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Abstract

Purpose

Spousal violence against women is a global public health problem. In India,
approximately 40% of women report spousal violence. Like physical and
sexual violence, emotional violence may be a determinant of women’s health.
This study explores the association between exposure to spousal emotional
abuse and poor reproductive outcomes in Indian women.
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Data on 60,350 women, collected in the Third Indian National Family Health
Survey were analysed to assess the impact of spousal emotional abuse on
seven reproductive outcomes: age at first birth, number of children, terminated
pregnancies, unwanted pregnancies, access to prenatal and skilled delivery
care, and breastfeeding. Spousal emotional abuse was assessed using two
overlapping constructs: emotional violence and controlling behaviour.
Multivariable logistic regression was used for analysis.
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Results

Spousal emotional violence and controlling behaviour was reported by 16 and
38% of the women, respectively. In unadjusted analyses, spousal emotional
violence was associated with all adverse reproductive outcomes, except
breastfeeding. Controlling for socio-demographic risk factors attenuated the
association, and further adjustment for other forms of violence removed all
significant associations. Spousal controlling behaviour was significantly
associated with all outcomes, except breastfeeding. The effects remained
statistically significant in multivariable regression.
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Conclusions

Women’s experience of violence may be under-reported. When other forms of
violence were adjusted for, emotional violence was not associated with
adverse reproductive outcomes, whereas controlling behaviour remained
associated with all but one adverse reproductive outcome. Therefore, spousal
controlling behaviour requires further investigation as a determinant of
reproductive health.

Keywords
Emotional abuse
Intimate partner violence
Women’s health
India
Reproductive health



09/03/2018 e.Proofing

http://eproofing.springer.com/journals_v2/printpage.php?token=56HwB7CjJUt5qhULQx3pTeOgP0mvfunN3yu8V-Gh9IGyVe6BPk_UnQ 3/25

Introduction
Violence against women is widely regarded as a global public health problem [1,
2]. Evidence indicates that most incidents of violence against women happen in
the home, with spouses or partners being the most common perpetrators [2, 3].
Intimate partner violence (IPV) can take the form of physical or sexual violence,
or of psychological or emotional abuse. Emotional abuse can comprise
humiliation, controlling behaviour, isolating a woman from her friends or family,
denying her access to basic resources and deliberately belittling her [4]. The
estimated prevalence of psychological or emotional partner abuse ranges from
20 to 75% across the world, and is commonly present with other forms of
violence. Some victims report that emotional abuse is, at times, perceived to be a
greater torment than physical or sexual abuse [5].

Exposure to IPV can have immediate and long-term physical and psychological
health effects on women and their families [5, 6]. Both emotional abuse and
coercive, controlling behaviour from the spouse have been described as forms of
psychological abuse women experience [7]. Global estimates of the influence of
IPV on health do not usually take emotional abuse into account. The reasons
cited for leaving out emotional abuse are that there is no single cross-cultural
definition of emotional abuse, and no cross-culturally acceptable measure exists
[1, 5]. However, it could be argued that there is a greater need to address the
issue of clearly defining emotional abuse in various cultural contexts and
assessing health effects it might have.

Physical and sexual IPV has previously been found to be associated adverse
reproductive outcomes, including unintended pregnancies [8]. The associated
loss of autonomy and control is a form of emotional abuse that limits women’s
reproductive choices and can lead to poor reproductive outcomes [9, 10, 11].
Lower autonomy, assessed in the domains of control over finances, decision -
making power, and freedom of movement, has previously been seen to be
associated with poor access to antenatal care services in India [9]. While women
who experience intimate partner physical and sexual violence have also been
seen to have babies with lower birth weights, have poor gestational weight gain,
increased perinatal and neonatal deaths, and lesser breastfeeding [8], the
evidence for the impact of emotional abuse on these outcomes is more limited.
The previous studies measuring nonphysical or psychological partner abuse have
found associations with sexually transmitted infections, chronic pelvic pain, and
low birth weight of full-term neonates, suggesting that emotional abuse has a
role to play in women’s reproductive health [12, 13].
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There is substantial evidence of widespread violence against women in India
[14, 15, 16]. IPV during pregnancy is associated with adverse reproductive
outcomes and behaviours [17, 18, 19] and, while the impact of physical and
sexual violence on unwanted pregnancies and child health has been explored
[20, 21], to our knowledge, there has been no study that focussed on the role of
exposure to emotional abuse in affecting reproductive health of Indian women.
In this paper, we examine the association between spousal emotional abuse
throughout a woman’s life and a broad range of reproductive outcomes and
behaviours among Indian women, using the cohort from the third Indian
National Family Health Survey.

Methods

Data source
The National Family Health Surveys are country-wide cross-sectional surveys
conducted with a representative sample of households throughout India that
provide a demographic and health database for the country. These use
standardised questionnaires, sample designs, and field procedures to collect data
in different settings [22]. The NFHS-3 provides the most recent country-level
information for India on spousal domestic violence as well as reproductive
health outcomes. All the details about the survey procedure and final reports
have been made available online [22]. NFHS-3 collected information from a
nationally representative sample of 124,385 women belonging to 109,041
households.

A multi-stage stratified sampling method was used for this survey. Details of the
stratification techniques used are available online [22]. At the rural level, two-
stage sampling was done. The 2001 Census list of villages served as the
sampling frame. In the first stage, villages, which were the Primary Sampling
Units (PSUs), were selected with probability proportional to population size
(PPS). In the second stage, households were randomly selected from these PSUs.
In the urban areas, sampling was conducted in three stages. In the first stage,
wards were selected with PPS. In the next stage, one census enumeration block
(CEB) was randomly selected from each sample ward. In the third and final
stages, households were randomly selected from each selected CEB.

Interviews were conducted with all women aged 15–49 years who were usual
residents of the selected household or visitors who stayed in the household the
night before the survey [23]. While the women’s questionnaire was given to
every woman in the selected households, the domestic violence module was
administered to only one eligible woman randomly selected in each selected
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household. The interviews were completed only if they could be conducted in
complete privacy without interruption from other household members. To
maximise the representativeness of the data and to account for unequal
probability of selection or differential response rates, national and state-level
weights were devised. An additional set of domestic violence weights were
calculated to ensure representativeness of the sub-sample of women selected for
the domestic violence module [23].

For this study, the sample was restricted to the subset of women who were
selected for the domestic violence module of the survey and had ever been
married and pregnant. See Fig. 1 for details of the study population, detailing the
exclusions applied.

Fig. 1

Flow chart to show the study population
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Emotional abuse variables
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Spousal emotional violence

The NFHS-3 used a shortened and modified version of the revised Conflict
Tactics Scale (CTS-2) to assess exposure to spousal violence among survey
participants. The Conflict Tactics Scale has been widely in use since the 1970s
in a wide variety of cultural settings. The scale has good reliability (alpha
ranging from 0.79 to 0.95), and there is good evidence for construct and
discriminant validity in a variety of cultural settings [24]. Questions were asked
to ascertain three forms of spousal violence ever inflicted upon women:
emotional, physical, and sexual spousal violence. The questions which are asked
to determine exposure to different types of spousal violence are summarized in
Table 1. These questions were used to derive an ‘ever-experienced emotional
violence’ variable, coded yes = 1 (women responded yes to any of the three EV
questions), and no = 0 (women responded no to all EV questions).

Table 1

Spousal violence questions used in this survey

(Does/ did) your (last) husband ever do any of the following things to you?

(a) Slap you (Physical
violence)

(b) Twist your arm or pull your hair (Physical
violence)

(c) Push you, shake you, or throw something at you (Physical
violence)

(d) Punch you with his fist or with something that could hurt you (Physical
violence)

(e) Kick you, drag you or beat you up (Physical
violence)

(f) Try to choke you or burn you on purpose (Physical
violence)

(g) Threaten or attack you with a knife, gun, or any other weapon (Physical
violence)

(h) Physically force you to have sexual intercourse with him even
when you did not want to

(Sexual
violence)

(i) Force you to perform any sexual acts you did not want to (Sexual
violence)

(j) Say or do something to humiliate you in front of others (Emotional
violence)

(k) Threaten to hurt or harm you or someone close to you (Emotional
violence)
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(Does/ did) your (last) husband ever do any of the following things to you?

(l) Insult you or make you feel bad about yourself (Emotional
violence)

Spousal controlling behaviour

The survey also included questions on spousal controlling behaviour, as an
important aspect of emotional abuse. These questions were used to derive a
variable denoting the extent of controlling behaviours, coded 0, 1, 2, and ≥ 3
types of controlling behaviour reported (summarized in Table 2).

Table 2

Spousal controlling behaviour questions used in the survey

Husband jealous if respondent talks with other men

Husband accuses respondent of unfaithfulness

Husband does not permit respondent to meet her girl friends

Husband tries to limit respondent’s contact with family

Husband insists on knowing where respondent is

Husband does not trust respondent with money

Study outcomes
Two sets of outcomes were analysed in this study. The first set measured
reproductive outcomes over women’s reproductive life to date. These included
having a first birth under 18 years of age, reporting any termination of
pregnancy, and having borne more than two children. Two children were chosen
as the threshold, because a majority of Indian women of the reproductive age
group report that they do not want to bear more than two children, and a target
total fertility rate of 2.1 was decided upon by a national population policy [25,
26]. All women were included in this analysis (n = 60,350).

The second set of outcomes was based on information collected about
pregnancies in the 5 years preceding the interview. These included unwanted
pregnancies in the last 5 years, breastfeeding (indicating whether the children
born in the last 5 years had been breastfeed for at least 1 month), and utilisation
of antenatal care and skilled delivery care for the study participant’s last
pregnancy. Women who reported a pregnancy in the last 5 years were included
(n = 26,487).
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Potential confounding factors
Socio-ecological models proposed by Krug et al. and Swahnberg et al. which
influence exposure to spousal violence were explored for plausible independent
associations with poor reproductive outcomes [6, 27]. The socio-economic and
demographic factors that have been shown to influence IPV in large-scale
studies and can also have independent, plausible associations with poor
reproductive health were included as potential confounding factors [1, 4, 28].
These were then included in the regression models analysing spousal emotional
violence and birth outcomes. The potential confounding factors included in the
multivariable regression models were age of the women (15–19, 20–24, 25–29,
30–34, 35–39, 40–44, and 45–49 years), level of education of women (no
education, primary education, secondary education or higher education) and of
their partners (same groups), employment status of the women
(employed/unemployed at the time of the interview), religion (Hindu, Muslim,
Christian, other), caste (Scheduled Caste, Scheduled Tribe, Other Backward
Classes, others, as defined in the Indian Constitution), and wealth quintile that
the selected women’s household belonged to (where group one was the poorest
and group five was the richest group). Finally, the presence of other forms of
spousal violence, either physical or sexual, was considered as a co-variate in the
analyses.

Statistical methods
The prevalence of spousal emotional violence was determined. The demographic
and socio-economic characteristics of the study population were described, by
exposure groups. Unadjusted odds ratios were obtained using logistic regression.
The effect of exposure to spousal emotional violence and spousal controlling
behaviours on reproductive outcomes of interest was analysed separately.
Multivariable logistic regression was then performed in which potential
confounding variables (as listed above) were included. All these confounders
were included on theoretical grounds regardless of statistical significance, as it is
known that the significance of association with the outcome is not the sole
determinant of the degree of confounding [28, 29]. Analyses were conducted in
two stages, first adjusting for socio-demographic and economic covariates, and
then final models including variables indicating any reported sexual or physical
violence. All analyses were completed using the survey commands in STATA
version 13 (STATA Corp, College Station, USA), which accounts for the
clustered, stratified design of the study [30]. All reported percentages and odds
ratios are weighted using survey commands and all reported sample sizes are
actual numbers of individuals.
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Results
A summary of the descriptive analysis of demographic and socio-economic
characteristics of the sample are presented in Table 3. Of the women analysed
for this study, 14% reported exposure to spousal emotional violence, and only
4% of them reported exposure to emotional violence in the absence of sexual or
physical violence. Among the women included for analysis, 38% reported
exposure to spousal controlling behaviour. Overall, women who reported
emotional violence or controlling behaviour from their spouse were more
deprived than those who reported no violence. Women who experience
emotional violence, and those who report spousal controlling behaviours, tend to
be poorer, living in rural areas, and less well educated. A greater proportion of
women who experience emotional abuse were employed at the time of
assessment. While age was not significantly different between women who
experience emotional violence and those who did not, there was an association
between age and controlling spousal behaviour, with those exposed tending to be
younger.

Table 3

Characteristics of the study population

Characteristics,
N (%)

All Emotional
violence Controlling behaviours

 No Yes No 1 type 2
types

≥ 3
types

60,350
(100%)

51,809
(86%)

8,541
(14%)

37,125
(62%)

9,630
(16%)

7,369
(12%)

6,226
(10%)

Age group    *    

 15–19 4.4 4.4 4.0 3.6 4.9 4.8 6.8

 20–24 16.7 17.0 15.1 16.5 17.4 15.9 17.4

 25–29 19.9 19.9 20.2 19.6 20.7 20.1 20.3

 30–34 18.4 18.3 19.0 18.4 17.8 19.3 18.2

 35–39 16.6 16.5 16.9 16.7 16.2 16.7 16.4

 40–44 13.8 13.7 14.1 14.3 13.4 13.4 12.4

 45–49 10.3 10.2 10.7 10.9 9.7 9.8 8.4

Type of
residence  *  *    

*Association significant at the 5% level. Percentages expressed after accounting for
domestic violence weights in sample design and may not add up to 100% in all cases
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Characteristics,
N (%)

All Emotional
violence Controlling behaviours

 No Yes No 1 type 2
types

≥ 3
types

60,350
(100%)

51,809
(86%)

8,541
(14%)

37,125
(62%)

9,630
(16%)

7,369
(12%)

6,226
(10%)

 Urban 31.3 32.3 26.3 34.9 27.5 26.7 24.9

 Rural 68.7 67.7 73.8 65.1 72.5 73.3 75.2

Education:
woman  *  *    

 None 48.9 46.9 59.2 44.1 55.5 52.5 57.9

 Primary 15.2 14.8 16.8 14.9 14.6 15.6 16.9

 Secondary 30.6 32.2 22.2 33.8 26.7 28.1 23.3

 Higher 5.4 6.1 1.9 7.2 3.1 3.8 1.9

Education:
partner  *  *    

 None 27.4 25.8 35.9 24.6 30.8 29.6 33.4

 Primary 16.2 15.6 19.3 15.3 17.1 16.8 18.6

 Secondary 44.4 45.5 38.3 45.8 42.6 43.7 40.5

 Higher 11.3 12.4 5.7 13.6 8.8 9.2 6.5

Wealth Index
(quintiles)  *  *    

 Poorest 31.6 29.8 41.1 27.3 36.3 35.6 41.1

 Poorer 22.7 22.1 25.8 21.5 23.7 24.2 25.8

 Middle 17.9 18.1 16.5 18.9 16.9 16.7 15.7

 Richer 15.1 16.0 10.6 16.8 14.0 12.8 11.1

 Richest 12.7 13.9 6.1 15.5 9.2 10.7 6.3

Religion    *    

 Hindu 83.0 83.0 82.9 83.5 82.8 82.2 82.1

 Muslim 11.5 11.4 12.0 10.6 12.6 12.6 12.9

 Christian 2.2 2.2 1.9 2.6 1.7 1.3 1.6

 Other 3.3 3.3 3.1 3.3 2.9 3.9 3.5

*Association significant at the 5% level. Percentages expressed after accounting for
domestic violence weights in sample design and may not add up to 100% in all cases
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Characteristics,
N (%)

All Emotional
violence Controlling behaviours

 No Yes No 1 type 2
types

≥ 3
types

60,350
(100%)

51,809
(86%)

8,541
(14%)

37,125
(62%)

9,630
(16%)

7,369
(12%)

6,226
(10%)

Woman in employment *  *    

 No 61.9 63.5 53.5 63.0 61.1 62.2 57.8

 Yes 38.1 36.5 46.5 37.0 38.9 37.8 42.2

Caste  *  *    

 Scheduled caste 19.7 18.8 24.4 18.4 20.1 21.4 23.5

 Scheduled tribe 8.2 7.8 10.5 7.6 8.1 8.6 10.8

 Other backward
classes 40.8 40.9 40.1 41.9 42.1 36.5 38.4

 None 31.3 32.5 25.0 32.1 29.7 33.5 27.4

*Association significant at the 5% level. Percentages expressed after accounting for
domestic violence weights in sample design and may not add up to 100% in all cases

Impact of spousal emotional violence
Table 4 shows the results of the logistic regression analyses. In unadjusted
analyses, women who reported spousal emotional violence were significantly
more likely to have had a first child before they turned 18 years of age compared
to women who had no exposure to such violence (OR 1.46, 95% CI 1.35–1.57).
The findings remained statistically significant after adjusting for potential
confounders, although the strength of association decreased (OR 1.19, 95% CI
1.10–1.28). Once other forms of spousal violence were considered, however,
there remained no significant association between spousal emotional violence
and a low age at first birth. A similar pattern was observed for the odds having
had an unwanted pregnancy in 5 years preceding the survey [unadjusted OR 1.41
(95% CI 1.27–1.57), adjusted OR 1.07 (95% CI 0.95–1.21)], and having access
to skilled delivery care for pregnancies in the previous 5 years [unadjusted OR
1.76 (95% CI 1.57–1.98), adjusted OR 1.02 (0.87, 1.18)].

Table 4

Effect of spousal emotional violence and spousal controlling behaviours, on women’s
reproductive health outcomes
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Outcome

Ever EV
(baseline = 
none)

Controlling behaviours reported (baseline = no
controlling behaviours reported)

Any reported 1 issue 2 issues 3 or more

 Life-long adverse outcomes

 First birth at < 18 years of age

  Unadjusted 1.46 (1.35,
1.57)*

1.25 (1.16,
1.34)*

1.29 (1.19–
1.4)*

1.66 (1.52,
1.82)*

  Plus
confounders

1.19
(1.10,1.28)*

1.03
(0.96,1.12)

1.10
(1.02,1.2)*

1.27
(1.15,1.39)*

  Plus other
violence 1.09 (1.00,1.18) 1.00

(0.92,1.08)
1.07
(0.98,1.17)

1.19
(1.08,1.31)*

 Termination of pregnancy (any)

  Unadjusted 1.27
(1.17,1.37)*

1.06
(0.98,1.16)

1.01
(0.92,1.11)

1.23
(1.11,1.36)*

  Plus
confounders

1.33
(1.22,1.44)*

1.10
(1.01,1.2)*

1.04
(0.94,1.14)

1.30
(1.18,1.45)*

  Plus other
violence 1.00 (0.92,1.10) 0.99

(0.91,1.09)
0.94
(0.85,1.04) 1.04 (0.94,1.16)

 Number of children ever born (> 2)

  Unadjusted 1.40
(1.31,1.50)*

1.43
(1.34,1.53)*

1.34
(1.24,1.45)*

1.35
(1.25,1.46)*

  Plus
confounders 1.06 (0.97,1.14) 1.40

(1.29,1.52)*
1.27
(1.16,1.39)*

1.25
(1.13,1.37)*

  Plus other
violence 0.87 (0.80,0.95) 1.33

(1.23,1.44)*
1.22
(1.11,1.33)*

1.13
(1.02,1.25)*

Outcomes in last 5 years

 Unwanted pregnancy (any)

  Unadjusted 1.41
(1.27,1.57)*

1.20
(1.08,1.35)*

1.42
(1.25,1.62)*

1.46
(1.27,1.67)*

  Plus
confounders

1.32
(1.18,1.47)*

1.13
(1.01,1.27)*

1.37
(1.20,1.56)*

1.37
(1.19,1.58)*

  Plus other
violence 1.07 (0.95,1.21) 1.05

(0.94,1.18)
1.27
(1.11,1.45)*

1.17
(1.01,1.36)*

 Access to prenatal care (no)

  Unadjusted 1.52
(1.33,1.73)*

1.69
(1.48,1.92)*

1.71
(1.47,1.99)*

2.23
(1.91,2.62)*

*Association significant at the 5% level
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Outcome

Ever EV
(baseline = 
none)

Controlling behaviours reported (baseline = no
controlling behaviours reported)

Any reported 1 issue 2 issues 3 or more

  Plus
confounders 1.14 (0.99,1.31) 1.35

(1.17,1.54)*
1.42
(1.21,1.67)*

1.68
(1.40,2.00)*

  Plus other
violence 0.95 (0.81,1.11) 1.27

(1.11,1.46)*
1.35
(1.15,1.60)*

1.53
(1.27,1.85)*

 Skilled delivery care (no)

  Unadjusted 1.76
(1.57,1.98)*

1.63
(1.46,1.83)*

1.50
(1.31,1.71)*

2.13
(1.86,2.44)*

  Plus
confounders

1.18
(1.03,1.35)*

1.23
(1.08,1.39)*

1.15
(0.99,1.33)

1.35
(1.16,1.57)*

  Plus other
violence 1.02 (0.87,1.18) 1.17

(1.03,1.33)*
1.10
(0.95,1.28)

1.23
(1.05,1.44)*

 Breastfeeding (< 1 month)

  Unadjusted 1.19 (0.93,1.52) 0.92
(0.73,1.16)

0.97
(0.72,1.31) 1.12 (0.84,1.48)

  Plus
confounders 1.19 (0.93,1.53) 0.9 (0.72,1.14) 0.97

(0.72,1.30) 1.10 (0.82,1.46)

  Plus other
violence 1.20 (0.92,1.57) 0.9 (0.71,1.14) 0.96

(0.71,1.30) 1.07 (0.81,1.41)

*Association significant at the 5% level

The odds of having had a termination of pregnancy increased slightly after
adjustment for socio-demographic confounding factors [unadjusted OR 1.27
(95% CI 1.17–1.37), adjusted OR 1.33 (95% CI 1.22–1.44)]. However, once
other forms of spousal violence were adjusted for, there remained no significant
association between exposure to spousal emotional violence and higher odds of
having a terminated pregnancy.

No association was found between exposure to spousal emotional violence and
the odds of short duration of breastfeeding (less than 1 month or not initiating).
No statistically significant association between exposure to spousal emotional
violence and having borne more than two children or access to prenatal care
remained after adjusting for potential confounding factors.

Impact of spousal controlling behaviour
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Reported spousal controlling behaviour was more strongly associated with
adverse reproductive outcomes than reported emotional violence. In addition, the
experience of more controlling behaviours from a spouse was associated with
poorer outcomes which remained statistically significant after adjusting for
socio-demographic confounding factors, and spousal sexual and physical
violence.

The unadjusted odds of having a first birth before the age of 18 were higher
among women exposed to controlling behaviours from their spouse, and were
highest among those experiencing spousal control in three or more issues
compared to those without any experience of spousal controlling behaviours
[unadjusted OR single issue 1.25 (95% CI 1.19–1.40) and unadjusted OR three
or more issues 1.66 (95% CI 1.52–1.82)]. However, the association between
experiencing one or two control issues and birth under 18 years was no longer
significant when adjusted for socio-demographic confounding factors and
spousal sexual or physical violence, respectively. Women experiencing three or
more spousal controlling behaviours had significantly higher odds of having had
a pregnancy before the age of 18 compared to women who did not experience
such behaviours even after adjusting for socio-demographic confounding
variables and spousal sexual or physical violence [OR 1.19 (95% CI 1.08–1.31)].

Other reproductive outcomes which remained statistically significant in the
adjusted analysis among women who experienced three or more controlling
behaviours from their spouses were: having had more than two children, having
an unwanted pregnancy in the previous 5 years, poor access to prenatal and
skilled delivery care in the previous 5 years. Breastfeeding was not affected by
spousal controlling behaviours.

Discussion
Emotional violence and controlling behaviours both appear to be associated with
adverse reproductive outcomes in the unadjusted analyses, an association which
is substantially attenuated after adjusting for age and indicators of socio-
economic inequality. Few women reported emotional violence in the absence of
spousal physical or sexual violence. However, controlling behaviours, while
associated with other forms of violence, remained independently associated with
adverse reproductive outcomes even after taking reported sexual and physical
violence into account.

Characteristics of women reporting emotional abuse
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Spousal emotional abuse, in the form of emotional violence and controlling
behaviours, is associated with socio-economic disadvantage. Poorer women,
those with lower educational attainment, women from a ‘backward’ caste, and
those living in rural areas, were all more likely to report spousal emotional
violence and controlling behaviours. Men’s educational attainment was also
associated with spousal emotional abuse, with women with less well-educated
spouses reporting more emotional abuse. The observed association between
socio-economic disadvantage and emotional abuse is consistent with findings
from other parts of the world [5].

The effect of women’s age was inconsistent, with no observed association with
EV, while women experiencing controlling behaviours tended to be younger. The
relationship of IPV with age of the victim is inconsistent in the literature. Some
studies show an increase in partner violence in relation to age. This may be
because older age could lead to longer potential exposure to violence [1, 31].
Alternately, age may confer a higher status to women and can be protective in
some cases [15, 32]. Similar inconsistency is seen in the association between
employment status of women and exposure to spousal violence. It has been
suggested that employment can be empowering for women and can reduce the
exposure to violence [33]. Conversely, the empowerment which it confers may
be seen as threatening to the power balance in the relationship and can lead to an
increase in violence, as seen in India and Kenya [23, 34]. This study found a
higher likelihood of employment among women exposed to spousal emotional
abuse, consistent with the latter proposition. In our study, population women
who were in the poorest quintiles were more likely to work outside the home,
suggesting that employment status is capturing another aspect of poverty.

Although reported spousal emotional violence was more or less equally
distributed across women of different religions, it was seen that spousal
controlling behaviour was more frequently reported by Muslim women. On the
surface, it may appear that this reflects the traditional Islamic practices which
limit women’s autonomy. However, findings from other studies which show
regional, social, and cultural variations account for the apparent lack of
autonomy among Muslim women, more than religion itself does [10, 35]. The
data set used for this analysis did not permit further exploration of this
association. Further work may be designed to explore whether this is a
generalizable finding in the Indian context, and if so, what may be the reasons
for this association.

Emotional abuse and reproductive outcomes
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The definition and measurement of emotional abuse are matters of continuous
debate [1, 5]. Our findings suggest that emotional violence as measured by the
CTS in this survey is not in itself associated with poor reproductive outcomes,
but the broader concept of spousal control is strongly associated with poor
reproductive outcomes and access to services. In unadjusted analyses, ever-
reporting emotional violence was associated with all adverse reproductive
outcomes, except short duration of breastfeeding. Accounting for confounding of
economic and socio-demographic variables attenuated the association, which
was then no longer statistically significant for bearing more than two children or
access to prenatal care. These findings are consistent with other reports of higher
unplanned pregnancy among women with abusive partners, as well as having
more termination of pregnancies [16, 18, 36].

Further adjustment for other forms of violence including physical or sexual
violence removed all significant associations with adverse reproductive
outcomes. Emotional violence is very rarely present without physical or sexual
violence [5, 6]. Furthermore, exposure to physical as well as sexual violence has
adverse psychological consequences [37, 38]. As a result, it is difficult to unpick
the complex inter-relationships between different forms of abuse, and thus, there
is the potential for over-adjustment when including all types of abuse in the
models which may mask the true effect emotional abuse has on women’s health.

In India, where there is marked gender discrimination and inequality, women are
particularly vulnerable to violence at the hands of their spouses [34, 38, 39, 40].
Research suggests that economic empowerment, together with access to higher
education, is protective factors reducing the risk of IPV against women in India
[15, 34, 39]. However, other factors such as gender inequitable social norms can
also have a powerful effect; qualitative research has suggested that both men and
women expect some violence to be a socially acceptable part of the marital
relationship in India [41], although, at a policy level, IPV is considered wholly
unacceptable [42].

Women who experience emotional violence from their partner may have more
limited autonomy, due to controlling behaviour by their spouse. Emotional
violence can take the form of limiting their access to money, preventing them
from working outside the home should they wish to, or limiting their options
when it comes to travel or seeking healthcare [32, 40]. In addition, emotional
violence in the form of bullying and belittling may destroy a woman’s
confidence in her own ability and take away her ability to speak up and follow
her own wishes. In this way, women may be prevented from seeking
contraception or exerting their own control over their family planning (thus
explaining the higher proportion of unwanted pregnancies, of a greater than
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desired number of children, and of more termination of pregnancies), or from
accessing antenatal or skilled delivery care [9, 10, 11, 43, 44]. There is evidence
to show that victims of partner violence have an increased uptake of medical
services overall [45, 46]. The results reported here suggested a reduction in
uptake of prenatal care and skilled birth care in relation to spousal emotional
violence.

Care must be taken in the interpretation of these results. Even though women
exposed to all forms of spousal violence show greater utilisation of curative
services, they are consistently found to have poor utilisation of preventive
reproductive health services [17, 43, 46, 47]. In an antenatal clinic-based cross-
sectional study in England with 500 participants, women who requested for
abortion were found to be six times more likely to have experienced physical
partner violence, but only 3.6% of those women attributed the request to partner
violence [48]. It is indicative of the fact that quantitative data cannot explain
individual and socio-cultural perceptions of the effects of spousal violence.

There has been much debate over the value of screening for domestic violence in
health care settings with inconclusive outcomes [49]. Very few studies have been
done to assess the effectiveness of such screening programmes in health care
settings in India. Researchers have explored the use of maternity centres as
appropriate settings for screening domestic violence [50], but our findings show
that utilisation of prenatal care and skilled delivery care reduces with exposure
to spousal violence. Other studies have shown similar results with exposure to
violence during pregnancy [41, 43]. This brings into question the usefulness of
screening for violence at antenatal or maternity clinics. The feasibility and
appropriateness of routine enquiry for domestic violence in various health care
settings and communities in India should be explored in view of its effects on
health outcomes.

Strengths and limitations
The data for this study were obtained from a large survey, providing rich
information on the lives and circumstances of women in India. However, the
cross-sectional nature of the survey means that the temporality of observed
associations is difficult to establish. Some of the outcomes, such as a greater
number of children born, may have occurred before exposure to violence, and,
indeed, may have been a cause for the exposure to violence. While the rich
NFHS-3 data set allowed a wide range of potential confounders to be included in
the analysis, there is some potential for residual confounding due to unmeasured
factors. The study uses the most recent national data available on the exposure to
spousal violence and reproductive health of Indian women, yet they come from a
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survey conducted nearly a decade ago. The fourth National Family Health
Survey was conducted between 2015 and 2016, and although the official report
has been released, the data have not yet been made freely available for analysis
at the time of writing [51]. As such, it cannot claim to be representative of the
present situation in India.

The overall prevalence of emotional violence (14%) in this study is lower than
may be expected for this population. It is known that women are usually
reluctant to disclose violence, regardless of the methods used to assess violence
[1]. This may reflect under-reporting by participants, refusal to participate by
those who experience violence, or a possibility that families of women
experiencing violence were more likely to interrupt the interview (thus
excluding them from analysis). The National Family Health Surveys include the
domestic violence module as a part of a larger demographic and health survey.
Although these contain a detailed module and attempt to ask specific questions
about a wide range of factors related to violence, dedicated surveys for domestic
violence are better suited to collect accurate information on partner violence
than large surveys with a domestic violence component [52].

The Conflict Tactics Scale adapted for this survey is a widely used valid and
reliable scale for assessment of partner violence [24, 53]. However, it does not
measure emotional aspects of physical and sexual violence; it measures exposure
to emotional violence by itself. There is, therefore, potential for some
misclassification of the exposure and outcome, which would serve to under-
estimate the true effect. Spousal controlling behaviours may be deemed more
culturally acceptable (or expected) and, therefore, are not considered abusive by
many women in India [39, 54]. The emotional violence questions do not capture
this aspect of abuse, asking only about husbands insulting, threatening, or
humiliating their wives. Cultural acceptability may also influence reporting, so
that while women recognise the abusive nature of threatening, humiliating, or
insulting behaviours (and may perhaps under-report), they may not consider a
spouse who does not allow them to control their own money (for example) to be
particularly negative and may feel more comfortable reporting it.

Conclusion
Emotional violence in the form of humiliating, insulting, or threatening
behaviours is reported by nearly 1 in 7 of Indian women, most often in
conjunction with physical and/or sexual violence. Spousal controlling
behaviours are reported by more than a third of respondents. While spousal
emotional violence does not appear to have a significant impact after the adverse
effects of physical and sexual violence are accounted for, untangling the separate
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effects of different types of violence is challenging. An observed association
between spousal emotional abuse in the form of controlling behaviours and
adverse reproductive outcomes, in the absence of a statistically significant effect
of spousal emotional violence, highlights the complexity of assessing the
consequences of emotional abuse. It also highlights that the need to study the
role spousal controlling behaviour plays in influencing women’s health.

There remains an urgent need to explore the role of public health in addressing
the issue of violence against women in India. If found feasible, spousal abuse
screening in institutions of reproductive health care provision might be an
effective intervention to address both problems. Violence against women is a
social vice that not only hurts a vulnerable section of society; it also affects the
health and lives of future generations. More importantly, it is a preventable
problem, and one that must not be left unaddressed. The legal approach to
tackling the problem of violence has traditionally been used. A public health
approach to what was previously a purely legal framework of dealing with
violence has often been discussed [55]. Preventive measures such as training
people in non-violent resolution of disputes, and reducing access to weapons and
alcohol are believed to be complementary to the judicial system [55, 56]. The
findings from this study indicate that prevention of violence can also have long-
term public health benefits.
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