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Summary

Violence against women is embedded in most cultures with pregnancy associated with higher rates. This study assessed the pattern
of violence in pregnancy in two maternity centres in Ibadan, Nigeria. This was a cross-sectional study of antenatal clinic attendees,
between 1 and 31 March, 2007 at the University College Hospital (UCH) and the Adeoyo Maternity (AMH). By systematic
random sampling, 404 women were interviewed. Analysis was done by means, y*-test (at 5% level of significance) and logistic
regression. At UCH and AMH, 156 (38.7%) and 248 (61.3%) were studied, respectively. The prevalence of abuse was 17.1% (69
women). The perpetrator was most often an intimate partner (48, 66.1%). The commonest act of violence was a threat of abuse
(23, 33.3%). The most frequent reason for the abuse was demand for money. Women in polygamous unions (p = 0.035), attending
Adeoyo hospital (p=0.00) or with secondary school or less education (p =0.004) had higher levels of abuse. Regression analysis
revealed women attending AMH were 3.6 times more likely to be abused (95% CI for OR=1.69-7.81). Violence is not

uncommon in this population. Education and employment may reduce these acts.
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Introduction

The Declaration on the Elimination of Violence Against
Women, adopted by the United Nations in 1992, defines
violence against women as: ‘Any act of gender-based violence
that results in or is likely to result in physical, sexual or
psychological harm or suffering to women, including threats of
such acts, coercion or arbitrary deprivation of liberty, whether
occurring in public or private life’ (WHO 1997; Umeora et al.
2008). Violence against women is deeply embedded in most
cultures and condoned by society as an unfortunate aspect of
being a woman (Donnay 1997; Fawole et al. 2008). Although
domestic violence is a neutral term, in most cases it is a gender-
specific situation of men perpetrating violence against women.
When women strike out against men within relationships or
families, it is usually in self-defence (Ogbuji 2004; Shane and
Ellsberg 2002). These acts are regardless of whether the couple
is living together. Although, domestic violence by other family
members can occur or occur with same-sex relationships, it is
argued that male partners particularly use violence in order to
maintain dominance and control over female partners (Harwin
1997; Aimakhu et al. 2004). It is one reflection of the unequal
power relationship between men and women in societies
(Schmuel and Sshenker 1998; Aimakhu et al. 2004).

Violence against women has been observed as resulting in
negative health consequences, including significant level of
morbidity, debility and mortality among women world-wide.
Thus, it has become a major issue in contemporary discourse
within the health and development sectors (Garcia-Moreno

2002; Adeyemi et al. 2005). Risk factors associated with
violence include young age, poor education, drug and alcohol
abuse and emotional instability (Fawole et al. 2003; Fawole
et al. 2008). Pregnancy has been documented as being
associated with higher rates of violence against women (Stark
and Elicraft 1995; Gelles 1975; Fawole et al. 2008). This is of
particular concern because of the risk to the mother and the
developing fetus. A blow to a pregnant woman’s abdomen can
cause adverse outcomes such as pre-term labour and delivery,
placental abruption, feto-maternal haemorrhage, fetal injury
and death (Petersen et al. 1997; Cokkinides et al. 1999; Diaz-
Olavarrieta et al. 2007; Ezechi et al. 2004). Aside from the
physical consequences, psychological implications of domestic
violence in pregnancy include stress, depression and addiction
to alcohol and drugs. These are risk factors for low birth weight
(Lu et al. 2003; Umeora et al. 2008; Naumann et al. 1999).
The stress associated with abuse may exacerbate chronic
conditions of the mother (Naumann et al. 1999). Given the
association of battering and depression, it is reasonable to
assume that some women diagnosed as manifesting postpar-
tum depression may be experiencing abuse from an intimate
partner (Naumann et al. 1999; Campbell et al. 1996).

The World Health Organization recognises that violence
against women constitutes a serious health risk to women, their
families and their communities (WHO 1996). Routine screen-
ing of all women during pregnancy for any form of domestic
violence has been advocated (Ameh and Abdul 2004; Diaz-
Olavarrieta et al. 2007). The objectives of this study were to
assess the pattern and prevalence of violence against pregnant
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women presenting for antenatal services in two urban
maternity centres in Ibadan.

Methods

This was a hospital based cross-sectional study of antenatal
clinic attendees. The study took place between 1 and 31
March, 2007 at the antenatal clinics of the University College
Hospital and the Adeoyo Maternity, both in Ibadan, south-
western Nigeria. The antenatal clinic of the University College
Hospital manages about 60-80 patients per clinic day while
Adeoyo Maternity manages about 90-120 patients per clinic
day. The pregnant women who attended these antenatal
clinics during the study period and who consented to
participating in the study formed the study population.

The calculated sample size of 328 was approximated to 400
and split in a ratio of 3:2 in favour of Adeoyo Maternity. This
gave a sampling size of 156 for the University College Hospital
and 248 for the Adeoyo Maternity. A systematic random
sampling was carried out. The data collection was done using
interviewer administered semi-structured questionnaire.

The questionnaires were checked for data entry errors.
Entry was done into the SPPSS software version 12. Mean,
standard deviations and proportions were used to summarise
variables. The relationship between abuse and the bio-data of
the subjects were tested using the y’-test at 5% level of
significance. Logistic regression analysis was also performed.

Ethical clearance and approval was sought from the joint
UI/UCH Institutional Review Board. Informed consent was
obtained from the pregnant women after giving them
information about the study and ascertaining that they fully
understood it.

Results

A total of 404 pregnant women were studied. A total of 156
(38.7%) of the women were studied at the University College
Hospital, while the remainder (61.3%) were at the Adeoyo
Maternity. The mean age of the women was 28.7 years
(£+5.0). Table I shows the sociodemographic characteristics
of the women studied. About two-thirds of the women were
between 25 and 34 years of age. The majority of the women
were married. Almost half of the women were in their first
pregnancy. Women in monogamous unions accounted for
90.8% (367) of the marriage types. Most of the women had
had some form of formal education. Christians constituted
over half of the respondents. Most respondents were Yoruba,
reflecting the geographic region in which the study was done.

The prevalence of abuse was 17.1% (found in 69 women).
Table II shows the perpetrator, type of abuse experienced and
the reasons for the acts of abuse. The perpetrator was most
often an intimate partner, i.e. husband or boyfriend. The
commonest act of violence experienced was a threat of abuse.
The most frequent reason given for the abuse was demand for
money by the woman. Table III shows the bivariate
associations between abuse and sociodemographic character-
istics. Higher proportions of abuse were noted among women
who were <24 years of age. These differences were however
not statistically significant. Similar proportions of women
reported violence among the primigravidae (36, 18.6%) and
the multipara (34, 16.2%). Women in polygamous unions or
attending Adeoyo hospital also had higher proportions of
abuse. The difference was statistically significant, p =0.035
and p=0.00, respectively. More women who had secondary
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Table I. Sociodemographic characteristics of the participants.

Frequency (%)

Age (years)

<24 80 19.8

25-29 141 34.9

30-34 129 31.9

>35 54 13.4
Marital status

Married 396 98.0

Single 8 2.0
Parity

Primigravidae 194 48.0

Multipara 210 52.0
Educational status

None 10 2.5

Primary 48 11.9

Secondary 127 31.4

Tertiary 219 54.2
Religion

Christianity 236 58.4

Islam 168 41.6
Tribe

Yoruba 365 90.5

Ibo 12 3.0

Hausa 14 3.4

Others 13 3.1

Table II. Perpetrator, type of abuse and reasons for abuse.

Frequency (%)
Perpetrator of abuse
Husband 45 63.2%
Boyfriend 3 2.9%
In-laws 5 5.9%
Neighbours 7 8.8%
Strangers 2 1.5%
Others 7 8.8%
Type
Threats of abuse 23 33.3%
Financial deprivation 17 24.6%
Husband communicating less 17 24.6%
Husband refusing to eat 12 17.4%
Forced physical activities 11 15.9%
Beating/slapping 6 8.7%
Forced sex/sexual harassment 4 5.8%
Denying sexual relationship 4 5.8%
Others 3 4.3%
Reasons for abuse
Demand for money 11 15.9%
Not satisfying husband sexually 7 10.1%
Unplanned pregnancy 4 5.8%
Woman is unemployed 3 4.4%
Living alone 3 4.4%
Woman has only female children 1 1.5%

school or less education also had higher levels of abuse. The
difference was significantly higher, p =0.004. Being Yoruba
was associated with higher abuse prevalence but the result was
not statistically significant. Regression of abuse on the
variables significant at 10% (Table IV) revealed that women
attending Adeoyo Maternity were 3.6 times more likely than
those at the University College Hospital to be abused (95% CI
for OR=1.69-7.81). The other variables were not significant.
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Table III. Bivariate association between abuse and sociodemographic
characteristics.

Abuse
Yes No
P

Variable n (%) n (%) 7> value
Age (years)

<24 (n=84) 19 214 65 78.6 3.688 0.297

25-29 (n=138) 18 13.0 120 87.0

30-34 (n=126) 24 19.1 102 80.9

>35 (n=56) 8 143 48 85.7

Marriage type
Monogamous (z=371) 59 15.9 312 84.1 4.435 0.035
Polygamous (z=33) 10 30.3 23 69.7

Educational status
Primary or less #=57) 17 29.8 40 70.2 10.886 0.004
Secondary (n=128) 26 20.3 102 79.7

Tertiary (n=219) 26 11.9 193 88.1

Tribe
Yoruba (n=367) 65 17.7 302 823 1.0323 0.310
Others (n=37) 4 10.8 33 89.2

Facility type
UCH (n=157) 12 7.6 145 924 15.948 0.000
Adeoyo (n=247) 57 23.1 190 76.9

Table IV. Multivariate logistic regression analysis of abuse on variable.

95%
Odds CI for
Variable B ratios  odds ratios p value
Facility type
Adeoyo vs UCH 1.292 3.683 1.69-7.81 0.001
Education: <2° vs 3° 0.193 1.213 0.65-2.27 0.544

Monogamy vs polygamy —0.585 0.557 0.23-1.33 0.189

B = regression estimate. The B exponential gives the odds ratio.
° = educational level; 2° = secondary school; 3° = tertiary level of
education.

About 36 (52%) of the women had been abused outside
pregnancy. The proportion reporting that the frequency of the
abuse had increased, decreased and remained same in that
pregnancy were roughly the same, i.e. 29.1%, 32.7% and
38.2%, respectively. About two-fifths of the women (29,
42.0%) had been abused only once, 23 (33.3%) twice, seven
(10.1%) had been abused three times, while 11 (15.9%) had
been abused more than three times in this pregnancy.
Twenty-six (36.7%) of the women had reported the abuse
to someone. Report was to the woman’s family in 21.7% of
cases, in-laws in 14.5%, priest in 4.3%, close friends in 4.3%,
other people 4.3% of cases. Those who did not report felt it
would not make any difference.

Discussion

The prevalence value of abuse in pregnancy of 17.1% reported
in this study is lower than the values of 28% and 37.4%
reported from Abuja and Zaria (Efetie and Salami 2007;
Ameh and Abdul 2004), respectively, both in northern
Nigeria. From south-eastern Nigeria, Umeora et al. (2008)
have reported 13.6%. The reported value in this study is
however intermediate between the values of 2.3% and 28.7%,

both reported from south-west Nigeria (Fawole et al. 2008;
Ezechi et al. 2004), where this present study was also cited.
Some workers have however, noted that the incidence is likely
to be higher, as it is usually the abused women who refuse to
confess abuse, fearing that disclosure might lead to reprisals
(Muthal-Rathore et al. 2002; Ezechi et al. 2004).

The intimate partner (i.e. husband or boyfriend) was the
most frequent perpetrator of domestic violence against pregnant
women in this study and this is consistent with reports from
various other studies in the country (Ameh and Abdul 2004;
Umeora et al. 2008; Ezechi et al. 2004; Fawole et al. 2008). In
the neighbouring country of Ghana, the finding was similar
(Kwawukume and Kwawukume 2001). In Nigeria, there is
societal prejudice against women and men are encouraged by
relatives to ‘whip’ their wives into line. Women are supposed to
be under the control of the husband without question and
subject to his whims and caprices (Ezechi et al. 2004).

The commonest act of violence experienced was threat of
abuse. Several workers reported verbal abuse as being the most
common type of abuse in their studies (Fawole et al. 2008;
Ezechi et al. 2004; Umeora et al. 2008). Both may however, be
classified as psychological abuse. Psychological abuse may have
serious consequences, as it may result in severe depression and/
or suicide (Helton and Mcfarlane 1987). The implications of
psychological abuse in pregnancy include: stress, depression
and addiction to tobacco, alcohol and drugs, which may affect
fetal growth (Lu et al. 2003). Generally, while many African
societies disapprove strongly of physical abuse, women are
viewed as their husbands’ property and are therefore expected
to submit without protest to his sexual demands (Umeora et al.
2008). This type of attitude may facilitate sexual abuse,
including marital rape. Forced sex was reported by four women
in this study.

Few women reported the experience of violence. A
conspiracy of silence has been noted to surround the
gender-based violence meted out on the women (Umeora
et al 2008). Although, not explored in this study, reasons
given for not reporting, include fear of reprisals, damage to the
children, loss of shelter, protection of marriage and for
religious and/or cultural acceptability (Umeora et al. 2008).
Other reasons included fear of ridicule by friends and/or the
whole extended family (Efetie and Salami 2007).

Women who were younger or who had fewer years of
educational attainment were noted to experience more levels
of abuse. A disturbing factor in relationships between men
and women is connected with age and power differences. The
age difference characteristic of many African relationships
where the male is much older than the female partner may
encourage dominance by the man (Dunkle et al. 2007;
Umeora et al. 2008). The older man exercises his authority on
all family issues including decision-making in sexual and
reproductive health matters as they affect the woman. The
adolescent mother is particularly disadvantaged in such
circumstances (Umeora et al. 2008). Women with higher
educational attainment reported less domestic violence in this
study. Women empowerment and economic power are linked
to a woman’s educational status and these lessen her
dependence on the man (Olusanya et al. 1985; Umeora
et al. 2008). An economically underpowered woman is bound
to depend solely on her spouse for food, shelter, etc. (Dunkle
et al. 2007; Umeora et al. 2008). A woman’s financial
independence, on the contrary, earns her respect from the
male spouse and assures her of some decision-making power
(Umeora et al. 2008). This tends to be supported by the fact
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that the most frequent reason given for the abuse in this study
was demand for money by the woman.

Women in polygamous unions reported higher rates of
abuse. Umeora et al. (2008) noted that the external influence
of ‘the other woman’ operational in the polygamous family
setting is a significant source of marital violence. It must also
be noted that in-laws and neighbours were reported as being
involved in the perpetration of abuse in this study. The
African preference for male offspring may trigger violence by
the husband and his relatives against the pregnant woman
(Umeora et al. 2008). However, having only female children
did not feature prominently in the reasons given for the abuse
in this study. In Nigeria and most cultures in Africa, the
woman is married to the family of the man and not just to the
man alone, and thus the relations of the man expect her to be
submissive to them even to her detriment (Ezechi et al. 2004).
Thus, in-laws may also perpetrate abuse, as was noted by five
of the women in this study.

Women in Adeoyo maternity hospital reported higher
levels of abuse than women surveyed at the University College
Hospital. This maternity hospital is a secondary level health
institution with a not-for-profit policy. Thus, it tends to attract
clientele of lower socioeconomic status. The University
College Hospital on the other hand is the apex referral centre
in the state. It operates on a fee paying mandate and tends to
attract a more educated clientele of higher socioeconomic
status. Facility type in a broad sense may thus be a proxy for
the socioeconomic status of the clientele. As previously noted,
the economically empowered woman may be at lower risk of
abuse.

In conclusion, domestic violence is not uncommon in this
obstetric population, often being perpetrated by those closest
to the women. It has been suggested that screening for
violence should be done during antenatal care as for other
medical conditions to enable early identification and manage-
ment. Given its potential for negative impact on not only the
mother and unborn child but also the community, it is
essential that the care provider be vigilant and on the lookout
for features of domestic violence among their obstetric
population. Such screening should aim to institute effective
interventions with a multidisciplinary approach. Empowering
women by ensuring quality education and providing employ-
ment will contribute to reducing these acts against women.
Finally, it will be necessary to have interventions that will
rehabilitate these women and also assist the perpetrators to
refrain from similar acts.
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