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Abstract
Introduction Intimate partner violence (IPV) is a serious
public health and human rights violation which impacts
approximately one in three women worldwide. Some
existing evidence suggests that women with disabilities are
at higher risk of IPV, but is largely limited in geographical
scope to the Global North, and comparison across settings
has been hampered by inconsistent measurement of both
IPV and disability.
Methods Pooled analysis of baseline data from 8549 adult
women participating in seven IPV prevention studies in five
countries across Africa and Asia that used collaborative,
comparative measurement strategies to assess both
disability and IPV.
Results After adjusting for age, women with disabilities
were more likely to experience past 12-month physical
IPV (adjusted OR (aOR)=1.79; 95% CI 1.49 to 2.17),
sexual IPV (aOR=1.98; 95% CI 1.36 to 2.89), emotional
IPV (aOR=1.84; 95% CI 1.49 to 2.27) and economic
IPV (aOR=1.66; 95% CI 1.45 to 1.89), with an overall
association between disability and past 12-month physical/
sexual IPV of aOR=1.93 (95% CI 1.52 to 2.46). Compared
to women without disability, women with moderate and
severe disability showed a trend of increasing risk of IPV in
the past 12 months for each of physical, sexual, emotional
and economic IPV. Overall, both women with moderate
disability (aOR=1.86, 95% CI 1.57 to 2.21) and women
with severe disability (aOR=2.63; 95% CI 1.95 to 3.55)
were significantly more likely to experience any form of IPV
when compared with women without disability.
Conclusion Women with disabilities are at increased risk
of past-year IPV compared to women without disabilities
across a range of settings in the Global South, and the risk
of IPV increases with increasing severity of disability. IPV
prevention and response efforts in these settings must
find ways to include and address the needs of women with
disabilities, including increased outreach and improved
accessibility of programmes.

Introduction
Intimate partner violence (IPV) is the most
common form of violence experienced by
women and girls worldwide; at least one in
three women worldwide report experiencing
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Key questions
What is already known?
►► Intimate partner violence (IPV) is a serious health

and human rights violation which impacts approximately one in three women worldwide.
►► Some studies largely from the Global North have
suggested that women with disabilities are at higher
risk of IPV.

What are the new findings?
►► Pooled estimates from seven studies in five African

and Asian countries show that women with disabilities are nearly twice as likely to report recent IPV in
these settings.
►► In addition, the likelihood of reporting recent IPV increases with increasing severity of disability.
►► These findings apply to all of physical, sexual, emotional and economic IPV, as well combined measures
of IPV.

What do the new findings imply?
►► IPV prevention and response efforts in the Global

South should find ways to include and address
the needs of women with disabilities, including increased outreach and improving accessibility of
programmes.
►► Programmes for people with disabilities should actively seek to address risk of IPV.

physical and/or sexual IPV during their lifetime.1 Globally, IPV leads to physical and
mental health problems, including pain,
depression, post-
traumatic stress disorder,
increased substance abuse, negative sexual
and reproductive health outcomes, injuries
and death.2–5 For the 15% of women worldwide with existing disabilities,6 risk of IPV may
be increased by limitations in self-protection
resulting from their disabilities, as well as
increased social marginalisation.7 8 Systematic
social marginalisation, stigma and discrimination may also indirectly increase risk of
IPV among women with disabilities through
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main goal of What Works was to advance the evidence
base regarding effective prevention of IPV the Global
South, and to that end, What Works supported impact
evaluations for a range of IPV prevention programmes
in sub-Saharan Africa and Asia. As projects conducted
within the framework of a cooperative consortium, we
were able to coordinate strategies for the measurement
of physical and sexual IPV and of disability, and thus
achieve a greater degree of comparability across settings
than has previously been possible. In total, the pooled-
analysis presented here synthesises the baseline enrolment data from 8549 adult women with and without
disabilities collected from seven studies conducted in
five countries in sub-Saharan Africa (Ghana, Rwanda and
South Africa) and Asia (Nepal and Afghanistan). We first
examine the odds of women’ reporting IPV in the past 12
months associated with any disability, and then the odds
of past 12-month IPV associated with increasing severity
of disability. We hypothesised that women with disabilities
would be more likely to report recent experience of IPV
than women without disabilities, and that the likelihood
of reporting recent IPV would increase with increasing
severity of disability.
Methods
The location, study design, number of women recruited,
age range, sampling strategy and eligibility criteria for
each study included in this pooled analysis are presented
in table 1, with references to sources that describe each
study in full detail. The data available for analysis were
collected in studies that were primarily intended as evaluations of intervention effectiveness. However, for the
purposes of this pooled analysis we have used only data
collected at baseline (prior to intervention delivery), so
we do not here describe the interventions themselves
beyond their target populations. We do note that some
of these studies’ participants were volunteers enrolled in
cohorts, while some were interviewed in cross-sectional
surveys of populations within communities.
Key measures
Disability
All studies included elements from the Washington
Group Short Set (WG-
SS) of Questions on Disability,
which has six possible questions.28 The questions ask
participants to self report their levels of difficulty in up
to six functional domains: vision, hearing, movement,
memory and concentration, self-care and communication. As an example, the question on vision asks, ‘Do
you have difficulty seeing even if wearing glasses?’ with
answer choices scored as 1=No difficulty; 2=Yes, some
difficulty; 3=Yes, a lot of difficulty; 4=Cannot do at all. All
studies included here asked questions on vision, hearing,
movement and cognition, and all but Rwandan datasets used the question on communication. Two studies
further included the question on self care: the Women’s
Empowerment Program (Afghanistan) and Sammanit
Chirwa E, et al. BMJ Global Health 2020;5:e002156. doi:10.1136/bmjgh-2019-002156
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increasing the likelihood and severity of other risk factors
for IPV, such as poverty and lack of education.9 10
The majority of existing research on the association
between disability and IPV comes from the Global North,
where evidence, while limited, consistently shows that
women with disabilities are at greater risk of IPV than
either women without disabilities or men with disabilities.11–18 A 2012 systematic review and meta-analysis of
past 12 months’ experience of violence among female
and male adults with disabilities identified only five
studies that looked at IPV.11 All were from the USA or
Canada and three included only data on mental illness
in non-representative samples, from which the authors
estimated a pooled OR of 1.78 (95% CI 1.42 to 2.22)
for recent IPV among 574 adults with mental illness.11
Cross-
sectional analysis of larger and somewhat more
representative datasets from the USA,14–16 18 Germany13
and Australia19 also found increased risk of IPV13–16 19
and non-partner sexual violence16 18 19 among women
with disabilities. Importantly, the National Epidemiologic
Survey on Alcohol and Related Conditions in the USA
found that past 12 months’ IPV at wave 2 data collection
was higher among women who had reported physical
(OR=1.22) and mental (OR=1.67) health impairments
at Wave 1 three years earlier, strongly suggesting that
disability can increase vulnerability to IPV over time.12
While these findings strongly suggest that disability
should be regarded as an important risk factor for IPV
in at least some countries in the Global North, there
have been limited attempts to date to synthesise evidence
about links between disability and IPV across settings.
Most importantly, despite urgent calls in the literature,20
there has been very little research on disability and IPV
in the Global South. Given that 80% of all people with
disabilities live in the Global South,6 this is a significant
evidence gap. Women with disabilities in the Global
South experience greater economic disadvantage, social
isolation and barriers to accessing limited resources than
do women resource-rich settings,21 potentially increasing
their vulnerability to entering and remaining in abusive
relationships. Most research on disability and IPV in the
Global South has been small-scale, with limited ability
to compare to women without disabilities or compare
across settings.22–27 In addition to the geographical
limitations of detailed examinations of the link between
disability and IPV, few studies disaggregate severity of
disabilities included in their samples. Across the board,
there remain challenges in estimating IPV prevalence
among disabled women due to inconsistent strategies for
measuring both disability and experiences of violence,
which further undermines any ability to compare and
synthesise findings on IPV against women with disabilities
across settings.20
To address these gaps, we conducted a pooled analysis
of baseline enrolment data from seven IPV prevention
studies conducted in five countries under the aegis of the
UKaid-funded What Works to Address Violence Against
Women and Girls? Global Programme (What Works). A
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Programme

Country

Type of study

Evaluation of Sammanit
Jeevan35

Nepal

Recruitment of families
from six villages, no
randomisation

N†
200

Women’s age
range

Sampling or
recruitment
strategy

Eligibility criteria for inclusion in
baseline interviews

18 +

Volunteer

►► Families with a married young
woman.

►► Two women per family were

enrolled into the programme, of
different generations, if available.

Evaluation of Stepping
South Africa
Stones/Creating Futures

Randomisation of 34
clusters

680

Afghanistan
Evaluation of the
Women’s Empowerment
Program37

Individual level
randomisation within
six study villages

933

36

Evaluation of the
Indashyikirwa couples’
intervention*

Rwanda

38 39

Randomisation of
28 clusters (sectors)
across seven districts

18–30

Volunteer

►► Young women normally resident in
the informal settlement.

►► Not in full time work or education.
18–49

Volunteer

►► Residence in intervention or control
community.

►► Only one woman per household.
►► Economically vulnerable.
1600

18–50

Volunteer

►► Residence in community for at least
6 months prior to survey.

►► Married or cohabitating for at least
6 months prior to survey.

►► Recruited from voluntary savings
and loan associations.

Evaluation of the Rural
Response System40

Ghana

Randomisation of 4
districts with data
collected from 38
clusters

1877

18–50

Population-based ►► Residence in intervention or control
survey
community.

Evaluation of Change
Starts at Home41

Nepal

Randomisation of 36
clusters across three
districts

1800

18–49

Population-based ►► Women living with their partner
survey
in a study intervention or control
community.

Randomisation of
28 clusters (sectors)
across seven districts

1399

18–50

Household-
based survey of
residents who
were not direct
programme
participants

Evaluation of the
Rwanda
Indashyikirwa
community intervention*

38 39

►► Residence in community for at least
6 months prior to survey.

►► Married or cohabitating for at least
6 months prior to survey.

►► Not enrolled in the couples’ cohort
of the Indashyikirwa study.

*The Indashyikirwa impact evaluation study included both a cohort of couples recruited from voluntary savings and loan associations and household-
based surveys of residents of intervention or control areas.
†Number of women who provided disability and IPV data and are therefore included in this analysis.
IPV, intimate partner violence.

Jeevan (Nepal). As recommended by the authors of the
measure,29 participants were initially classified as having a
disability if they replied ‘Yes, a lot of difficulty’ or ‘Cannot
do at all’ regarding one or more functional domains. To
assess the relationship between severity of disability and
IPV experience, we created second disability variable
with three mutually exclusive categories: no disability,
moderate disability and severe disability. Any participant who responded ‘No difficulty’ to all the domains
was classified as having no disability, while a participant
who replied ‘Yes, some difficulty’ in at least one domain
but had zero ‘Yes, a lot of difficulty’ or ‘Cannot do at
all’ answers was classified as having moderate disability.
A participant who answered ‘Yes, a lot of difficulty’ or
‘Cannot do at all’ to any of the domains was classified as
having severe disability.
Intimate partner violence
IPV was defined in most studies as occurring with a current
or ex-
husband or boyfriend. In some settings, there
was common dating or cohabitation outside marriage,
while in others having a boyfriend would have been
Chirwa E, et al. BMJ Global Health 2020;5:e002156. doi:10.1136/bmjgh-2019-002156

both socially forbidden and extremely problematic for
women. Specific question wording was therefore tailored
to the setting to ensure acceptability, and no reference
to ‘boyfriend’ was made in countries where dating was
socially unacceptable or dangerous for women, such as
Afghanistan or where women were recruited into studies
in their marital family. For similar reasons, no study
included women with female, non-binary or third gender
partners. All studies used standardised items from the
WHO Violence Against Women Instrument to measure
experience of physical and/or sexual IPV experienced
by women in the 12 months preceding the baseline data
collection.30 This measure uses five items for physical
IPV: In the past 12 months, how many times has [your
current or previous partner–study specific language] (1)
slapped you or thrown something at you which could
hurt you; (2) pushed or shoved you; (3) hit you with a fist
or with something else which could hurt you; (4) kicked,
dragged, beaten, choked or burnt you; (5) threatened to
use, or actually used, a gun, knife or other weapon against
you? Afghanistan did not include any items on sexual
3
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Table 1 Studies used as data sources for women included in the pooled analysis
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Other measures
All studies assessed numerical age of participants. Other
socio-demographic questions were tailored to the context
and target populations of the individual projects. To
enable some comparisons using these different measures,
we derived variables based on within-study distributions.
For education level, we derived a dichotomous measure
using each study’s median as a cut-off. Household food
insecurity was measured using varying numbers of items
with similar scoring across settings; we therefore used
the mean score on these items within each study a proxy
measure for comparing household food insecurity. We
did not attempt any summary measure of employment as
the measurement and meaning of this varied too much
across settings.
Data analysis
Analysis was restricted to women who reported at least
one intimate partner in the 12 months preceding the
baseline data collection and completed the disability
questions. Participants who responded to at least one
of the disability questions were included in the analysis.
Participants who did not respond to any of the disability or IPV questions were excluded from the analysis.
Descriptive statistics (frequencies and percentages) were
used to summarise characteristics of participants within
each study and in the pooled analysis. Within-study and
pooled estimates took into account any clustering with
each study’s sampling procedures.
All pooled estimates were weighted according to study
sample size. We used forest plots (see figure 1), I2 and
Cochran’s Q statistics to assess consistency of outcomes
4

across the studies. Due to varying levels of heterogeneity
across the studies for the different types of IPV (see online
supplementary table S1), we opted for mixed effects
models to estimate overall effects. We thus performed
a one-stage Individual Patient Data meta-analysis using
mixed effects logistic regression models to account for
within- and between- study variances (heterogeneity)
across studies.31 We used a mixed effect logistic regression model that took into account the hierarchy of the
data (grouping participants within study). Apart from
disability as the main exposure, age of participants was
included in the model as a fixed effect. Study specific estimates and forest plots were derived as part of the post-
estimation model to the mixed effects logistic regression.
The post-estimation model included study centred age
as a fixed effect. To assess possible bias resulting from
different recruitment strategies (four volunteer recruited
vs three household based surveys), we repeated all analyses separately for these two groups of studies. We used
same procedure as above to assess whether the risk of
experiencing IPV increased with severity of disability. A
mixed effects logistic regression model was used to derive
estimates of odds ratios for the moderate and severe level
of disability. The model included the study and age of
participants. As additional sensitivity analyses (presented
as supplementary tables), we re-ran the mixed effects
logistic regression models with adjustment for our
derived variables of within-study median education and
mean food insecurity scores. All analyses were done in
Stata V.16.
Ethical issues
All participants in all studies provided informed consent;
details are available in the sources referenced in table 1.
Indirect patient and public involvement
It was not relevant to directly include patient and public
involvement in this analysis, but the underlying individual projects were conducted with varying degrees of
patient and public involvement and What Works' broader
research uptake strategy includes widespread engagement with key stakeholder groups including women’s
rights organisations and disabled people's organisations.
Results
Socio-demographics, prevalence of disability and past 12
months’ IPV
Pooled data from 8549 women across the seven studies
were used in the analysis. This number excluded all
women who had not been in an intimate relationship in
the 12 months preceding the baseline data collection,
or who failed to provide usable data on disability or IPV.
The percentage of participants excluded in each study
due to missing IPV or disability responses ranged from
0% to 0.2%. Table 2 shows socio-demographics, prevalence of disability and prevalence of violence among
participants in all studies. The average age of the women
across all studies was 32 years. Most of the women were
Chirwa E, et al. BMJ Global Health 2020;5:e002156. doi:10.1136/bmjgh-2019-002156
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IPV as local collaborators advised that it was particularly
likely to have been unacceptable for some participants.
All other studies included the same three items on sexual
IPV: In the past 12 months, how many times has [your
current or previous partner–study specific language] (1)
physically forced you to have sex with him when you did
not want to; (2) used threats or intimidation to make
you have sex when you did not want to; (3) used physical
force or threats to make you do something else sexual
that you did not want to do? Answer choices for all physical and sexual IPV questions were ‘Never’, ‘Once’, ‘A
few times’ or ‘Many times’, Questions on emotional and
economic IPV used the same question format and answer
choices, but with details tailored to each study context.
The number of items used to measure emotional IPV
ranged from 4 to 7 while the number of items used to
measure economic violence ranged from 1 to 4. For each
type of IPV, a woman was classified as having experienced violence in the 12 months prior to baseline if they
responded positively to any of the items measuring that
form of violence (once, few times or many times). A variable to measure a woman’s experience of sexual and/or
physical IPV was derived from their experience of these
two forms of IPV and an overall experience of IPV was
derived from all the types of IPV measured.

BMJ Global Health
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Figure 1 Forest plots showing individual study age-adjusted ORs and pooled ORs for experience of different types of IPV in
the past 12 months among women with and without disabilities in baseline data from 7 IPV prevention studies in five counties.
IPV, intimate partner violence.
Chirwa E, et al. BMJ Global Health 2020;5:e002156. doi:10.1136/bmjgh-2019-002156
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26 (14.0)
24 (12.9)
86 (46.2)
42.8 (17.3)
18–87
106 (53.0)
No school
43 (21.5)
1.05 (0.21)

 26–35 years

 36–45 years

 >46 years

 Mean age (SD)

 Age range

Never attended school

Median educational attainment

Worked or earned income in past 3
months

Household food insecurity mean
score (SD)

10 (5.0)
34 (17.0)
38 (19.0)
22 (11.0)
55 (27.5)

 Sexual IPV

 Emotional IPV

 Economic IPV

 Sexual or Physical IPV

 Any IPV

8 (12.3)
42 (31.1)

 Disability prevalence among young
women (<30 years)

 Disability prevalence among older
women (≥30 years)

n/a

132 (19.4)

132 (19.4)

556 (81.8)

443 (65.2)

297 (43.7)

452 (66.5)

200 (29.4)

405 (59.6)

2.43 (0.93)

174 (25.6)

Grade 11

0 (0)

18–30

23.7 (3.4)

0

0

145 (23.4)

476 (76.6)

128 (25.4)

61 (14.3)

189 (20.3)

261 (28.0)

216 (23.2)

36 (3.9)

229 (24.5)

†

216 (23.2)

1.68 (0.94)

567 (60.8)

No school

776 (83.2)

18–45

32.4 (7.3)

0

293 (33.5)

364 (41.6)

218 (24.9)

302 (30.2)

132 (20.0)

434 (26.1)

1253 (75.5)

922 (55.5)

700 (42.2)

983 (59.2)

686 (41.3)

629 (37.9)

2.22 (0.81)

†

Some primary

288 (17.4)

19–49

32.7 (6.6)

36 (2.4)

422 (28.0)

786 (52.1)

265 (17.5)

n (%)

Rwanda-couples
(n=1600)

108 (12.0)

32 (3.3)

140 (7.5)

594 (31.7)

402 (21.4)

111 (5.9)

413 (22.0)

222 (11.8)

290 (15.5)

1.71 (0.72)

1174 (62.7)

1 year junior
high

401 (21.4)

18–49

31.4 (8.5)

104 (6.1)

409 (23.8)

641 (37.4)

561 (32.7)

n (%)

81 (6.9)

8 (1.3)

89 (5.0)

785 (43.6)

455 (25.3)

315 (17.5)

522 (29.0)

325 (18.1)

282 (15.7)

1.11 (0.37)

†

Primary

562 (31.2)

18–49

34.5 (8.3)

151 (9.2)

531 (32.5)

633 (38.8)

319 (19.5)

n (%)

Change Starts
At Home, Nepal
Ghana (n=1877) (n=1800)

*Not calculated because measures across studies are not comparable.
†Not measured
‡Total from studies where item was measured.
§Women were classified as having a disability if their response to at least one of the questions on disability was ‘Yes,a lot of difficulty’ or ‘Cannot do at all’.
IPV, intimate partner violence; n/a, Not applicable.

50 (25.0)

 Disability prevalence

Disability§

16 (8.0)

 Physical IPV

Experience of violence in the past 12
months

50 (26.9)

 ≤25 years

Age group

n (%)

n (%)

n (%)

Afghanistan
(n=933)

Sammanit Jeevan, South Africa
Nepal (n=200)
(n=680)

Socio-demographics, prevalence of disability and prevalence intimate partner violence among women in the seven studies

300 (36.1)

144 (25.4)

444 (31.7)

1105 (79.0)

862 (61.6)

708 (50.6)

909 (65.0)

675 (48.3)

633 (45.3)

2.24 (0.82)

†

Some primary

240 (17.2)

18–49

33.0 (7.1)

63 (5.1)

326 (26.4)

629 (50.9)

217 (17.6)

n (%)

Rwanda
-community
(n=1399)

961 (21.1)

517 (13.0)

1478 (17.3)

4618 (54.0)

3322 (38.9)

2281 (26.7)

3542 (41.4)

2118 (27.8)‡

2471 (28.9)

1.81 (0.87)

1958 (53.1)‡

n/a*

2373 (30.2)

18–87

32.3 (8.4)

440 (5.6)

2005 (25.8)

3224 (41.5)

2106 (27.1)

n (%)

All Studies
(n=8549)
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Relationship between disability and violence
Table 3 shows the percentage of women with and without
disability who experienced different forms of violence
in the 12 months preceding the baseline data collection
across the seven studies. There was a significant association between disability and all forms of IPV. The overall
prevalence of physical IPV among women with disability
was 44% compared to 26% among women without disability. Almost half (45.6%) of the women with disability
experienced sexual IPV compared to 24.2% of women
without disability. Over half (59.3%) of the women with
disability experienced emotional IPV compared to 37.7%
among women with no disability. Similarly, 42.6% vs
23.4% of women with and without a disability respectively
reported economic IPV. Women with a disability were
significantly more likely to report recent IPV from a male
partner, with little difference in magnitude seen by type
of violence: physical IPV aOR=1.79 (95% CI 1.48 to 2.17),
sexual IPV aOR=1.98 (95% CI 1.36 to 2.89), emotional
IPV aOR=1.84 (95% CI 1.49 to 2.27) and economic IPV
Chirwa E, et al. BMJ Global Health 2020;5:e002156. doi:10.1136/bmjgh-2019-002156

aOR=1.66 (95% CI 1.45 to 1.89). Overall, women with
disability were nearly twice as likely to report past 12
months’ sexual and/or physical IPV (aOR=1.93; 95% CI
1.52 to 2.46) as women without disabilities. Women with
disability are also about twice as likely to experience at
least one form of IPV (aOR=1.88; 95% CI 1.52 to 2.31).
Table 3 also shows sensitivity analysis using two sub-
sets of studies: those with volunteer recruitment into
the trial and those with household-
level recruitment.
The pooled point estimate for the association between
disability and physical IPV was higher in the study group
with household-level recruitment OR 2.05 (95% CI 1.61
to 2.61) vs the volunteer groups aOR 1.60 (95% CI 1.29
to 1.97), although the overlap in confidence intervals
suggests this is not a statistically significant difference.
The same pattern was seen for sexual IPV with the aOR
2.77 (95% CI 1.45 to 4.58) for the household sample,
vs aOR 1.51 (95% CI 1.25 to 1.84) for the volunteers. A
similar pattern was observed for emotional IPV although
the differences were more modest, while the direction of
difference was reversed for economic IPV. For emotional
IPV the household-level recruited study group was aOR
1.94 (95% CI 1.56 to 2.41) vs aOR 1.73 (95% CI 1.24
to 2.40) in the volunteer group. For economic IPV the
household-
level recruited study group was aOR 1.55
(95% CI 1.27 to 1.90) vs aOR 1.68 (95% CI 1.216 to 2.44)
in the volunteer group.
As further sensitivity analysis, calculations described
in table 3 were repeated with further adjustment for
available measures of education and food insecurity.
This resulted in no significant changes in findings, with
less than 10% attenuation in the point estimates for all
pooled aORs of association between disability and IPV
(online supplementary table S2), collectively suggesting
that these variables were not strong confounders of the
relationship between disability and IPV.32
Figure 1 graphically illustrates the study-specific and
pooled aORs and 95% CIs for physical, sexual, emotional
and economic IPV, as well as for physical and/or
sexual IPV (panel 5) and any IPV (panel 6). For most
measures, considerable heterogeneity is observed, and
it can be clearly seen that the dataset from Ghana is a
modest outlier for measures that include physical and/
or sexual IPV (Cochran’s Q and I² statistics for these associations, including the impact of omitting Ghana from
the pooled estimation, are provided in the online supplementary table 1). Only the smallest Sammanit Jeevan
study (n=200) shows no significant associations between
disability and IPV. However, apart from economic IPV,
the direction of association in this small study is consistent with other study-specific estimates, and the findings
from the larger, household-based Nepali study Change
Starts at Home (n=1800) are entirely consistent with the
other settings analysed.
The risk of experiencing all four forms of IPV, whether
examined separately or combined, increased with
increasing the severity of women’s disability (table 4). In
the studies with volunteer samples, the pattern was less
7
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younger, with 47% aged 30 years or younger, and a total
of 66.5% aged up to 35 years. However, there were some
much older women (<1% were 50 years or older). The
age range was widest in the family-centred study in Nepal
as the women enrolled included daughter-
in-
law and
mother-in-law pairs from the same household, with the
oldest women being 87. Overall, 30.2% of the women
had never attended any school, and in only one study
(South Africa) did all women have some schooling. In
Afghanistan, by contrast, the great majority of women
had no schooling. Just over half 53.1% (1958/3686) of
those enrolled in studies which collected employment
data said that they had worked or earned some income in
the 3 months preceding the baseline study.
The overall prevalence of disability among the 8549
women was 17.3%, with study specific prevalence ranging
from 5% to 31.7%. About one in five (21.1%) women
above 30 years of age had some form of disability with
study specific prevalence in this age group ranging from
6.9% to 36.1%. Disability prevalence among younger
women was 13%, with study specific prevalence ranging
from 1.3% to 25.4%.
More than a quarter (28.9%) of the women in the
seven studies experienced physical violence from male
intimate partners in the 12 months preceding the baseline studies, with study specific prevalence ranging from
8% to 59.6% (table 3). Close to a third (27.8%) of the
women had experienced sexual IPV, with study-specific
prevalence ranging from 5% to 48.3%. The overall prevalence for emotional IPV and economic IPV experience
was 41.4% and 26.7%, respectively, and just over half
(54%) of the women had experienced some form of IPV
(physical, sexual, emotional or economic), with study
specific prevalence of IPV ranging from 27.5% to 81.8%.
Three in four women who had experienced economic
IPV also experienced emotional IPV, and about 38.9%
women experienced either sexual or physical IPV.
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30.0

14.3
15.5
40.5
25.7

 Ghana

 Change Starts At Home, Nepal

 Rwanda-community

All studies

38.7
10.0
17.4
44.8
24.2

 Rwanda-Couples

 Ghana

 Change Starts At Home, Nepal

 Rwanda-community

All studies

57.8
20.6
28.4
61.4
37.7

 Rwanda-Couples

 Ghana

 Change Starts At Home, Nepal

 Rwanda

All studies

 Sammanit Jeevan, Nepal
 South Africa

20.7
41.2

39.3

21.0

 Afghanistan

Experienced economic IPV

63.1

63.3

 South Africa

14.0
53.8

59.3

72.8

41.6

38.6

79.6

16.7

18.0

45.5

55.6

30.3

35.0

48.9

37.1

6.0

44.3

55.4

19.1

 Sammanit Jeevan, Nepal

Experienced emotional IPV

27.6

 South Africa

 Sammanit Jeevan, Nepal

4.7

44.2

35.6

 Rwanda-Couples

35.5

20.0

 Afghanistan

8.0
65.2

58.2

Experienced sexual IPV

IPV risk
All studies

0.69 (0.28 to 1.69)
1.66 (1.14 to 2.44)

1.84 (1.49 to 2.27)

1.70 (1.33 to 2.18)

1.84 (1.19 to 2.85)

2.58 (1.80 to 3.70)

1.26 (1.01 to 1.58)

2.40 (1.71 to 3.38)

2.26 (1.43 to 3.57)

1.16 (0.50 to 2.68)

1.98 (1.36 to 2.89)

1.57 (1.25 to 1.96)

2.13 (1.33 to 3.40)

5.08 (3.47 to 7.44)

1.54 (1.23 to 1.92)

1.56 (1.04 to 2.32)

1.39 (0.35 to 5.59)

1.79 (1.48 to 2.17)

1.89 (1.51 to 2.37)

1.39 (0.81 to 2.41)

2.87 (1.95 to 4.23)

1.49 (1.19 to 1.86)

2.29 (1.61 to 3.24)

1.35 (0.91 to 2.01)

1.17 (0.36 to 3.83)

Among women
with disability* (%) aOR (95% CI)

 South Africa

8.0

Among women
without disability
(%)

Violence experienced in the past 12 months and disability

2
8

100

16

21

22

19

11

8

2

100

18

24

25

22

9

3

100

16

21

22

19

11

8

2

W1

0.64 (0.26 to 1.56)
1.66 (1.13 to 2.43)

1.73 (1.24 to 2.40)

1.27 (1.01 to 1.59)

2.41 (1.71 to 3.39)

2.26 (1.43 to 3.57)

1.16 (0.50 to 2.70)

1.51 (1.25 to 1.84)

1.51 (1.21 to 1.88)

1.55 (1.04 to 2.31)

1.28 (0.32 to 5.15)

1.60 (1.29 to 1.97)

1.47 (1.18 to 1.84)

2.25 (1.59 to 3.19)

1.35 (0.91 to 2.00)

1.11 (0.34 to 3.62)

aOR (95% CI)

IPV risk
Volunteer-recruited
studies

6
20

100

48

27

20

6

100

65

27

8

100

48

27

20

6

W2

1.94 (1.56 to 2.41)

1.70 (1.33 to 2.17)

1.84 (1.19 to 2.84)

2.57 (1.80 to 3.68)

2.57 (1.45 to 4.58)

1.58 (1.26 to 1.98)

2.17 (1.36 to 3.47)

5.22 (3.57 to 7.65)

2.05 (1.61 to 2.61)

1.91 (1.52 to 2.40)

1.42 (0.82 to 2.45)

2.95 (2.00 to 4.34)

aOR (95% CI)

IPV risk
Household-level
recruitment

Continued

100

28

35

37

100

28

35

37

100

28

35

37

W3
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Experienced physical IPV
 Sammanit Jeevan, Nepal

Table 3
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47.5
23.4

 Rwanda-community

All studies

45.7

20.0
52.7
19.5
24.7
57.6
35.0

 Afghanistan

 Rwanda-Couples

 Ghana

 Change Starts At Home, Nepal

 Rwanda-community

All studies

80.5
25.2
73.7
29.8
43.1
76.5
50.3

 South Africa

 Afghanistan

 Rwanda-Couples

 Ghana

 Change Starts At Home, Nepal

 Rwanda-community
All studies

84.2
71.7

53.9

54.3

80.7

43.9

87.1

28.0

1.68 (1.25 to 2.26)
1.88 (1.52 to 2.31)

1.64 (1.07 to 2.52)

3.04 (2.15 to 4.31)

1.53 (1.17 to 2.01)

2.40 (1.72 to 3.35)

1.65 (0.95 to 2.86)

1.17 (0.57 to 2.39)

1.93 (1.52 to 2.46)

1.78 (1.40 to 2.27)

1.89 (1.22 to 2.95)

3.75 (2.63 to 5.33)

1.61 (1.28 to 2.02)

2.25 (1.59 to 3.19)

16
100

21

22

19

11

8

2

100

16

21

22

19

11

8

2

100

16

21

22

19

11

1.75 (1.36 to 2.24)

1.53 (1.17 to 2.01)

2.40 (1.72 to 3.35)

1.65 (0.95 to 2.86)

1.17 (0.57 to 2.39)

1.66 (1.40 to 1.97)

1.59 (1.27 to 1.99)

2.22 (1.57 to 3.15)

1.35 (0.90 to 2.04)

1.21 (0.44 to 3.27)

1.68 (1.16 to 2.44)

1.65 (1.32 to 2.05)

2.89 (1.90 to 4.40)

aOR (95% CI)

100

48

27

20

6

100

48

27

20

6

100

48

27

W2

1.68 (1.25 to 2.26)
2.05 (1.49 to 2.84)

1.64 (1.07 to 2.52)

3.04 (2.15 to 4.31)

2.35 (1.59 to 3.46)

1.79 (1.41 to 2.28)

1.92 (1.23 to 3.00)

3.83 (2.69 to 5.45)

1.55 (1.27 to 1.90)

1.53 (1.22 to 1.92)

1.62 (0.98 to 2.68)

1.56 (0.82 to 2.99)

aOR (95% CI)

IPV risk
Household-level
recruitment

Models account for clustering and adjusted for age of participant (study mean-centred).
W1: study weight in pooled analysis of all studies.
W2: study weight in pooled analysis of volunteer-recruited studies.
W3: study weight in pooled analysis of studies with household-level recruitment.
*Women were classified as having a disability if their response to at least one of the questions on disability was ‘Yes, a lot of difficulty’ or ‘cannot do at all’.
aOR, adjusted OR; IPV, intimate partner violence.

27.3

 Sammanit Jeevan, Nepal

57.6

70.3

37.1

35.5

1.35 (0.9 to 2.05)

1.27 (0.47 to 3.45)

1.66 (1.45 to 1.89)

1.51 (1.20 to 1.89)

1.57 (0.95 to 2.60)

1.50 (0.78 to 2.87)

1.68 (1.35 to 2.10)

2.95 (1.94 to 4.50)

W1

IPV risk
Volunteer-recruited
studies

28
100

35

37

100

28

35

37

100

28

35

37

W3
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Any IPV

63.6

63.9

 South Africa

70.5

10.7

12.0

42.6

57.2

23.6

7.9

51.2

22.8

IPV risk
All studies

Among women
with disability* (%) aOR (95% CI)

 Sammanit Jeevan, Nepal

Sexual/physical IPV

17.2

5.8

39.0

9.3

Among women
without disability
(%)

 Change Starts At Home, Nepal

 Ghana

 Rwanda-Couples

 Afghanistan
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40.8
59.8
71.7

None

57.6

Severe

Moderate
Severe

26.9
42.9

None

30
42.6

Moderate

Severe

Moderate

16.7

46.5
59.3

Moderate

Severe

None

28.8

None

31.5
45.5

Moderate

Severe

44.3
16.8

Severe

None

20.1
31.3

None
Moderate

1.86 (1.57 to 2.21)
2.63 (1.95 to 3.55)

ref

2.64 (2.08 to 3.35)

1.72 (1.49 to 2.00)

ref

2.24 (1.86 to 2.69)

1.59 (1.39 to 1.82)

ref

2.49 (1.85 to 3.35)

1.80 (1.52 to 2.14)

ref

2.58 (1.97 to 3.38)

1.70 (1.44 to 2.02)

ref

2.40 (1.87 to 3.08)

ref
1.63 (1.40 to 1.91)

aOR (95% CI)

64.8
69.8

50.9

54.9

49

35.9

42.6

34.5

24.2

57.3

51.8

38.8

42.9

38.1

24.5

43.4

29.3
38

1.89 (1.44 to 2.49)
2.46 (1.56 to 3.90)

ref

2.41 (1.62 to 3.60)

1.90 (1.48 to 2.42)

ref

2.18 (1.40 to 3.40)

1.56 (1.2 to 2.04)

ref

2.35 (1.45 to 3.82)

1.80 (1.36 to 2.39)

ref

2.22 (1.74 to 2.84)

1.78 (1.44 to 2.21)

ref

2.33 (1.52 to 3.56)

ref
1.88 (1.45 to 2.44)

aOR (95% CI)

IPV prevalence
by severity of
disability* (%)

56
74

36.1

60.8

38.2

22.7

42.5

26.6

13.2

61.7

42.4

24.2

48

27.6

14.5

45.3

15.8
26

1.86 (1.50 to 2.30)
2.86 (1.94 to 4.21)

ref

3.02 (2.31 to 3.96)

1.63 (1.38 to 1.93)

ref

2.16 (1.71 to 2.74)

1.61 (1.35 to 1.93)

ref

2.68 (1.92 to 3.75)

1.80 (1.48 to 2.19)

ref

3.10 (2.02 to 4.76)

1.69 (1.32 to 2.17)

ref

2.62 (2.07 to 3.31)

ref
1.47 (1.24 to 1.74)

aOR (95% CI)

Household-level recruitment
IPV prevalence
by severity of
disability* (%)

*For this table, a participant who replied ‘Yes, some difficulty’ in at least one domain but had zero ‘Yes, a lot of difficulty’ or ‘Cannot do at all’ answers was classified as having moderate
disability; a participant who answered ‘Yes, a lot of difficulty’ or ‘Cannot do at all’ to any of the domains was classified as having severe disability.
IPV, intimate partner violence.

Any IPV

Sexual/physical IPV

Economic IPV

Emotional IPV

Sexual IPV

Physical IPV

Severity of
disability*

Volunteer-recruited studies
IPV prevalence
by severity of
disability* (%)

All studies

Association between past 12 months’ violence experience and degree of disability
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Discussion
This pooled analysis of data from seven studies in five
countries shows that there is nearly a twofold increased
risk of past 12 months’ experience of IPV among women
with disability compared to those without disability. This
association is consistent across different types of IPV, as
well as combined measures of IPV. We have also shown
that the association between past 12 months’ IPV and
disability strengthens with increasing severity of disability. These findings indicate that women with disabilities across diverse cultural contexts in the Global South
are at increased risk of experiencing IPV.
Our findings respond to the call in previous literature
for examining the association between disability and IPV
across settings using consistent strategies to measure both
disability and IPV,11 and to the urgent need to explore
these associations in detail in low and middle income
countries.11 These findings from diverse settings in the
Global South echo a similar demonstration of increased
risk of IPV among women with disability in the Global
North11–18 and build on the limited research on this topic
to date in the Global South.22–27 Our findings affirm that
the increased occurrence of IPV among women with
disability is a consistent global phenomenon, and strongly
indicate that interventions seeking to assist women experiencing IPV in in low and middle income countries, or
to identify groups at increased risk of IPV for prevention
programming, need to accommodate the likelihood that
an appreciable proportion of the target population will
have a disability.
A unique contribution of our analysis is the demonstration that the association between disability and risk of IPV
increases with increasing severity of disability. We demonstrated that not only are women with moderate levels
of disability at increased risk of IPV compared to those
reporting no disability, but women with severe disability
are in most cases at greater risk of IPV than those with
only moderate disability. This trend of increasing risk of
IPV associated with increasing severity of disability held
across multiple dimensions of IPV including physical,
sexual, emotional, economic and an overall measure of
Chirwa E, et al. BMJ Global Health 2020;5:e002156. doi:10.1136/bmjgh-2019-002156

any IPV. These findings are an urgent call for policy and
decision-makers aiming to respond to, or prevent, IPV
that their services must be made as accessible as possible
to women with a wide range of disabilities, and equally
that services for people with disabilities must be equipped
to respond to IPV. Greater cooperation and sharing of
expertise and best practices between women’s organisations and disabled people’s organisations is unquestionably warranted.
The findings presented here are consistent across
geographical settings and a range of sensitivity analyses. Of the seven studies included, only the smallest,
Sammanit Jeevan in Nepal, showed any points estimates
below 1.00 (in two models out of six). This study’s design
was an outlier among those presented here in several
respects: it had the smallest sample size (n=200), widest
age range (18 to 87), lowest prevalence of physical/sexual
IPV (11.0%) and is among the studies with high disability
prevalence (25.0%), in part related to the older age of
some participants. Interestingly, our analysis of heterogeneity of the estimates (online supplementary table S1)
showed that Ghana was the most numerically significant
outlier, with the highest estimated aOR for the association
between disability and IPV. Nevertheless, the conclusions
from our pooled models remain the same if either Nepal
or Ghana is excluded from the pooled analysis (data not
shown). Further confidence in the conclusion of a strong
association between disability and IPV lies in the fact that
when we split the pooled analysis into volunteer samples
(less representative) vs household surveys (more representative), the more representative household surveys
yield higher points estimates for the association between
disability and recent IPV. Finally, testing possible socio-
demographic confounding variables (education and
food insecurity) in the models yields no changes in statistical significance and less than a 10% change in any point
estimates of the association. We conclude that our findings are robust and coherent across a range of analytic
approaches, which lends considerable confidence to our
fundamental conclusions of a strong association between
disability and recent experience of IPV, as well as the
conclusion that more severe disability is associated with
increased likelihood of reporting recent IPV.
Strengths and limitations
The main strength of this study lies in the synthesis of data
from multiple countries with considerable consistency in
the measurement of both past 12 months’ experience
of IPV and current disability status, both of which were
assessed using measures specifically designed to generate
estimates that could be compared across different countries.30 33 This results in an ability to compare findings
across settings that has so far been lacking in research
on associations between disability an IPV in the Global
South. However, there were some minor differences in
the lists of questions used between studies, resulting from
the need to tailor surveys to specific settings and specific
programmes. In addition, the WG-SS of questions are
11
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clear, with little difference in effect size by violence severity
for physical and sexual IPV, and sexual IPV associations
did not show a dose response relationship with severity
of disability. In the studies with household recruitment,
the dose–response pattern was seen with all measures
of violence and the effect was statistically significant for
physical and sexual IPV. As above, all analyses described
in table 4 were repeated with further adjustment for
available measures of education and food insecurity. This
again resulted in less than 10% attenuation in the point
estimates for aORs of association between disability and
IPV (online supplementary table S3), affirming that the
association between severity of disability and increasing
risk of IPV is not meaningfully confounded by these
variables.

BMJ Global Health

Conclusion
IPV prevention and response programmes in the Global
South must become more skilful in explicit outreach to
and inclusion of women with disabilities, and ensure that
communication channels, venues, programme materials
and activities are developed with maximum accessibility
in mind. Partnerships with, and visible leadership from
women with disabilities and disabled people’s organisation will be essential to ensure skilled and inclusive
programmatic responses to address IPV among women
with disabilities. While all women included in projects
reported here were physically and cognitively able to
participate in research interviews, it seems highly likely
12

that the association between increasing severity of disability and increasing vulnerability to IPV would extend
to women with more severe disabilities. This will be an
essential question to address in future research and intervention work, and will likely require further advances in
data collection techniques and development of appropriate guidelines on safety and ethics for researchers and
programme planners.
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limited in their ability to capture disabilities related to
mental health conditions or chronic illness.34 We recognise that some women with disabilities will have been
classified as non-disabled as a result of these limitations.
Likewise, the unevenness in measures of economic and
emotional IPV and the absence of a sexual IPV measure
in Afghanistan will have misclassified some women as
not experiencing recent IPV. All measures of disability
and recent experience of IPV relied on self-report, and
are therefore likely to be underestimated due to disclosure bias. The collective result of these under-estimates,
however, would likely be to bias our findings toward the
null. A further limitation of this analysis was our inability
to fully include potentially important covariates such as
education, poverty and employment due to contextual
differences in how these were assessed across settings.
Where future research on this topic takes place with
more homogenous study populations, it will be valuable
to explore how the association between disability and
IPV may be mediated or moderated by such factors, to
help inform effective prevention of and response to IPV
among women with disabilities.
This research was cross-sectional and so we cannot draw
conclusions about the extent to which the measured associations reflect an increased risk of IPV among women
with disabilities vs the extent to which reported disabilities
may reflect the consequences of IPV. It is likely that both
of these pertain to varying extents. In using a measure of
past 12 months’ exposure to IPV, we have tried to contemporaneously link disability with exposure to violence, but
it is still not possible to determine which preceded the
other without information on when the disability was
acquired. These temporal directions of these relationships will need to be further elucidated through more
detailed, and ideally longitudinal, research.
All studies included here had explicit inclusion criteria
around the ability to both consent to and participate in
research interviews that led to the exclusion of women
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