forms of emotional violence, and more than 92 % [95% CI1:90.0,95.3] were
partially or entirely restricted in what they could do, requiring permission from their spouse in their
lifetime. More than 70 % [ 95% CI1:67.1,95.3] of participants would not visit healthcare facilities for

treatment without getting approval from their partner (Table 2).

Table 2: Spousal control among participants

11
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; Types of spousal control Never N (%) | Yes N (%)

3

4 Have you ever been prohibited not to meet your friend by | 210 (49.8%) 212(50.2%)

Z your partner?

7 Does your partner make a restrict /limit limitation on your | 234(55.5%) 188(44.5%)

8 contact with your family?

?o Does your partner insist on knowing where you are all | 189(44.8%) 233(55.2%)

11 times; always want to know where you are?

g Does your partner ignore or treats you indifferently? 153(36.3%) 269(63.7%)

14 Does your partner become annoyed when you talk with | 113(26.8%) 309(73.2%)

15 other men?

:? Does, your partner often accuses you of being unfaithful? | 148(35.1%) 274(64.9%)

18

19 Does your partner want to ask him permission when you | 117(27.9%) 303(72.1%)

;‘1) go out from home?

22 Does your partner want you to ask him permission before | 121(28.7%) 300(71.3%)

23 visiting health care service?

;2’ Does your partner force you not to express your feeling | 192(45.5%) 230(54.5%)

26 to other people?

27

28

29

30 Factors associated with IPV

31

gg In the logistic regression model, marital status, occupation, duration of illness and spousal control
gg were significantly associated with [PV (Table 3). The prevalence of physical and/or sexual violence
36

37 was significantly higher among unemployed women [AOR=2.35; 95% CI, 1.23, 4.41], daily

38

39 labourers or housemaids [AOR=3.33; 95% CI, 1.45, 7.61] compared to women who were

40

2; employed. Moreover, the odds of IPV was higher among women with history of being divorced
43

44 [AOR=4.97; 95% ClI, 2.36, 10.45] and non-married women [AOR=3.56; 95% CI, 2.09, 6.04]

45

46 compared to currently married women. The study also depicted that women who were diagnosed
47

22 with mental illness more than 5 years ago were more likely to experience IPV compared to women
50

51 who are newly diagnosed [AOR=2.11; 95% CI, 1.17, 3.82]. However, the study did not find a
52

53 difference in the experience of IPV by level of income or educational level (Table 3).

54

55

56

57
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Table 3. Factors associated with intimate partner violence among women with severe mental illness

Characteristics IPV COR (95% CI) AOR (95%CTI)
Yes N (%) No N (%)

Income

Yes 165(67.6) 79(32.4) 1.67(1.12,2.48) 1.08(0.64,1.82)
No 99(55.6) 79(44.4) 1 1

Occupation

Unemployed 117(73.1) 43(26.9) 2.63(1.58,4.36) 2.35 (1.23,4.41)
House wives/Student 46(49.5) 47(50.5) 0.94(0.55,1.63) 1.49(0.77,2.88)
Daily labourer / House | 43(78.2) 12(21.8) 3.46(1.65,7.24) 3.33 (1.45,7.61)
maid

Formal employment 58(50.9) 56(49.1) 1 1

Marital status

Married 83(44.4) 104(55.6) 1 1

Divorced 59(84.3) 11(15.7) 6.72(3.32,13.60) | 4.97(2.36,10.45)
Widowed 16(61.5) 10(38.5) 2.05(0.86,4.64) 1.74(0.72,4.19)
Single 106(76.3) 33(23.7) 4.03(2.48,6.54) 3.56(2.09, 6.04)
Education

Beyond High school 35(58.3) 25(41.7) 1 1

High school 124(63.6) 71(36.4) 1.25(0.69,2.25) 0.96(0.49,1.86)
Elementary 76(61.3) 48(38.7) 1.13(0.60,2.12) 0.86(0.40,1.83)
Illiterates 29(67.4) 14(32.6) 1.48(0.65,3.36) 1.38(0.54,3.56)
Duration of illness

Less than 1 year 41(48.2) 44(51.8) 1 1

1 —5 years 87(58.4) 62(41.6) 1.50(0.88,2.57) 1.25(0.69,2.26)
>5years 136(72.3) 52(27.7) 2.81(1.649,4.78) | 2.11(1.17, 3.82)
Discussion

Despite high prevalence reports of I[PV in community-based studies in Ethiopia, there is no study

which focused on women with severe mental illness. In this study, we found a high prevalence of

lifetime and recent IPV in this vulnerable group of population.

A substantial proportion (62%) of women reported IPV in their life time, which happened relatively

frequently, suggesting that this is a common experience among women with severe mental illness.

This finding is similar with the study from rural Ethiopia which reported 60.7% violent against people

with SMI (19).Likewise the finding of IPV in this study is as high as the WHO community prevalence

13
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study report from Ethiopia which is 72% (20) and Tanzanian study (61%) (21) but higher than the
community study in northern Ethiopia (22) and a report from systematic review which is 33% IPV
among women with SMI attending outpatient clinic(23) The difference can be explained by study
population differences as the participants of the northern Ethiopian study were women in the rural
community while our study participants were urban residents and higher educational level. This study
also reported (44%) recent intimate partner violence which is higher than studies from high income
countries such as 21% of past twelve month IPV reported from UK(24) and 30.3 % in Spain(25).This
is consistent with the assertion that that women with SMI constitute a vulnerable segment of the
population who need special protection (9) and the need that health professionals should enquire

about all types of recent IPV, among women with SMI.

Generally, our finding is consistent with reports from other sub-Saharan African countries (15). As
these studies indicated, IPV is common social, public health and human rights concerns among

women with severe mental illness (26).

We also found a high prevalence of physical violence in this study (38.5%) which is comparable with
other results from some African countries (26) and Asian such as India and Vietnam (27) and lower
than rural Ethiopian finding (20). Our findings may reflect underreporting of IPV by this vulnerable
group who might be more dependent on their partners for support towards the care of their mental
illness. This is a crucial psychosocial issue with detrimental effects on the course of the pre-existing

mental illness hence contributing to gender disparities in the treatment outcomes of SMI

Despite a significant number of participants who reported physical violence in this study, only a small
proportion sought health care for their injuries. This is consistent with the low level of health-seeking

behaviour for IPV related injuries as reported by other studies in Ethiopia and other global studies

14
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(5, 28, 29). Varying degree of emotional violence also reported in 60% of participants, which is
consistent with findings from Tanzania (21). It also has a significant association with poor mental
health as reported by other African countries (21, 30, 31). In this study, we found that both violence
and spousal control are common social, public health and human rights concerns among women with
SMI. We found that physical violence was associated with other types of violence; this is consistent
with research has shown that physical violence is often related to psychological or and sexual
coercion. Mental health care providers need to routinely inquire about IPV during outpatient visits so
that appropriate interventions can be offered. Our study did not find an association between women's

education and IPV which in contrast to is to the study from east Africa (26).

Despite the weaknesses of this research, which included being a hospital-based study, purely urban

sample and cultural bias of reporting, we have attempted to minimise non-disclosure due to cultural

taboo of the tepie—andtopic and discomfort of the parieipants—byparticipants by having female

experienced psychiatric nurses for interviewing the participants. We believe that the findings of the

current study will help—etherhelp other researchers to further investigate the observed relationships
through longitudinal studies with larger samples and the impact of these experience on the prognosis
of their mental illness. To reduce the burden of mental illness, continued research is recommended
for evaluating IPV preventive strategies. [PV was found to be associated with employment status.
However, causality cannot be determined due to the cross-sectional study. Further studies are needed
to develop interventions aimed at reducing IPV among women with SMI and test their effectiveness.
Although the participation was optional, no woman refused to participate in this study adds to the

strengths of our findings.

15
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Conclusions

Intimate partner violence was found to be highly prevalent among women with severe mental illness
in Ethiopia. Given the detrimental effect of IPV on mental health, it may contribute to disparities in
women's outcomes with SMI. IPV is more prevalent among the unemployed than the employed
participants. And those with a longer duration of mental illness reported more IPV than participants

with a short period of illness. -

Psychiatric outpatient clinics are an important point of contact for women with mental illness who
are experiencing I[PV. The treatment for mental disorders needs to include effective interventions for
women who are also IPV victims. Mental health professionals play a key role in addressing IPV in

this population.
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Total of 497 women
visited the psychiatry OPD
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47 were excluded due to
S
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17 were excluded due to
> presented with acute
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N
9 were excluded due to
other exclusion criteria
J
One was excluded due to
self-withdrawal

A total 422 women were
included in the study

Figure 1 Sampling schedule of the selection of women included in the study
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Abstract

Objective: To determine the prevalence of intimate partner violence (IPV), and associated

factors, in reproductive-aged women attending psychiatric outpatient departments (OPD).

Design:  Cross-sectional facility-based study

Setting: Outpatient psychiatric clinics of public hospitals in Addis Ababa.

Participants: Reproductive aged women with chronic mental illness who attended follow-up in

psychiatric outpatient clinics.

The primary and secondary outcome measures: The data were collected using a multi-
culturally validated instrument from randomly sampled women with chronic mental illness.
Multiple logistic regression was used to identify factors independently associated with IPV.
Ethical clearance was obtained from the institutional ethics review board of St. Paul's Hospital

Millennium Medical College.

Result: Four hundred and twenty-two women who were attending the psychiatric outpatient
clinics took part in the study. The majority of participants 62.0% (95% CI: 56.1, 68.8)
experienced IPV at least once in their lifetime. The most common form of [PV experienced by
women was emotional violence [60%; 95% CI: 55.0, 64.7]. One hundred eighty-six [44.1%;
(95% CI: 39.3, 48.8)] respondents experienced physical or sexual violence during the last year.
A history of divorce [AOR= 5.64; 95% CI: 2.75, 11.56] and having a mental illness for more

than five years [AOR=2.23; 95%CI: 1.26, 3.93] were associated with any form of IPV.

Conclusion: The high prevalence of IPV among women attending psychiatric outpatient services
highlights the need to routinely inquire about IPV and develop effective strategies to prevent it
among this vulnerable group.
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Strengths and limitations of this study

o There is scarce research on intimate partner violence among women with chronic mental
illness in Ethiopia specifically, and Africa more generally.

o We used a standard questionnaire validated for multiple countries, which allows direct
comparison of our findings with other available data.

o As a cross-sectional study, our data do not imply causality and cannot inform as to the
temporal relationships between the variables.

o Data were self-reported, which may be limited by recall bias and underreporting; men
were not investigated to understand the magnitude and reason for engaging in violence against
their partners. The study was conducted among women thought to have better access to
information, so the findings may not be generalisable to women with mental illness who do not

attend psychiatric tertiary care facilities.

3
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Introduction

Intimate partner violence (IPV) among women is a common phenomenon globally (1).
According to the WHO definition, IPV includes emotional abuse, physical, sexual violence or
controlling behaviour between current and ex-partners (2). Up to this time , research on IPV has
largely focused on experiences of physical violence than the emotional and sexual aspects (3).
Nevertheless, one-third of women globally report having experienced IPV at some point in their

lifetime (4).

Studies reported considerable contextual variation in the prevalence of IPV (5). In the World
Health Organisation's multi-site study, the prevalence of intimate violence in women ranged from
15% to 72.7% and 4%—54% in their lifetime and the past year, respectively (6). In the same study,
Japan (15%) and Ethiopia (72.7%) are countries that reported the lowest and highest physical or
sexual violence against women reported, respectively. (6). Another Ethiopian study has also
reported a 30% prevalence among ever-married women (7). Different factors may play a role in
precipitating and maintaining IPV worldwide such as marital status, education, wealth, cultural

factors and mental health status (7-10).

The link between IPV and poor mental and physical health of women have been indicated in
many studies (11). IPV is associated with substantial morbidity and mortality, specifically among
women, and its prevention has a major global public health importance(12, 13). Women who
experienced IPV have more medical, gynecologic, and stress-related symptoms than those who

did not (12, 14).

There is also robust evidence that women with chronic mental illness (CMI) experience higher
rates of violence than women without chronic mental illness (14). Also, IPV is a established risk

factor for mental health problems, including Major depression, suicide attempts and post

4
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traumatic stress disorder (PTSD) (15-17). In addition to being at higher risk of experiencing
different types of IPV ( physical emotional and sexual), CMI’s - such as severe major depressive
disorder, bipolar disorder, and schizophrenia hinder women's capacity to protect themselves and
seek help when compared to women without CMI (13, 17). Furthermore, a history of experience
of IPV is associated with poorer health, including depression, post-traumatic stress disorder,
anxiety, and significant impairment in functionality and somatic health (11, 15, 17). A study from
Ethiopia found that IPV, including spousal controlling behaviour associated with depression(18).
Similarly, studies from Europe, the United States and China also reported an association between
mental illness and IPV(19, 20). Nevertheless, evidence is scarce about the prevalence of IPV

among reproductive-age women with CMI living in resource-poor settings.

Data on IPV prevalence and its associated factors among women with CMI is essential for
developing effective interventions in this targeted vulnerable group. Therefore, we aimed to

investigate the prevalence of IPV and associated factors among women with CMI in Ethiopia.

Methods

Study setting and design

Institutional-based cross-sectional study design was undertaken in public hospitals in Addis

Ababa, Ethiopia. The city has an estimated population of 3.2 million (21).

The study was conducted between December 2016 and May 2017 in four outpatient clinics at
public tertiary hospitals that deliver specialised mental health services by psychiatrists or

psychiatric residents.

Determination of sample size

5
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The sample size was determined using the following assumptions: the prevalence of [PV among
women with CMI (schizophrenia, bipolar disorder and severe major depression) (P=50%) at 95%
confidence level, Z = 1.96 and d = the level of precision (0.05), and adding for non-response of

10 %; this gave a required sample size of n=423.

Sampling procedure

The study subjects were recruited from psychiatric outpatient clinics of the four hospitals. All
women aged 18-49 years who provided consent and presented in the study period were included.
To recruit the study subjects, 497 women patients were invited to participate, of which 47 (9.5%)
patients were excluded due to their age was below 18 years or were never in a marital
relationship, 16 (3.2%) were excluded due to their presentation with acute psychosis, the
remaining 9 (1.8%) patients were due to other exclusion criteria, and only one patient was
excluded due to a self withdrawal to participate. Finally, the study included 422 study participants

(Figure 1).

Data Collection and instrument

An interviewer-administered structured questionnaire was used to collect the data. The
standardised pre-tested Ambharic version (Amharic is the national language of Ethiopia) of a
multi-culturally validated IPV tool from the World Health Organization (WHO) was employed

to gather information on IPV, such as sexual, physical and emotional abuse (6).

Sociodemographic characteristics and disease-related characteristics of the participants were
also assessed. Women who had experienced IPV were further asked to qualify for the type of

experience and the timing, i.e., whether it was in the previous twelve months or not.

6
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Additionally, the questions on spousal control over the respondent were adopted and used to
measure and categorise with different list of items in which a woman can act without the

consent of her husband /partner, including her healthcare-related activities.

The final Amharic version of the questionnaire was administrated by trained, experienced female
psychiatric nurses who aimed to be respectful, non-judgmental and enable the women to feel at
ease. An exit interview was conducted after each participant's follow-up visit was complete. All

participants were fluent Amharic speakers.

To ensure the quality of the data, a structured questionnaire was pretested among five per cent of
study participants across different psychiatric outpatient clinics. Detailed discussion was held with
the researchers, supervisors and data collectors after the pertest and necessary amendments were
done. The supervisors and data collectors were trained over the course of three days. Supervisors

checked the collected data on the same day for completeness and consistency.

Analysis

In order to analyze the data, Epi Data 3.1 was used for entry and cleaning, followed by
exporting to SPSS version 20.

The sociodemographic characteristics and experiences of IPV were summarised using
descriptive statistics. The outcome variable was any IPV as the categorical variable of 'yes' or
'no'. predictor variables: Marital status (single, married, divorced, widowed), educational level
(above high school, high school, elementary school, illiterate or no education), occupation

(Unemployed, Housewives/Student, Daily labourer / Housemaid, Formal employment)

7
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To investigate the associations between participants' characteristics and IPV, we used bivariate
analyses. We used a P<0.05 significance level for multiple logistic regression analysis following

bivariate analysis, which calculated crude odds ratios and confidence intervals. 05.

Ethical considerations

The study protocol was reviewed and approved by from the institutional ethics review board of
St. Paul's Hospital Millennium Medical College. Written informed consent was obtained from
participant is informed in detail about the study objectives and possible risks, and the benefits of
the study before being enrolled. An experienced psychiatric nurse completed a structured
assessment of the person's capacity to consent to participate in the study. Participants were
informed about their right to participate only on a voluntary basis and to withdraw from the study
without providing any explanation. All collected information was anonymized, and the privacy of
the participants was respected in the data collection process analysis, interpretation and write up.
Participants who needed any psychological or safety support during the data collection were
referred for treatment and safety support. No reimbursement or payment was made for

participants.

Public and patient involvement
Neither the public nor patients were involved in the study survey design. The findings will be
provided for participants based on their requests. The community will be consulted as part of the

design and implementation of any studies that can be built on this initial study.

Results

Sociodemographic characteristics of respondents

8
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Four hundred twenty-three reproductive age women were approached and participated, resulting
in an 99.8% response rate. The mean age of respondents was 32.1 + 6.7 years, with a range of 18
to 46.A third (32.9%; n=139) of the participants weren't married legally. Approximately four out
of ten women are illiterate (have no formal education) or have only a primary school education.
Only 27 % of women were employed. (Table 1). The majority (80%) of the participants had a
diagnosis of mental illness for more than one year. A significant proportion of the participants,

46.3%, n=156, lived with the illness for more than five years.

Table 1. Participant characteristics by demographics and clinical characteristics (n=422)

Characteristics Frequency Percentage
<25 63 14.9
25-34 186 441
>35 173 41.0
Marital status
Single 139 329
Married 187 443
Widowed 26 6.2
Divorced 70 16.6
Number of alive children
>2 180 42.7
1-2 84 19.9
No children 158 37.4
Education
Tertiary level 60 14.2
Secondary level (high school) 195 46.2
Primary level 123 29.2
Illiterate 44 10.4
Diagnosis
Schizophrenia 170 40.3
Bipolar disorder 116 27.5
Major depressive disorder 136 322
Psychotropic medication
Antipsychotics 208 49.3
Mood stabiliser 67 15.9
Antidepressant 147 34.8
Duration of treatment in months
1-24 163 38.6
25-48 91 21.6
49 months and above 168 39.8
9
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Occupation
No Job 160 37.9
Housewives/students 93 22.1
Housemaid /Daily laborer 55 13.0
Employed (Formal) 114 27.0

Lifetime prevalence

In this study, IPV was found to be prevalent in 62.0% [95% CI: 56.1, 68.8] of women in their
lifetimes. The commonest form of IPV experienced by women was emotional abuse (60%;
CI:95% CI: 55.0, 64.7) while 38.6% [ 95% CI:34.1,43.6] of participants experienced some kind
of physical violence in their lifetime. Among participants who reported physical violence, a
significant proportion, 25.6% [ 95% CI:21.6,29.6], reported severe forms of physical violence.
The common form of severe physical violence was being beaten by fist on the face 21.8% [95%
CI:17.3,25.6] followed by 13% [ 95% CI1:9.7,16.1] getting kicked in different parts of the body.
Three percent or more of the women who experienced physical violence foresaw incontinence,
bleeds, fractures, or loss of consciousness. Only 2% of participants sought medical service for
the incident. Moreover, 38 [95% CI:28.7,47.2] % of women who experienced severe physical

violence reported that the incident occurred while pregnant.

Regarding sexual violence, nearly one third 31.3% [95% CI:26.8, 36.0] of the study participants
reported ever experiencing any form of sexual violence, and 25.1% [95% CI1:20.9,29.1] reported

that their partner had compelled them to have sex.

More than one-third of all respondents, 36.2%; [95% CI:31.3, 41.0], had at least one pregnancy
after they received the diagnosis of mental illness. Of these, 58.1%; [95% CI:53.1, 62.3]

pregnancies were unintended, and 53.9% [45.3,63.3] of which ended up in induced abortion. In

10
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29% [95% CI: 21.1,35.9] of these pregnancies arising from forced sexual intercourse, the women
resorted to induced abortion and terminated the pregnancy. Additionally, a third of participants
had sexual intercourse before 18 years of age, putting them at an increased risk of teenage

pregnancy.

Twelve months of prevalence

Among women who participated in this survey, 44.1% [95% CI: 39.3, 48.8], 35.3% [95%
CI:31.0,40.3] and 25.1% [95% CI:21.3,29.9] reported to have experienced sexual and physical
violence within the last one year preceding the interview, respectively. Of those who reported
physical violence, 95% [ 95% CI1:91.3,98.0] of them said this was severe, i.e., being hit with a
fist or object on the face. Two per cent of them were able to get treatment, and the other two per
cent spent a night in the hospital for the damage due to the physical attack by their male partner.
A significant statical difference was not observed in the prevalence of [PV among women by the

psychiatric diagnosis.

Emotional violence and spousal control

Almost 60 % of participants had experienced moderate 25.0% [95% CI1:21.2,29.3] or severe
34.8% [95% CI1:30.0,39.0] forms of emotional violence, and higher than 92% [95% CI1:90.0,95.3]
were either limited in what they could do or required permission in order to do it by their spouses
in their lifetime. More than 70% [95% Cl1:67.1,95.3] of participants would not visit healthcare

facilities for treatment without getting approval from their partner (Table 2).

11
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1
2
3
4
5
6 Table 2: Spousal control among participants
7
8
9 Types of spousal control Never N (%) Yes N (%)
10
11 Have you ever been prohibited not to meet your friend by your partner? 210 (49.8%) 212(50.2%)
12
13 Does your partner make a restrict /limit limitation on your contact with | 234(55.5%) 188(44.5%)
14 your family?
15
16 Does your partner make sure you always know where you are; always 189(44.8%) 233(55.2%)
17 want to know where you are?
18
19 Does your partner ignore or treats you indifferently? 153(36.3%) 269(63.7%)
20 Does your partner become annoyed when you talk with other men? 113(26.8%) 309(73.2%)
21
22
23 Does your partner often accuse you of being unfaithful? 148(35.1%) 274(64.9%)
24
;5 Does your partner want to ask him permission when you go out from 117(27.9%) 303(72.1%)
6 home?
27
28 Does your partner want you to ask him permission before visiting the 121(28.7%) 300(71.3%)
29 health care service?
30
31 Does your partner force you not to express your feeling to other people? 192(45.5%) 230(54.5%)
32
33
34
35
g? Factors associated with [PV
38 . . : : : :
39 The logistic regression model showed marital status, occupation, duration of illness and spousal
40
41 control were significantly associated with I[PV (Table 3). There was a significantly higher
42
ji prevalence of physical and/or sexual violence among women without jobs [AOR=2.35; 95%
45 . .
46 CI, 1.23, 4.41], daily labourers or housemaids [AOR=3.33; 95% CI, 1.45, 7.61] compared to
47 ) )
48 employed women. Moreover, the odds ratio of IPV was higher among divorced women
49
50 [AOR=4.97; 95% CI, 2.36, 10.45] and non-married women [AOR=3.56; 95% CI, 2.09, 6.04]
51
2 . . . .
g 3 compared to currently married women. The study also depicted those women diagnosed with
54 . . .
55 mental illness more than five years ago were more likely to experience IPV than newly
56
57
58 12
59
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diagnosed [AOR=2.11; 95% CI, 1.17, 3.82]. However, the study did not find a difference in

IPV experienced by the level of income or educational status (Table 3).

Table 3. Intimate partner violence and associated factors among study participants

Characteristics PV COR (95% CI) AOR (95%CT)
Yes N (%) No N (%)

Income

Yes 165(67.6) 79(32.4) 1.67(1.12,2.48) 1.08(0.64,1.82)

No 99(55.6) 79(44.4) 1 1

Occupation

Unemployed 117(73.1) 43(26.9) 2.63(1.58,4.36) 2.35(1.23,4.41)

House wives/Student 46(49.5) 47(50.5) 0.94(0.55,1.63) 1.49(0.77,2.88)

Daily labourer / House | 43(78.2) 12(21.8) 3.46(1.65,7.24) 3.33 (1.45,7.61)

maid

Formal employment 58(50.9) 56(49.1) 1 1

Marital status

Married 83(44.4) 104(55.6) 1 1

Divorced 59(84.3) 11(15.7) 6.72(3.32,13.60) 4.97(2.36,10.45)

Widowed 16(61.5) 10(38.5) 2.05(0.86,4.64) 1.74(0.72,4.19)

Single 106(76.3) 33(23.7) 4.03(2.48,6.54) 3.56(2.09, 6.04)

Education

Beyond High school 35(58.3) 25(41.7) 1 1

High school 124(63.6) 71(36.4) 1.25(0.69,2.25) 0.96(0.49,1.86)

Elementary 76(61.3) 48(38.7) 1.13(0.60,2.12) 0.86(0.40,1.83)

Illiterates (No 29(67.4) 14(32.6) 1.48(0.65,3.36) 1.38(0.54,3.56)

education)

Duration of illness

Less than 1 year 41(48.2) 44(51.8) 1 1

1 —5 years 87(58.4) 62(41.6) 1.50(0.88,2.57) 1.25(0.69,2.26)

>Syears 136(72.3) 52(27.7) 2.81(1.649,4.78) 2.11(1.17, 3.82)
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Discussion

Despite high prevalence reports of IPV in community-based studies in Ethiopia, no study focused
on women with chronic mental illness. In this study, we found a high lifetime prevalence and

recent [PV in this vulnerable group of the population.

A significant proportion (62%) of women conveyed experiences of IPV in their lifetime, which
occurred quite frequently, signifying that this is a common experience of women with chronic
mental illness. This finding is similar to a previous study from rural Ethiopia, which reported
60.7% violence against people with CMI (22). Likewise, the finding of IPV in this study is as
high as a WHO community prevalence study report from Ethiopia, which is 72% (18), and
Tanzanian study (61%) (23). Our findings are also higher than a community study in northern
Ethiopia (24) and a report from a systematic review suggesting a prevalence of 33% IPV among
women with CMI attending outpatient clinic(25). The difference can be explained by study
population differences; the participants of the northern Ethiopian study were women in a rural
community, while our study participants were urban residents and had higher educational levels.
This study also reported (44%) recent IPV, which is higher than studies from high-income
countries, such as 21% reporting IPV in the last twelve months from the UK (26) and 30.3 % in
Spain (27). This is consistent with the assertion that women with CMI constitute a vulnerable
segment of the population who need special protection (9). Health care providers should

investigate about all types of recent IPV among reproductive age women with CMI.

The prevalence of physical violence was also found to be high in this study (38.5%), and this is
comparable with other results from some African (28) and South Asian countries (29). However,
our finding is lower than the prevalence reported from rural Ethiopia (18), which may be due to

underreporting by our study participants who might be more dependent on their partners for
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support towards the care of their mental illness. Physical violence is an important psychosocial
issue with detrimental effects on the course of the pre-existing mental illness hence contributing
to gender disparities in the treatment outcomes of CMI. Additionally, our study found that I[PV
is associated with a longer duration of illness. Similarly, another Ethiopian study found

association between IPV and depression (18).

Despite a significant number of participants who reported physical violence in this study, only a
small proportion sought health care for their injuries. This is consistent with the low level of help-
seeking behaviour for IPV related injuries as reported by other studies in Ethiopia and other
global studies (5, 30, 31). A varying degree of emotional violence was also reported in 60% of
participants, consistent with findings from Tanzania (23). It also has a significant association

with poor mental health, as reported by other African countries (23, 32, 33).

This study found that violence and spousal control are common concerns in relation to the human
rights and well-being of women with CMI. We found that violence in the form of physical
violence was associated with violence in other forms; this is consistent with research that has
found that physical violence is frequently related to sexual or and psychological coercion. Mental
health care providers need to routinely inquire about IPV during outpatient visits to offer
appropriate interventions. Our study had not found an association between IPV and women's

education, which contrasts with a previous study from Sudan (28).

Despite the limitations of this research, which included being a hospital-based study, purely
urban sample and cultural bias of reporting, we have attempted to minimise non-disclosure in our
methods. Such non-disclosure may link in with cultural taboos in relation to the topic. However,
we used experienced, female psychiatric nurses do the interviews in order to prevent any

discomfort to participants, and to try to minimise risk of non-disclosure. We believe that the
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current study's findings will help other researchers further investigate the observed relationships
of IPV and CMI through longitudinal studies with larger samples and the effect of these
experiences on the prognosis of their mental illness. As a preventive strategy of IPV, continuous
research is recommended to reduce the burden of chronic mental illness. IPV was associated with
being unemployed or daily labourer/housemaid status in this study which is consistent with the
WHO multi-site study, which found employment as a protective factor (6). in comparison,
findings from other sub-Saharan African countries are not consistent (34, 35). This can be
explained by cultural differences and study settings. However, causation cannot be established
in our study due to the cross-sectional study design. Further studies are required to develop
interventions intended at reducing IPV among women with CMI and test their effectiveness.
Even though the participation was voluntary, the fact that no woman declined to participate in

this study adds to the strengths of our findings.

Conclusions

IPV was found to be highly prevalent among women with chronic mental illness living in urban
settings in Ethiopia. Given the detrimental effect of I[PV on mental health, it may contribute to
disparities in CMI clinical outcomes and quality of life among female patients. In addition,

unemployment and a longer duration of CMI are associated with a higher prevalence of IPV.

Psychiatric outpatient clinics are an essential point of contact for women with mental illness who
are experiencing IPV. The treatment for mental disorders needs to include effective interventions
for women who are also IPV victims. Mental health professionals play a key role in addressing

IPV in this population.
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A total 422 women were
included in the study

30 Figure 1 Sampling schedule of the selection of women included in the study
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