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basic to human development—[the choice] to
lead a long, healthy, creative life and to enjoy a
decent standard of living, freedom, dignity, self-
esteem and the respect of others...[Hence,] pov-
erty must be addressed in all its dimensions, not
income alone.®

This definition of poverty enables one to conceptualise
trafficking as not just an economic phenomenon, but
as a multi-layered phenomenon. The systemic issues
behind trafficking include socio-economic inequali-
ties (such as unequal access to education and em-
ployment). South Asia, for example, as we have seen,
is home to around 22 percent of the world's popula-
tion, but 40 percent of the world's absolute poor who
live on less than a dollar a day. It ranks the lowest in
the world in terms of literacy, and has the second
lowest overall human development indicators in the
world. Traffickers function in this context where they
are able to exploit the vulnerable and insecure situa-
tions facing many of the poor.

The socio-economic inequalities in turn are power-
fully mediated by gender inequalities inherent to pa-
triarchal societies. In Nepal, for example, the practice
of dowry payment makes having daughters a liability
therefore families tend to willingly give their daugh-
ters away to traffickers. Further, the socio-economic
inequalities that lead to human beings being trafficked
are in turn exacerbated by the insecurities attendant
on economies in transition and globalisation.

Indeed, the emerging literature on trafficking and sev-
eral UN-led studies highlight the fact that although
trafficking is not a new phenomenon it appears to be
increasing and acquiring grave new dimensions in
the recent context of globalisation. Despite improve-
ments in female education and access to modern sec-
tor occupations, globalisation often has an over-
whelmingly negative effect on women, particularly the
world's poorest.

New technologies spread by globalisation—in par-
ticular, the internet—have been lauded for their ability
to facilitate communication and the flow of informa-
tion across formerly impermeable borders. But if we
want to extend the benefits of Information and Com-
munication Technologies (ICT) in a globalized world,
we need to understand that women's information,
communication, and technology poverty is mediated
by other dimensions of her human poverty. Also,
these technologies can also be used for unpalatable
ends, in this case, the promotion of trafficking and
sex tourism. Indeed, evidence indicates that new tech-
nologies have exacerbated these problems in South
Asia. Although the sex sector is not recognised as an
economic sector in official statistics, development
plans or government budgets™® studies estimate that
in some South Asian countries the sex sector now
contributes from 2 percent to 14 percent of GDP. In

Thailand alone US$ 300 million was transferred to
rural poor families as remittances from prostitution—
an amount larger than that transferred through gov-
ernment funded development programmes.

Globalisation also contributes to increases in traffick-
ing through other means. Studies using a gender
analysis of globalisation reveal that macro-economic
policies which support rapid industrialisation at the
expense of rural development lead to increasing flows
of economic migrants to urban areas. However, op-
portunities for well paid employment in urban areas
are slim. Policies promoting export oriented indus-
tries force employers to reduce labour costs in order
to remain competitive in the global market. Thus,
these industries come to depend on cheap female
labour while avoiding human rights and labour pro-
tection laws. Emerging research from Bangladesh
indicates that while women are getting employed and
labour force participation is going up wages are so
low that women are unable to rise above the poverty
line; increased employment actually goes hand in hand
with increases in the number of working poor.

Furthermore, reductions in social expenditure and the
elimination of social safety nets—policies often
adopted by countries attempting to enter the global
economy—Ilead to increased financial burdens on
women in the form of child care and health care. As a
result of shifts in macroeconomic policy attendant on
structural adjustment programmes, governments
have reduced spending in human development areas
(health, education, etc) which often have a dispro-
portionate impact on poor women. As a recent study
points out, “Many of these services have been priva-
tized and thus the cost has not only increased but has
been shifted — mainly to women — who must supply
these services themselves, work harder or migrate
overseas for family survival under worsening eco-
nomic conditions. Traffickers move into this
gap."(Raymond, et al., 2002) "

These are all exacerbated by regional inequalities
(movements of people and resources from poorer to
richer countries). We cannot help but notice that:
Bangladesh and Nepal, two of the poorer coun-
tries are also points of origin for trafficking.
India and Pakistan as destination points or transit
points to go to the Gulf regions or Southeast Asia.
Trafficking occurs within poorer to richer parts
of the same country.
Internal trafficking is on the rise.
35 percent of girls and women abducted from
Nepal to India have been brought under the pre-
text of false marriages or good jobs.
Open border between India and Nepal. Few
checkpoints in the border between Nepal and
India and Bangladesh and India.
High risk in Nepal for trafficking is highly corre-
lated with those areas that are closer to the bor-



ders, areas that are well connected to roads or
else areas where the communities have tradi-
tionally been involved in trafficking girls for com-
mercial sex work. Most important factor in
Nepal's case is the relative ease with which people
can move around - i.e. transportation.
Bangladesh demonstrates a case where
urbanisation leads to a supply of labour for sexual
exploitation. Most children brought to urban areas
as domestic workers are sexually exploited. Street
children are especially susceptible to trafficking.

When combined with the gender discrimination in-
herent to patriarchal societies, these effects create a
supply of potential victims of trafficking. Here, again, it
must be emphasized that what leads people to traf-
ficking is not solely lack of money, but lack of choice.
Together the aforementioned factors leave women with
little agency and control over their own livelihood,
making trafficking the only feasible means of survival.

Moreover, while trafficking is caused by certain as-
pects of human poverty it also exacerbates other as-
pects of human poverty. In particular, trafficking has
the potential to have large effects on pubic health,
particularly with respect to the spread of HIV/AIDs
and other sexually transmitted diseases. Currently,
South Asia has the second highest incidence of HIV/
AlDs in the world; only sub-Saharan Africa fares
worse. The health consequences of trafficking and
forced prostitution can be devastating especially in
countries that don't have strong social safety nets.
Health consequences can be due to beatings, rapes,
and unwanted sex; psychological devastation, includ-
ing trauma, depression, and suicide; HIV/AIDS and
other sexually transmitted infections; and alcohol and
drug abuse.?

Such diseases impede an individual's ability to earn a
living and participate actively in society and, as has
been demonstrated in sub-Saharan Africa, they can
disrupt the economies of entire nations. In this way
trafficking has negative feedback effects: its occurrence
exacerbates the conditions which lead to trafficking in
the first place, creating a vicious cycle that becomes
increasingly difficult to terminate as time goes on.

Trafficking and forced prostitution denies women and
girls their basic human rights. They are denied their
rights to liberty and security, the right to freedom
from torture, violence, cruelty of degrading treatment,
the right to freedom of movement, the right to home
and family, the right to health and education.”

Most countries in South Asia are experiencing na-
tional and intra-national conflict. In a conflict/post-
conflict context, within the insecurities attendant upon
globalization, there is an increase in economic mi-
grants and conflict displaced populations. Young
women and girls who are internally displaced, refu-

gees and returnees are especially vulnerable to traf-
fickers as there may be very few other means for
income generation.

In short, what the above points out is that trafficking
must be conceptualised within broader development
challenges that include, but are not limited to,
globalisation, forced economic migration, unem-
ployment, growing feminisation of labour in the in-
formal sector, lack of a social security nets, armed
conflict, porous borders, public health crises, and
gender based violence. These problems and insecu-
rities are mutually reinforcing, increasing the inci-
dence of human poverty and creating conditions in
which trafficking can thrive.

The recommendation therefore is that before we
can discuss policy imperatives, serious research
needs to be done to develop an analytical frame-
work bringing together the complex interrelation-
ship between issues connecting gender, conflict,
HIV/AIDs, which is currently under researched. The
often separate development literature on traffick-
ing, poverty, conflict, gender and HIV//AIDs needs to
be brought together in a more systematic way.

Quick overview of current solutions:

Some significant steps are being taken to address

trafficking in South Asia - for example:
The Asian Women's Human Rights Council
(AWHRCQ) in partnership with the UNDP Re-
gional HIV and Development Programme
(South and North East Asia), organised a South
Asian Court of Women on the Violence of Traf-
ficking and HIV/AIDS from August 11-13, 2003
where prominent NGO leaders and grass root
activists came together to address trafficking.
However, a lot more work still needs to be done.
UNIFEM has established a South Asia Regional
Strategy to Combat Trafficking in Women and
Children in order to facilitate data collection, sup-
port shelter, repatriation, education and aware-
ness campaigns, vocational training and health
care as well as promoting regional dialogue.
ILO has also established the Bangladesh, Nepal
and Sri Lanka, South Asia Sub-Regional Pro-
gram to Combat the Trafficking of Children for
Exploitative Employment. The programme tries
to rescue and provide rehabilitation services to
children who have been trafficked for domestic
labour, prostitution, begging, pornography, etc.
It also works with the government in order to
build up capacity and encourage cooperation.

Strategies for Combating Trafficking
This paper has been pursuing the view that human
trafficking is a manifestation of deeper socio-eco-
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nomic problems, especially in South Asia, and as such
these root causes must be additionally addressed. This
root-causes approach should inform strategies for
prevention, advocacy, legislation, enforcement or re-
habilitation. In addition to stand-alone strategies that
target trafficking, we need also to integrate these is-
sues into mainstream national development planning
and into national poverty reduction agendas.

So far, strategies have focused more on community ap-
proaches and on direct action, such as rescue and reha-
bilitation. While existing responses to trafficking in the
context of South Asia, are to be praised for taking on
enormous challenges with courage, perseverance and
often limited resources, more additional and comple-
mentary work is needed to address national develop-
mental policy and attendant institutional framework.

Organizations fighting trafficking have believed that a
combination of national tools and legislation, interna-
tional conventions, community mobilization is nec-
essary. They have advocated that agencies which deal
with reproductive health issues, HIV/AIDS should in-
tegrate interventions for victims of trafficked persons
in their programmes.

Below are some strategies that provide opportunities
for intervention in all the different stages of traffick-
ing (pre-movement, movement, exploitation and post
exploitation). Fig 1 demonstrates a framework in
which anti-trafficking strategies can be pursued.

Some methods for addressing trafficking, advocated
here, include:
Addressing the issue of poverty, livelihood secu-
rity and vulnerability.
- Community-based poverty reduction programs
are perhaps the most crucial tool in preventing traf-
ficking. By targeting poverty reduction, it becomes
possible to go straight to the root of the problem.

Fig 1: Trafficking Programming Framework (ADB Report on Combating

Creating credit groups for example (as was done
in India) helps to build social capital as well as in-
crease their ability to save and cope with crises and
not become as vulnerable to traffickers.
Awareness campaigns at the local, national and
regional levels to make people aware of traffick-
ing and its consequences.

- Awareness programmes that educate communi-
ties about trafficking can help to mobilize commu-
nities to stop trafficking. Education about women's
legal rights and programs that attempt to increase
their social status can also contribute to preventing
trafficking. (For example, the Bangladesh govern-
ment began its preventative activities with rallies,
workshops, brochures, advertisements on the ra-
dio or TV, etc. to raise awareness)

Policing of borders and training police to be vigi-
lant for traffickers.

-Along with the police training on trafficking and
gender sensitivity, NGOs in Nepal have also sent
volunteers to guard the borders in order to make
it more difficult for traffickers to slip across the
borders.

Reviewing and strengthening the legislative
framework, and making sure laws are enforced.
Developing guidelines and strengthening
multidisciplinary reintegration programmes.
-Rescue and reintegration programmes need to
ensure that they have the appropriate resources
to care for the survivors. Health care, psycho-
social counseling, education, training and employ-
ment, social integration. In 1996, for example,
238 girls were rescued from Bombay and 128
brought to Kathmandu. NGOs in Nepal worked
to reintegrate these women back into the com-
munity. They were criticized, however, for focus-
ing solely on short term needs rather than long
term ones where survivors need to increase the
options available to them than just be returned to
their previous homes. Without enough support,
it is possible for repatriated women or
their children to once again become
vulnerable to trafficking.

Trafficking of Women and Children in South Asia Regional Synthesis Paper
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Within South Asia different strategies
are being pursued to combat traffick-
ing, but even within countries differ-
ent approaches can be used. Below
are some strategies have been pur-
sued by the state, the Government of
India. (Table 1)

Rescue

Direct assistance to victims of traf-
ficking—in the form of increased en-
forcement of existing anti-trafficking
statutes, provision of shelters, reha-
bilitative programs, and skills train-
ing—should be a concern of govern-
ments, development organizations
and NGOs, and several groups have



already started to take on this task. However, com-
bating trafficking in the long run requires more than
enforcement of existing policies and ex post facto
assistance to victims; it requires tackling the underly-
ing social, political, and economic factors that fuel
trafficking in the first place.

This paper has tried to argue that trafficking is rooted
in the problem of human poverty. Economic depriva-
tion, poor governance, and social exclusion leave in-
dividuals without the tools necessary for basic sur-
vival and fuel the desperation and ignorance on which
trafficking thrives.! As a result, combating trafficking
will require substantial policy reforms. In addition to
targeted, stand alone anti-trafficking projects and
programmes interventions are needed in other areas
of national policy. A limited list of the issues that need
to be addressed would include interventions in edu-
cation, public health, labor law, human rights, social
security, economic policy, employment and migra-
tion legislative framework, gender-based violence, law
enforcement and last but not the least a human pov-
erty reduction agenda for the empowerment of
women.

Comprehensively outlining such an agenda would take
up far more space than this paper allows. However,
here, one can only highlight it.

Drawing on the work of Prof. Amartya Sen and oth-
ers, the UN Millennium Project Task Force on Gender
Equality has suggested that gender equality needs to
occur along three domains:
Equality between men and women in human ca-
pability (education, health, nutrition)
Equality in opportunities (access to land, produc-
tive resources) and
Agency (decision-making on transformative out-
comes)?

Thus gender equality is only achieved if women have
equality in all three domains: capabilities (education,
health, and nutrition), opportunities (economic and
decision-making) and agency. The capabilities domain
refers to basic human abilities as measured through
education, health, and nutrition. It is the most funda-
mental of all the three domains and is necessary for

Table 1: State Programs to Combat Trafficking in India

State
Tamilnadu

Example
Has the highest registration of crimes against women especially trafficking (women and children) as
well as highest level of police intervention in these cases.

Andhra Pradesh Has a draft policy on rescue and rehabilitation and has been involved with implementation of rescue
from Delhi's G.B. Road and rehabilitation ventures in source area villages (e.g., land distribution
schemes to 900 Jogins in Nizamabad enabled them to challenge the traditional sexual exploitation
of their women and facilitated their social and economic rehabilitation).

Karnataka The Department of Women and Child Development (DWCD) is mandated to mainstream gender
issues in line ministries and is involved in catalyzing rehabilitation of trafficked persons through the
Women Development Corporations (for example Devidasis through self-help groups run by NGOs)

Madhya Pradesh Has a policy for women with criteria for accelerating women's participation in development
programming. This is converged with the revisions to the Panchayat Raj system and hence women's
increased involvement in micro level planning decentralized allocations. Some programs have been
instigated to assist children of commercial sex workers (CSW) from certain tribes and castes to both
preventm ongoing trafficking and reintegrate trafficked persons.

Kerala Poverty reduction approaches to combating trafficking are less relevant as new groups are more
vulnerable to trafficking: (a) women left behind by out-migration of male family members to the Gulf
or other countries; (b) housemaids exported to the Gulf countries; and (c) coastal area fisher women
moving to Gujarat/Maharashtra for prawn processing. A range of programs are in place that link to
NGO activities, but targeting poor women might not address these specific emerging vulnerabilities.

Bihar The Department of Social Welfare has specifically required ongoing anti-poverty schemes to target
women and children of CSWs. The focus of the government is toward rehabilitation. The government is
providing free and compulsory education for children of women who have been trafficked, setting up of
anganwadi (courtyard) centers in red-light areas, and including trafficked persons' names in the

electoral rolls.
The State government and a few NGOs have taken a joint initiative of setting up anganwadi

centers under the Integrated Child Development Program in red-light areas. Efforts to reach
out to children include setting up of institutional care centers. Other activities include

West Bengal

establishing a receiving center for women who are repatriated.

Rajasthan A project in Narena, Nandlalpura, and Dantri villages in Jaipur District is emerging as a model for
prevention of child prostitution in areas where special ethnic groups groom the girl children to
become prostitutes. The strategy includes nonformal education for children linked to formal schools

and pushing service delivery through the government system (i.e., starting of the anganwadi Center
through DWCD).
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achieving equality in the other two domains.3 As for
the third domain, several experts agree that an em-
powered woman is one who has the agency to for-
mulate strategic choices and to control resources and
decisions that affect important life outcomes (Kabeer
1999 in Grown 2003). Therefore equality in the third
domain implies the core notion of women’'s empow-
erment, the latter lies in the ability of woman to con-
trol her own destiny. Therefore in addition, to stand-
alone trafficking-specific strategies we need to also
integrate the root causes of trafficking into a national
developmental agenda that supports the income and
poverty reduction of poor women. A multi-dimen-
sional challenge like trafficking in South Asia requires
multi-dimensional solutions.

The important point to be learned is that trafficking is
a multi-dimensional problem that will require multi-
dimensional solutions. In order to put a stop to traf-
ficking, we must put a stop to human poverty in all of
its guises.
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VIOLENCE AGAINST WOMEN IN SOUTH ASIA :
THE NEED FOR A HEALTH SECTOR RESPONSE

" The widespread violence against women and girls,
which crosses all borders, is a painful reminder of
the discrimination women continue to face. As long
as it persists we cannot claim to be making steady
progress towards equality, development and peace.”

Thoraya Obaid
Executive Director, UNFPA
(Statement on the Occasion of the International Day for
the Elimination of Violence Against Women
25, November, 2003)

Violence against women (VAW) is a significant health
and social problem but often it goes unrecognised and
unreported and in many societies it is still accepted as
part of normal behaviour. Violence is experienced
throughout the life cycle of women and girls in South
Asia. VAW affects all spheres of a woman's life—includ-
ing herautonomy, her productivity, her capacity to care
for herselfand her children and her overall health status
and quality of life. However, it is relatively recently that
VAW has become a focus of discussion in South Asia.

Definition of Violence Against Women
Declaration on the Elimination of Violence
Against Women

UN General Assembly Resolution 48/102, 20
December 1993

Article 1

For the purposes of this Declaration, the term
"violence against women" means any act of gen-
der-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 in private life.

Article 2

Violence against women shall be understood to
encompass, but not be limited to, the following:
(a) Physical, sexual and psychological violence
occurring in the family, including battering, sexual
abuse of female children in the household, dowry-
related violence, marital rape, female genital
mutilation and other traditional practices harm-
ful to women, non-spousal violence and violence
related to exploitation;

(b) Physical, sexual and psychological violence
occurring within the general community, includ-
ing rape, sexual abuse, sexual harassment and
intimidation at work, in educational institutions
and elsewhere, trafficking in women and forced
prostitution;

(c) Physical, sexual and psychological violence
perpetrated or condoned by the State, wherever
it occurs.

Prasanna Gunasekera

Although broad in its scope, the definition in the Dec-
laration on the Elimination of Violence Against Women
clearly defines VAW as acts that cause or have the
potential to cause harm, and emphasises that these
acts are rooted in gender inequality.

"Advancing gender equality and equity and the
empowerment of women, and the elimination of
all kinds of violence against women and ensuring
women’s ability to control their own fertility are
cornerstones of population and development-re-

lated programmes”.

Principle 4. The Programme of Action of the Interna-
tional Conference on Population and Development
(ICPD), 1994

The international community has recognised that
VAW is a violation of women's human rights, their
bodily integrity, and their sexual and reproductive
rights. It is also acknowledged that promotion of
women's rights is a means to ensure sustainable de-
velopment. The Convention on the Elimination of All
Forms of Discrimination against Women (CEDAW)
1978 is the most comprehensive international agree-
ment imposing legally binding duties to eliminate dis-
crimination against women and ensure equality be-
tween women and men. It offers a means of holding
governments accountable for structural and system-
atic discrimination against women. In its approach,
CEDAW covers three dimensions relevant to the situ-
ation of women. It brings together in a single treaty
body civil, political, economic, social and cultural
rights; unlike other treaties, it imposes obligations on
States parties to eliminate discrimination in private as
well as public life; and finally, it addresses reproduc-
tive rights and the role of cultural factors in perpetu-
ating discrimination against women. CEDAW has
made a ground-breaking contribution to address VAW
as a political issue that requires states to take action.
The CEDAW Committee in its recent Concluding
Comments on reports from South Asian countries
has constantly emphasized the importance of em-
powering women by giving them access to basic needs
such as health, education, training and economic ac-
tivity, on the basis that this is essential to create a
supportive environment for addressing VAW.! Gen-
eral Recommendation (No. 24,1999) adopted by the
Committee on the Elimination of Discrimination
Against Women has strengthened the linkages be-
tween the Convention and the International Confer-
ence on Population and Development (ICPD)
Programme of Action (1994). This Recommendation
pertains to article 12 of the Convention, on gender
equality in health care, outlining steps required to com-
ply with that article which encompasses many as-
pects of women's reproductive rights.

[a]
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Both the ICPD Programme of Action and the Platform
for Action of the Fourth World Conference of Women
that took place in Beijing (1995), established objectives
and measures for the development of policies on VAW
and girls, particularly with regard to rape, domestic
violence, exploitation, trafficking for sexual purposes
and female genital mutilation. Both programs addressed
the need for the incorporation of health care services,
prevention and promotion, information, education and
communication, research, human resource develop-
ment, mobilization and allocation of resources, and
intersectoral collaboration, as essential components
of national policies and programs to address gender
based violence. The Programs of Action of ICPD also
clearly established the relationship between gender vio-
lence and sexual and reproductive health. Specifically,
the ICPD Programme of Action recommended assist-
ing women to establish and realize their rights, includ-
ing those that relate to reproductive and sexual health
(para. 4.4(c)); eliminating violence against women
(para. 4.4(e)); and making special efforts to empha-
size men’s shared responsibility and to promote their
active involvement in responsible parenthood and re-
sponsible sexual and reproductive behaviour (para.
4.27).

" While growing up in South Asia is a perpetual
struggle, to be a woman in this region is to be a non-
person. Women bear the greatest burden of human
deprivation”

- Mahbub ul Hag?

The countries in South Asia are culturally and devel-
opmentally heterogeneous as is the situation of women
and the girl child. In Bangladesh, India, Nepal and Pa-
kistan women and girls face discrimination that com-
promise their fundamental rights to survival, growth
development, protection and participation, However,
in Bhutan, Maldives and Sri Lanka women and girls
enjoy a relatively higher status. All Constitutions in
South Asia contain basic provisions on fundamental
rights, including the right to equality and non-dis-
crimination. Consequently they have an ideological
basis for protecting women against violence that is
gender based. However, there are differences in ap-
proach in regard to the scope and enforcement of
these rights in providing redress and relief to women
victims and effective preventive measures. (See pa-
per on Constitutional and Legislative Measures to
Eliminate Violence against Women in South Asia in
this volume). Nevertheless, women and girls in South
Asia continue to experience discrimination as a result
of gender differential attitudes that derive largely from
religious, cultural, economic, political and patriarchal
structures that oppress women and which limit and
confine them to subordinate roles. South Asian
women face discriminatory laws and practices with
particularly extreme repercussions on their vulner-
ability to violence. Son preference is common in most

parts of South Asia. Daughters are viewed as a bur-
den, as an economic liability, as transient members of
their families and as the “property of others.”

Because they are female, women and adolescent girls
are subject to the entire range of violent acts against
women. These acts can take place within the precincts
of the home - a place often associated with warmth
and security- by known perpetrators, or outside the
home by strangers. Because of their vulnerability as
children, the experience and impact of violence on girls
is likely to be different as compared to adult women.
Rarely are abused children brought for treatment be-
cause of the abuse per se. Often help is sought be-
cause of behavioural problems and the underlying
cause may go unrecognised by health personnel.

VAW therefore often goes unrecognised and unre-
ported and in many countries domestic violence is
still accepted as a private matter within the family.
Thus, when the violation takes place within the home,
as is often the case, the abuse is effectively condoned
by the silence and passivity displayed by the State and
the law-enforcing machinery.

Moreover, increasing militarism and religious funda-
mentalism are also contributory factors for VAW in
the region. In Bangladesh for instance, women from
minority communities such as Hindus have had to
face sexual violence because of their perceived sup-
port for the rival party during elections.3

Females can experience violence at any or all stages of
the life cycle. The most extreme form of VAW is
elimination. This is a risk females face in high son
preference countries. South Asia has the dubious dis-
tinction of being the only region in the world where
men outnumber women. While the global ratio is that
there are 106 women alive for every 100 men, in South
Asia, there are only 94 women alive for every 100
men. In the late 1980s, Nobel Prize laureate Dr.
Amartya Sen coined the term missing womento de-
scribe the great numbers of women in the world who
are literally not alive due to family neglect and dis-
crimination. Sen estimated that worldwide, there are
100 million missing women. In India alone 50 million
women would be alive but for sex selective abortion,
infanticide, or neglect. Data from India’s 2001 census
shows the sex ratio for 0-6 year-olds fell from 945
females per 1,000 males in 1991to 927 in 2001. Es-
timates indicate 10,000 cases of female infanticide a
year in India. In one study of a clinic in Bombay, 7999
out of 8000 aborted foetuses were female. 4

Both direct and indirect evidence indicates that child
molestation, incest and commercial sexual exploita-
tion are widespread in South Asia. In a study involv-
ing 600 English-speaking women from middle- and
upper-middle classes families from the Indian cities



of Delhi, Mumbai, Chennai, Calcutta and Goa, 76 per-
cent of women interviewed admitted they were sexu-
ally abused as children; 40 percent were survivors of
incest.®> An increasing number of cases of incest are
being reported in Sri Lanka from families where the
wife is employed overseas. Incest is a delicate and
difficult area to research because it is shrouded in
shame and secrecy. Mothers may be unable to take
action against family members abusing the child or
even acknowledge its occurrence, particularly when
the abuser is the father, because of economic depen-
dence, low self esteem, lack of power within the fam-
ily and the moral shame of the act. Further compound-
ing the vulnerable position of young girls who have
to submit to forced sex is their lack of knowledge of
contraceptive methods and lack of access to repro-
ductive health information and services. The conse-
quences of molestation for female adolescents are
especially tragic in societies where the prevailing con-
servative social attitudes place a premium on a young
girl's virginity. Early traumatic sexual experiences can
result in unprotected sex with multiple partners, pros-
titution and teen pregnancy. Sexual violence increases
the biological vulnerability of women and especially
girls to sexually transmitted infections and HIV. More-
over, the non-availability of safe and legal abortion
services and effective means for the management of
abortion complications in many countries in the re-
gion leads women and girls to resort to unsafe abor-
tions sometimes with fatal consequences.

The trafficking of children and women for sexual ex-
ploitation is on the increase in South Asia - a result of
poverty, deeply rooted social and gender discrimina-
tion, weak legislation and poor enforcement. It is es-
timated that between 5,000 to 20,000 Nepali chil-
dren are trafficked every year, and that between
70,000 to 375,480 Nepali women work in Indian
brothels.® To combat this crime the South Asian As-
sociation for Regional Cooperation (SAARC) Con-
vention on Preventing and Combating the Trafficking
in Women, was signed at the Eleventh Summit meet-
ing, held in Kathmandu, Nepal in January 2002.

Even though most societies proscribe VAW, the real-
ity is that violations against human rights are often
sanctioned under the cloak of cultural practices and
norms, or even through the misinterpretation of reli-
gious tenets. These include child marriage, devadasi
or dueki (dedicating a woman to the temple), dowry
deaths, honour killings and stove burning. In Paki-
stan, girls are sometimes said to be "married to the
Quran." This custom permits the family to keep the
assets intact and to save the expenses of arranging a
wedding for the daughter.

Early marriage for girls is more a norm than an ex-
ception in South Asia. Early marriage takes place de-
spite the fact that in most countries the marriage of
minors is against the law. Violent sexual initiation is

common in such marriages and may have far reach-
ing effects on the marital relationship. Thirty percent
of teenage women in Bangladesh are mothers and an-
other 5 percent are pregnant with their first child. Thus
35 percent of teenage women have begun childbear-
ing. Maternal mortality in the adolescent age group is
almost double the national figure. Contraceptive use
rate among married adolescents is only 25 percent.
About 65 percent of married adolescents (as com-
pared to 34 percent in reproductive age group) never
used family planning. In Nepal, half of adolescent girls
are married and one-fifth in this age group are already
pregnant or mothers with their first child. Not only
does premature nuptiality increase the health risks girls
face it but also compromises their education.

"Karo kari” (honour killings) have increased in parts
of Pakistan in recent years. In 1999 alone there were
266 such cases reported in Lahore's national daily
newspapers.3 Such honour killings are associated with
a community's or family's demand for chastity and
virginity or the requirement to not stray beyond the
confines of the cast group.

Acid throwing on women and girls is a common form
of VAW but is particularly common in Bangladesh. Not
only does it disfigure but it can also affect the eyesight
of the victim. Acid throwing has become so common
in Bangladesh that the Government has introduced two
bills in recent years to combat this offence.

Rape and sexual violence has long been used as a strat-
egy in war because of social and cultural perceptions
of women as the symbols of their community's self-
respect and 'honour’. The specific impact of conflict on
women and girls is a matter that has been widely re-
searched and discussed in recent years.” It is now
widely accepted that the historical and systematic dis-
crimination experienced by women make them espe-
cially vulnerable to a whole range of abuses and injus-
tices during times of conflict. Their economic depen-
dence, lack of mobility, lack of familiarity with the pub-
lic sphere, the many cultural factors that impose limi-
tations on their decision-making capacity within the
family and within the household are all factors that
contribute to their vulnerability in conflict situations.
Women and girls are especially vulnerable to sexual
violence and abuse increases during and after the pro-
cess of displacement that is an inevitable part of any
conflict. Such attacks on women were witnessed dur-
ing the partition of India and Pakistan in 1947, during
the War of Liberation in Bangladesh in 1971and in Kash-
mir. In Nepal, looting, extortion, harassment, torture,
seizure of home and land, rape and kidnapping are bit-
ter realities in the Maoist insurgency-affected areas.

International human rights law now clearly recognizes
sexual violence as distinct from other forms of torture.
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The Rome Statute creating the International Criminal
Court allows for prosecution of perpetrators of sys-
tematic sexual violence® Moreover in 2000, the UN
Security Council unanimously adopted Resolution 1325
which “calls on all parties to armed conflict to protect
women and girls from gender-based violence, particu-
larly rape and sexual violence.” It emphasized the re-
sponsibility of all States to end immunity and to pros-
ecute those responsible for genocide, crimes against
humanity, and war crimes, including those relating to
sexual violence against women and girls.

Even in refugee camps women are not immune from
violence. VAW in the Bhutanese refugee camps in
Nepal was reported in November 2002. The perpe-
trators were found to be Nepali staff employed by
UNHCR and refugee men (mostly school teachers)
working for NGOs.© In Sri Lanka reports exist of
sexual violence and harassment of women and girls
living in Welfare Centres by men who were charged
with ensuring their safety." In order to combat such
excesses the Inter-Agency Standing Committee
(IASC), a body of U.N. agencies and NGO invitees,
established a Task Force on Protection from Sexual
Exploitation and Abuse in Humanitarian Crises (IASC
Task Force) in March 2002. The IASC Task Force's
mandate was “to make recommendations to elimi-
nate sexual exploitation and abuse by humanitarian
personnel and the misuse of humanitarian assistance
for sexual purposes.” The IASC Task Force identified
core principles for a code of conduct for all humani-
tarian workers in its Plan of Action.”? In addition,
UNHCR has independently developed a number of
guidelines and manuals to ensure the protection of
refugees, internally displaced people, and returnees.
Among the most important guidelines for the protec-
tion of refugee women are the 2003 Sexual and Gen-
der-Based Violence Against Refugees, Returnees, and
Internally-Displaced Persons: Guidelines for Preven-
tion and Response.™

“Women cannot lend their labour or creative ideas
fully if they are burdened with the physical and psy-
chological scars of abuse”

R Carillo™

Although VAW affects women irrespective of their
income levels, it is more frequent and severe in lower
income groups across such diverse settings as Nica-
ragua, USA and India.® ' 7 For many women, pov-
erty adds another dimension to the pain and suffering
they experience as a result of violence. Women ac-
count for the majority of the poor in the world, espe-
cially when the intra-household distribution of income
and resources is taken into account. Of the world's
1.2 billion people who live on less than $1 a day, 44
percent live in South Asia.’® Socially defined gender
roles in many parts of South Asia determine differ-

ences between women and men in access to productive
resources and decision-making that favours men. Dis-
criminatory property laws limit women's capacity and
often make it impossible for women to negotiate the
terms to obtain credit and benefit from new opportuni-
ties for economic advancement by engaging in self-
employment.? Material poverty interacts with gender
based discrimination so that poor women's levels of
health, education and participation in decision-making
in civil, social and cultural life are even lower than poor
males. This makes women more vulnerable to violence.
Poverty limits the choices and access of poor women to
the means to protect and free themselves from violence.
They also face more barriers to using services and pro-
grams that can help. VAW is a major constraint to
women's full participation in society. VAW perpetuates
poverty by reducing women's capacity to work outside
the home. Therefore, poverty both exacerbates and
causes violence against women. Financial independence
of women is protective in some settings, but not all.®
Evaluation of the Grameen Bank project in Bangladesh
suggested that women participating in the micro credit
programme were protected to some extent against do-
mestic violence by having a more public social role. 2°
While economic resources might not protect women
from being abused it is easier for them to relatively quickly
escape from an abusive relationship.

It has been postulated that the link between poverty
and violence is that men living in poverty are unable
to live upto their ideas of successful manhood and
that in the resulting climate of stress they would in-
flict violence on women. 2 Poorer men have fewer
resources to reduce stress. However, these findings
have not been supported by results from a large study
of domestic violence in Thailand in which several
sources of stress reported by men and their relation
with intimate partner violence were analysed.

Poverty can result in women becoming sex workers or
exchanging sexual favours for material gain. Com-
pounding this situation is the vulnerability of sex work-
ers to violence. A root cause of migration is poverty.
Migration for employment is a survival strategy out of
poverty and social exclusion. Lack of employment op-
portunities in the sending countries is another push
factor. For instance, in Sri Lanka over 20 percent of the
female population is unemployed which has resulted
in an increase of female migrants as unskilled and semi-
skilled workers. Faced with poverty and with few op-
portunities for employment women are willing to take
up these jobs that demand little or no training or expe-
rience. Women migrant workers are particularly vul-
nerable to exploitation and abuse. Gender inequality
and discrimination persist in virtually all countries
whether origin, transit or destination. Furthermore, as
foreigners compared to nationals, women migrants,
like men migrants, are vulnerable as they are outside
the jurisdiction and protection of the laws of their own
home country and are not entitled to the full range of



protection and benefits of the destination country. A
critical reason for their vulnerability is the fact that
women migrant workers are often concentrated in un-
skilled and semiskilled occupations such as domestic
service that are not normally covered by the destina-
tion country's labour codes or social security provi-
sions. Their subordination is made worse by the lack
of autonomy and the strong relationship of subordi-
nation that is typical of the jobs usually held by these
workers added to the fact that these women are usu-
ally young and poor living in fear of losing their jobs.

Trafficking of women and girls, whether to become
enforced sex-workers or entrapped workers is
strongly related to poverty and to impoverishment.
Worsening economic and social conditions in many
sending countries may have strengthened the link-
ages between the feminisation of poverty and the in-
cidence of abusive migration and trafficking.

Poor older women are particularly vulnerable to abuse,
as many are completely dependent on other mem-
bers of the community for support.

Work disruption caused by VAW results in loss of in-
come to the individual woman and her family that exac-
erbates poverty. A study in India showed that if only the
loss of income from wage work is taken into account,
the average cost of domestic violence per household
was about Rs. 760 (roughly US$ 18) per incident. Add-
ing to this the cost of women being unable to do house-
work and the time and money spent on health care, the
loss of income was estimated to be Rs. 2,000 (US$ 47),
which is a considerable proportion of monthly income
for an Indian household.?? In Bangladesh a study
showed that 32 percent of working women in Dhaka
and 23 percent in Matlab reported work-disruption as a
consequence of domestic violence. About one-fifth of
the women who reported work-disruption in Dhaka
and Matlab reported that their husbands had stopped
them from working. More than a half of these women
reported that they had trouble concentrating at work
and frequently suffered ill-health for which they were
frequently on leave. A small percent of these women
also reported that work was disrupted as they lost con-
fidence in themselves.?*

Moreover, the economy is adversely affected due to
the costs of violence against women. VAW is costly
both to the state as well as the private sector. The
following costs are incurred both as direct and indi-
rect results of violence:
medical costs: due to injuries sustained as a re-
sult of domestic violence, medical care, compli-
cations in pregnancy as a result of abuse, HIV
infection due to rape, counselling for women who
attempt suicide.
costs to the justice system: due to investigation
of rapes, assaults, suicides and murders of
women, costs of days spent in court, divorce

cases, costs of keeping menin jail, costs of incar-
cerating children who have resorted to delin-
quency due to witnessing violence,. service of
official documents

costs to the private sector: as a result of
traumatised employees who may have been raped
or who are being battered (absenteeism from
work, lower productivity, lateness for work, poor
concentration, leaving early, taking days off, ex-
cessive use of medical benefits due to depression.
human costs: lost lives, orphans, disabilities, sec-
ondary victimisation.

VAW is not only a human rights issue but a significant
public health issue as well. The World Development Re-
port of the World Bank of 1993 estimated that globally,
the health burden from VAW aged 15 to 44 is compa-
rable to that posed by other risk factors and diseases
that are high priority such as HIV, tuberculosis, sepsis,
childbirth, cancer, and cardiovascular disease.?

Several studies have documented the ways in which
VAW affects their physical and mental health and re-
productive autonomy. Although violence can have di-
rect health consequences, it also increases women'’s
risk of future ill health. ( Table 1)

Table 1 Health outcome of violence against women

Partner abuse, sexual assault, child sexual abuse

Fatal outcomes Homicide
Suicide
Maternal mortality
AIDS-related
Nonfatal outcomes Injury

Physical health
Physical symptoms
Poor subjective health
Permanent disability
Severe obesity

Chronic conditions

Functional impairment

Mental health

Negative health behaviors

Reproductive health

Chronic pain syndromes
Irritable bowel syndrome
Gastrointestinal disorders
Somatic complaints
Fibromyalgia
Post-traumatic stress
Depression

Anxiety

Phobias/panic disorder
Eating disorders

Sexual dysfunction

Low self-esteem
Substance abuse

Smoking

Alcohol and drug abuse
Sexual risk-taking
Physical inactivity
Overeating

Unwanted pregnancy
STIs/HIV

Gynecological disorders
Unsafe abortion
Pregnancy complications

Miscarriage/low birth weight
Pelvic inflammatory disease

Source: Heise L, Ellsberg M, Gottmoeller M. A global overview of gender-based violence.

International Journal of Obstetrics and Gynecology. 2002. Suppl. 155-S14.
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For many women the psychological impact of abuse
is more debilitating than its physical consequences.
The psychological impact of violence including rape
varies according to the woman, her culture and cir-
cumstances. Some of the most common psychologi-
cal responses following rape or battering are:

fear and anxiety, irritability,

depression,

disruption of social functioning,

sexual dysfunction,

suicide attempts,

sleep disturbances,

hostility,

somatic complaints and obsessive-compulsive

symptoms.

One study showed that 46 percent of women from
violent relationships exhibited such problems com-
pared with only nine per cent of the women from the
control group.?® In addition, some women must wit-
ness the legacy of a violent relationship - the psycho-
logical and physical affects on their children. Women
in India have also cited domestic violence as a reason
for substance abuse.”

Additionally, survivors of rape often experience shock,
shame and confusion combined with feelings of help-
lessness and powerlessness. In some instances fami-
lies and communities blame and /or reject the woman
adding to her misery. When sexual assault occurs
early ina woman's life, there is damage to her emerg-
ing sexual identity. Victims of sexual violence may find
it difficult to sustain trust in relationships over the
long term, and some are afraid to leave their homes.
During armed conflict, the psychological distress of
victims can be greatly compounded by the breakdown
of support systems and by the absence of a safe and
supportive environment for healing.

The physical effects of violence on women can be
extensive. Abuse related injuries include cuts, bruises,
broken bones, burns and scalds, scars including dis-
figurement from acid attacks, penetrating injuries from
knives and other objects, permanent injuries such as
damage to joints, loss of teeth, partial or complete
loss of hearing or vision and concussion. Battered
women are more likely to have been injured in the
head, face, neck, thorax, breasts and abdomen than
women injured in other ways. 22 Some women pay
with their lives - they are either murdered or commit
suicide. A study from Bangladesh indicates that half
of all unnatural deaths among women aged 10-50
were caused by suicide. Women who were married
were far more likely to commit suicide than single
women. The suicide rate was highest among married
women in their 20s. The study suggests that this is
because recently married women faced pressures
related to expectations of marriage, demands (includ-

ing dowry related demands) from husbands and new
family relations acquired through settled marriages.
2> Another study from Chennai, India, shows that
when women's effort at help seeking met with re-
peated hurdles, 53.3 percent resorted to attempting
suicide. This phenomenon was specifically observed
alarmingly among younger women, who undoubt-
edly experienced a heightened sense of vulnerability
driving them towards desperation. Of the women who
had attempted suicide, as many as 76 per cent had
done so more than once. 3 According to the World
Report on Violence and Health, nearly half the women
who die due to homicide are killed by their current or
former husband or boyfriend.*

Women who have been sexually assaulted may have
mutilation or damage to the genitals, including bruis-
ing, lacerations, tearing of the perineum and damage
to the bladder, rectum and surrounding pelvic struc-
tures. Untreated wounds may become infected. Dam-
age to the genitals is most severe in girls under 15
years of age. These girls and women are also at much
higher risk of contracting STls or HIV.

Effects of violence on the reproductive health of
women

Women's reproductive and sexual health clearly is af-
fected by gender-based violence including unwanted
pregnancy, pregnancy complications, miscarriage,
unsafe abortion, sexually transmitted infections, includ-
ing HIV, and maternal death. Early childbearing is com-
mon in South Asia, often a result of early and forced
marriage, and can result in a range of health problems.
Sexual violence during teenage years can result in un-
wanted pregnancies and unsafe abortions. Girls under
15 years of age are five times more likely to die in child-
birth than women in their twenties.3 They also are at
higher risk for obstetric fistula, which can result from
prolonged and obstructed labor.3®* Moreover, abuse
limits women's sexual and reproductive autonomy.
Women who have been sexually abused are much more
likely than non-abused women to use family planning
clandestinely, to have had their partner stop them from
using family planning, and to have a partner refuse to
use a condom to prevent disease. Survivors of abuse
are more likely to practice high-risk sexual behaviors,
and suffer from sexual dysfunction than non-abused
women. There is also a clear link between early age of
sexual victimization and a variety of risk taking
behaviours, including drug and alcohol use, promis-
cuity and less contraceptive use. 34 Childhood abuse
has also been linked to unintended pregnancy in adult
women and unsafe abortions. 3°

Violence during pregnancy

Prevalence of violence in pregnancy

The risks of violence are particularly acute in preg-
nancy, where the health and safety of two potential
victims are placed in jeopardy. Pregnancy is a time of



particular concern with abuse either beginning or es-
calating during pregnancy and increasing dramati-
cally in the postpartum period. In an abusive relation-
ship pregnancy may increase the risk of violence, and
the pattern of assault may alter with pregnant women
being more likely to have multiple sites of injury and
to be struck on the abdomen.?® The prevalence of
physical abuse during pregnancy in Canada (5.5 -
6.6 percent of all pregnancies)¥ 3 is similar to that
reported from other countries, including the United
States, 3° Sweden,*° the United Kingdom* and In-
dia.*? In Sri Lanka, 53.3 percent of victims of domes-
tic violence seeking assistance at the crisis center of
an NGO in 1994 reported being assaulted during
pregnancy. 4

Impact of violence on pregnancy outcome

VAW is implicated as an important contributory fac-
tor to maternal deaths in South Asia. A study of 400
villages in Maharashtra, India found that 15.7 percent
of deaths in pregnancy were due to domestic vio-
lence, and was the second largest cause of pregnancy
related mortality, exceeded only by post partum
haemorrhage. In Bangladesh, 13.8 percent of mater-
nal deaths in pregnancy are reported as resulting
from injury/violence. 4 In Matlab, Bangladesh vio-
lent deaths are common among unmarried teenage
girls, with pregnancies out of wedlock suspected to
be the underlying cause.** Because many factors lead
to underreporting of violence against women, the
number of pregnant women's deaths due to various
types of direct physical violence is likely to be very
much greater than what is currently known.

Violence is associated with higher rates of unintended
pregnancy* and induced abortion.*” A study in rural
India indicated that a high proportion of abortions
among unmarried women resulted from decisions
to end unwanted pregnancies that were outcomes of
non-consensual sex.*® Abuse before, during and af-
ter pregnancy is associated with reproductive health
problems such as sexually transmitted infections in-
cluding HIV,*® urinary tract infections,”® substance
abuse,” depression and other mental health prob-
lems.>? Blunt trauma to the maternal abdomen can
result in spontaneous abortion, placental abruption,
preterm labour and delivery, fetomaternal
haemorrhage and foetal death.>® A qualitative study
conducted in the slums of Mumbai showed that a
relatively large proportion of women who experience
foetal loss associate the miscarriage or stillbirth with
a violent assault inflicted upon them by their hus-
bands. >* The risk of moderate to severe violence
appears to be greatest in the postpartum period.>®

Violent partners may prevent women from seeking
or receiving proper antenatal or postpartum medical
care thereby indirectly harming the foetus.>® Physical
injuries to live foetusesinclude broken bones and stab
wounds.

Gynaecological disorders

Sexual and physical violence appears to increase
women's risk for many common gynaecological dis-
orders, some of which can be debilitating. Although
chronic pelvic pain (CPP) is commonly caused by
adhesions, endometriosis, or infections, about half
the cases of CPP do not have any identifiable pathol-
ogy. A variety of studies have found that women suf-
fering from CPP are more likely to have a history of
childhood sexual abuse®, sexual assault>®, or physi-
cal and sexual abuse by their partners.> Sexual risk-
taking can also lead to sexually transmitted infections
resulting in pelvic inflammatory disease and CPP.

Other gynaecological disorders associated with sexual
violence include irregular vaginal bleeding, dysmen-
orrhoea, pelvic inflammatory disease, and sexual dys-
function.®® Sexual assault also increases risk for pre-
menstrual tension.®" Abused women also report vagi-
nal discharge and dyspareunia. 2662

VAW and its Effects on the Health of Children

Low birth weight (i.e. birth weight 12,500 g)
Weight at birth reflects the intrauterine experience: it
is a good indicator not only of a mother's health and
nutritional status but also the newborn's chances for
survival, growth, long-term health and psychosocial
development. There is also a growing body of litera-
ture suggesting that low birth weight (LBW) infants
are at higher risk of dying in adulthood from cardio-
vascular disease such as hypertensive stroke and myo-
cardial infarction.®® Several studies have shown that
violence during pregnancy is a risk factor for LBW. ¢4
65 66 67 68 | BW may be the outcome of premature
delivery caused by trauma or may occur in term in-
fants as a result of more complex causal pathways. A
study of over 1000 women found that both physical
and non-physical intimate partner violence were as-
sociated with LBW among women giving birth to term
infants.®® In Nicaragua a study found that after ad-
justing for age, parity, smoking, and socioeconomic
status about 16 percent of LBW babies could be at-
tributed to physical abuse by a partner in pregnancy.”®
Over 9 million LBW babies are born in South Asia
eachyear.”" Itis only conjecture as to how many LBW
babies born in South Asia are a result of violence dur-
ing pregnancy.

Infant and child mortality as a consequence of VAW
Evidence suggests an association between physical and
sexual violence against mothers, either before or dur-
ing pregnancy and infant and child mortality. In
Bangladesh for instance, 25 percent of women who
had experienced physical violence had lost children af-
ter they were born alive compared to 18 percent of
women who reported no physical violence. 26 Other
studies from Tamil Nadu and Uttar Pradesh in India
found that women who had been beaten were signifi-
cantly more likely than non-abused women to have
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experienced an infant death or pregnancy loss (abor-
tion, miscarriage or stillbirth), even after controlling
for well-established predictors of child mortality such
as women's age, level of education and the number of
previous pregnancies that had resulted in a live birth.”?
A history of violence was associated with a two fold
increased risk of infant and under 5 mortality and chil-
dren of women who experienced both sexual and physi-
cal violence had a six-fold greater risk of death.”

There are several explanations for the association be-
tween physical and sexual violence against mothers and
the increased risk of infant and under-5 mortality. First,
violence during pregnancy increases the risk of LBW in-
fants, a well-known risk factor for increased infant mor-
tality. LBW may be a direct consequence of violence, for
example, inthe case of preterm delivery provoked by di-
rect abdominal trauma.™ 7> 7 Coerced sex may result in
sexually transmitted infections that could result in
amnionitis and preterm labour and perinatal infections of
the child. However, violence may also affect birth weight
indirectly, through changes to physiological (increased
levels of stress hormones” 78 7 and immunological fac-
tors) 8 & and behavioural mechanisms.8? & Maternal
stress due to violence may increase women's likelihood
of engaging in negative health or coping behaviours, such
as smoking and substance abuse.?* Violence may also
act as a stressor in itself, affecting women's ability to
obtain adequate nutrition, rest, exercise and medical care.
Several studies have indicated that women experiencing
violence during pregnancy are more likely to enter ante-
natal care late in the pregnancy, and to report having un-
intended pregnancies. &>

Second, violence may impact on child health by di-
minishing women's access to material as well as psy-
chological resources necessary for safeguarding their
children's health. Women experiencing physical or
sexual violence are likely to suffer from a variety of
mental health disorders, including depression, anxi-
ety, and post-traumatic stress syndrome.®® & In ad-
dition, physical violence is often accompanied by feel-
ings of powerlessness, social isolation, and economic
dependency. 8 & ° VAW has been reported to be
closely associated with controlling behaviour on the
part of partners. Violence may interfere with the car-
ing capacity of mothers through emotional distress
or because they are physically prevented from ob-
taining care for their children. An abused and chroni-
cally stressed mother may experience difficulties in
coping with the multiple needs of the household and
her children. A study conducted in India found that
the children of battered women were more likely to
be malnourished and to receive less food than those
of women who were not beaten.”’

Third, child deaths may also occur due to direct trauma.
During assaults on their mother, children are at risk of
injury themselves either deliberate or accidental. Bat-
tered women are more likely to report child abuseor to

fear it. °2 In addition, children of mothers who had
experienced violence were almost seven times more
likely to be physically and sexually abused. *3

Psychological effects on children

As a consequence of children witnessing their moth-
ers being abused many have emotional trauma and
develop behavioural problems.®4 They have higher
than average rates of substance abuse, suicide, and
problems in school, violent and aggressive behaviour,
sleep disorders, enuresis and chronic somatic disor-
ders.”> Rates of abuse are higher among women whose
husbands had either been themselves beaten as chil-
dren or had witnessed their mothers being beaten.*

HIV and VAW

It is estimated that at the end of 2001 there were 4.2
million people living with HIV/AIDS in South Asia. Trend
data from 1986 to 2001 show that there has been a
significant increase in the number of people infected. In
some regions the prevalence has increased from less
than 5 per cent in population groups at risk to more
than 1per cent in the general population. Though India
has the highest prevalence rate in the region, there is
cause for concern in other countries also. Of the 42
million people living with the virus in the world - South
Asia accounts for 10 per cent of these numbers.®”

The low social and economic status of women in
South Asia reduces their capacity to choose the cir-
cumstances of sexual liaison or negotiate for safe sex.
Their economic and social dependence on men limits
their control over their lives, including their control
over exposure to HIV. Abuse and violence against
women, and lack of recourse measures and of legal
and social protection, translates into high levels of
vulnerability to HIV infection among women and girls.
Moreover, biologically, females are far more likely to
contract a sexually transmitted infection through in-
tercourse than males. This makes the consequences
of unprotected sex far more serious and life threaten-
ing to women. Saying “no"” is not an option in many



societies, where a culture of silence surrounds sex
and dictates that "good” women are expected to be
ignorant about sex and passive in sexual interactions.
This makes it difficult for women to be informed about
risk reduction, and even more difficult, even if they
are informed, for women to pro-actively negotiate
safer sex or the use of condoms. Moreover, the wide-
spread traditional expectation of virginity for unmar-
ried girls increases young women's risks of infection
because it restricts their ability to ask for information
about sex, out of fear that they will be branded as
sexually active. Women's poverty and this economic
dependence on their relationships acts as a barrier to
their removing themselves from relationships that
put them at risk. It may force them to endure high
levels of domestic violence which both increases their
chance of contracting HIV/AIDS and deters them from
seeking testing and treatment. A study from India
indicates that abusive men were more likely to en-
gage in extramarital sex and have STI symptoms sug-
gest that these men may be acquiring STls from their
extramarital relationships, thereby placing their wives
atrisk for STl acquisition, sometimes via sexual abuse.
%8 A high proportion of HIV positive married women
in India are most likely infected by their husbands,
their only sexual partner. With few opportunities to
earn livelihoods independent of men, women may
turn to exchanging sex for favours or are even forced
into commercial sex, an occupation which places them
at enormous risk. Trafficking of women and girls into
sex work is also common in South Asia and greatly
increases the risk of infection as many are forced to
engage in unsafe sex with their customers.®®

Violence undermines the ability of women to access
HIV//AIDS prevention, care, support, and treatment
programs and HIV/AIDS in turn, contributes to an
increased risk of violence because of the stigma and
discrimination experienced by those who are infected
or affected by the disease. This has implications both
for controlling sexual transmission of the virus and
for efforts to control mother to child transmission.
There is, thus, a dynamic interplay between the spread
of HIV/AIDS and VAW in the region.

VAW in Health Care Institutions

There is growing recognition that VAW in health in-
stitutions is a common problem. Abuse by doctors
and nurses takes the form of neglect; verbal violence,
including rough treatment, threats, scolding, shout-
ing, and intentional humiliation; physical violence, in-
cluding denial of pain-relief when technically indicated;
and sexual violence. These categories are similar to
the forms of violence that occur in personal relation-
ships i.e, emotional, physical, and sexual abuse. Such
violence affects health-service access, compliance
with instructions, quality, and effectiveness. Rapes
have increasingly been reported in hospitals in Paki-
stan, but women are usually too afraid to take action
because of the stigma and shame it would bring to

their families.”® Not only have patients been abused
in health institutions but sexual harassment of female
nurses by male doctors is also common in Pakistan.™

Other important forms of VAW occur in reproduc-
tive health services. These forms include excessive or
inappropriate medical treatments in childbirth, such
as doctors doing caesarian sections for reasons re-
lated to their social or work schedules or financial
incentives; or adhering to obstetric practices that are
known to be unpleasant, sometimes harmful, and not
evidence based, including shaving pubic hair, giving
enemas, routine episiotomy and routine induction of
labour. Medical involvement in clitoridectomy, virgin-
ity inspections for societal reasons'® and forced or
coerced sterilisation as happened in India during the
Emergency in 1975, are other examples of inappro-
priate health care.

To address VAW requires collaboration between many
sectors, such as education, health, law enforcement,
legal, social services, faith based organisation and non-
governmental organisations (NGO) in order to iden-
tify preventive measures and also to provide care for
women experiencing abuse and their children. Women
are often reluctant to seek help from the police or the
courts, because both institutions are widely perceived
as corrupt and unhelpful. In some places women
refuse to report domestic violence or rape because
they risk being raped again by the police—the very
agents supposedly there to protect them.’® While
the health sector has an important role as part of a
multi-sector effort in primary prevention its main role
is in secondary and tertiary prevention of VAW. The
health sector is one of the few social institutions that
have ongoing contact with women, especially in de-
veloping countries. This makes the health sector par-
ticularly well situated to identify victims and to put
them in contact with available support services.

VAW, especially domestic violence should be addressed
as a critical issue by Governments not only because of
its effect on the physical and mental health of individual
women, but because of the costs incurred by the health
care system in caring for victims. For instance, in Canada
it was estimated that in 1995 the financial costs to so-
ciety in health care, social services, criminal justice and
lost employment exceeded $4.2 billion annually. Costs
related to health and well-being a/loneamount to over
$1.5 billion. 4 In 1996 the London Borough of Hack-
ney estimated that the financial costs of domestic vio-
lence amounted to £5,130,000 and the estimated health
cost, excluding hospitalisation and medicines amounted
to £580,000.1%

Policy formulation
The challenge is to convince policy makers to address
VAW as it will be competing with other urgent priori-
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ties in countries where there are too many needs and
not enough resources. Ministries of Health are in a
position to formulate policies and develop guidelines
for health professionals to address VAW through the
health system. For instance the Department of Health
UK has developed guidelines for health personnel on
recognising and managing domestic violence.’0®

Government policy can ensure the training that medi-
cal, nursing and other health personnel receive en-
ables them to know how and when to screen for VAW
and which management strategies are likely to be ef-
fective. Health Ministries will also need to allocate re-
sources for effective training of staff and manage-
ment of victims of VAW.

Intersectoral collaboration is necessary to address
VAW. Ministries of Health will need to cooperate with
other agencies, such as NGOs, professional medical
associations and other government departments. For
many Ministries of Health in the region such coopera-
tion will be a completely new way of working. Minis-
tries of Health and Justice need to work together to
ensure that the medico-legal system provides women
with appropriate diagnosis and treatment. The collec-
tion and analysis of medico-legal evidence is of crucial
importance in securing convictions in cases of sexual
assault and domestic violence. Meticulous documen-
tation of physical and psychological harm can be deci-
sive in building a criminal case against a perpetrator of
violence. This requires that forensic doctors be trained
to conduct a thorough examination, handle the physi-
cal evidence in an appropriate manner, and testify as to
their findings. For instance, the Post-graduate Institute
of Medicine University IN Sri Lanka has developed a
diploma course in Forensic Medicine that has a com-
ponent on VAW. Unfortunately, in many countries the
system frequently breaks down, leaving the victims of
violence without the evidence they need to win protec-
tion from their assailants and justice from the courts.
The development of “rape kits" which have containers
for gathering and sealing specimens collected from a
survivor would be beneficial. Police often delay inform-
ing women of the necessity of a medico-legal exami-
nation or fail to provide them with official referrals re-
quired for this purpose. Such lapses on the part of
police are of concern in view of the transient nature of
forensic medical evidence. A timely examination of a
victim and accused can yield significant evidence in
both rape or other sexual violence or domestic vio-
lence cases. Such evidence is lost if it is not recorded
within a short period of time after the attack.

Ministries of Health and Information need to work
together with the media to provide information to the
public on the consequences of violence on the health
of women and children, and where victims can re-
ceive help. The media needs to be sensitive in the use
of language and visual materials in reports that have
to do with VAW and particularly when reporting on

rape. The media must exercises caution in order to
avoid inappropriate sexual messages in broadcast,
advertising and print materials and must engender a
culture of respect towards women in its selection of
broadcast, advertising and print materials.

Ministries of Health together with professional asso-
ciations will also need to review current practices in
the health sector, such as routine episiotomies that
are a form of VAW. These organisations need to work
together to draw up codes of conduct for staff to
eliminate VAW within health institutions. At the in-
stitutional level managers should be active in identi-
fying abusive staff, complaints should be investigated,
and effective disciplinary action taken against those
found guilty.™” Systems need to be created and well
publicised, perhaps through an ombudswoman, that
actively encourage patients to complain - especially
those who are poor, illiterate and physically disabled.
Partnership with civil society to monitor the condi-
tions in institutions is also important.

Since it is mainly NGOs who provide shelters, legal
aid and counselling services to survivors, linkages
between health institutions and such organisations
need to be established in order that victims can be
referred to them.

The scale of the problem of alcohol abuse varies be-
tween countries in South Asia. Many studies find ex-
cessive alcohol use to be strongly associated with
partner violence, though there is debate as to whether
heavy drinking causes men to be violent or whether it
is used to excuse violent behaviour. Alcohol abuse
has been cited as a primary and important determi-
nant of VAW in a study from India.” In Nepal, to curb
domestic violence the Maoist women's group the
Revolutionary All Nepal Women's Organisation, in
August 2001 asked shops, restaurants and hotels not
to sell alcohol.’®® A study from India indicates that
substance abuse by the husband is also a trigger fac-
tor for domestic violence. 2* Given the association
between substance abuse including alcohol and VAW
it is necessary that Ministries of Health work with
faith based organisations and communities to counter
alcohol and substance abuse. Legislation, such as lim-
iting hours of operation of drinking establishments,
prohibiting under-age drinking, increasing taxation
of alcohol and banning advertisement of alcohol, are
some measures to counter alcohol abuse.

One example of the health sector being the entry point
to address VAW is from Bangladesh where the
Women Friendly Hospital Initiative is part of the over-
all strategy aimed at reducing maternal mortality since
13.8 percent of all maternal deaths are related to VAW.
199 Training courses for doctors and nurses were de-
veloped. Doctors who do the medico-legal examina-
tions at the district level were also trained. Since there
are very few clinical psychologists and psychiatrists



in the country, nurses were trained in psycho-social
counselling. ™ A One Stop Crisis Center, mainly for
victims of acid throwing is also being piloted at the
Dhaka Medical College Hospital through assistance
from the Government of Denmark.

UNFPA has also has developed a document entitled,
“A Practical Approach to Gender-Based Violence: A
Programme Guide for Health Care Providers and
Managers." ™ The purpose of this guide is to assist
reproductive health facilities to implement universal
screening of clients for VAW, including childhood
sexual abuse, rape and domestic violence. The guide
describes in detail three levels of intervention, the
choice of which depends upon the physical infrastruc-
ture, staff capability, referral resources within the
community and financial resources of the health care
facility or system. This Programme Guide is being
piloted in Nepal and Sri Lanka.

Data Collection and Research
Data collection and research are important in order to
conduct evidence based advocacy with policy makers
to convince them that VAW is a serious public health
problem requiring allocation of resources. Govern-
ments will need to designate an institution or govern-
ment agency for collating and comparing information
from health, law enforcement and child protection
authorities. Data collection is necessary at all levels. At
the national level the Demographic and Health Surveys
(DHS) conducted periodically by countries can collect
information on VAW. The Indian National Family Health
Survey - 2,1998-99 contained a module on domestic
violence. However, for more detailed information other
types of surveys are required. The United States Cen-
ters for Disease Control and Prevention (CDC) con-
ducts surveys comparable to DHS to gather informa-
tion on VAW. Interviewers are trained to be mindful of
protecting women's safety when conducting inter-
views. Recently, CDC undertook a survey that included
questions on verbal, physical, and sexual violence
against women in 12 countries (Albania, Azerbaijan,
Ecuador, Georgia, Guatemala, Honduras, Moldova,
Mozambique, Paraguay, Romania, Russia, and Ukraine).
The indicators CDC used for this study included:

Witnessing parental abuse;

Experience of abuse as a child;

Verbal or physical abuse by partner in the last

year;

Physical injuries due to violence;

Reporting of violence;

Partner alcohol use at time of most recent inci-

dent;

Forced sex (ever and by age at last occurrence);

and

Gender roles and attitudes.

The data collected are not comparable across coun-
tries because the surveys are modular and countries
can choose the modules they want to apply. ™

Health information systems often do not include VAW
as a specific category but include it under the broader
category of “violence”. Traditionally, injury data have
been represented using the external cause codes of
the International Classification of Diseases (ICD). For
more than two decades, experts have argued that the
ICD codes lack the scope and specificity needed to
effectively inform injury prevention and control ac-
tivities. The International classification of external
causes of injuries™ and the /njury surveillance guide-
flines" developed by the WHO and the CDC provide
standards for data collection on violence in order to
enhance comparison of data across nations and cul-
tures. These standards provide information on spe-
cific injury categories such as assaults.

At the local level it is crucial to ensure the quality and
completeness of data collected. Hence, systems must
be designed that are simple and cost-effective to
implement and appropriate to the level of skills of the
staff using them. In addition there should be proce-
dures to share data between the relevant authorities
such as health, law enforcement, child protection and
social services.

It is also necessary to determine regional, socio-cul-
tural differences that would assist policy planners and
clinicians to provide better services to abused women
and their families. Research will provide information
into the clinical clues that suggest violence is an issue
in their patients’ lives, including important risk fac-
tors. Research is needed on the effect of violence on
pregnancy and into the particular physiologic mecha-
nisms through which violence could affect pregnancy
outcomes. Population based studies on the long-term
clinical outcomes for women and their children are
also a necessity.

Poorly designed research could put women in violent
relationships at substantial risk. WHO has published
guidelines for addressing ethical and safety issues in
domestic violence research.™ Main concerns include
ensuring safety of respondents since many live with
their abuser, protecting confidentiality when breaches
could provoke an attack, and ensuring the interview
process is affirming and does not cause distress. The
inherent risks entailed in research can only be justi-
fied if the interview is used to provide information on
available services and is a source of immediate refer-
ral when necessary; if high-quality data are obtained;
and if findings are used to raise awareness of and
improve services for women who experience violence.

Medical education

Clinical practice and medical education in South Asia
has yet to respond to the large body of research in
other countries confirming the harmful health effects
of VAW. Failure of health providers to detect and treat
those affected by VAW exacerbates the harm done.
All health providers need to have a thorough under-
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standing of the multiple adverse health effects and
high rate of physical and psychological morbidity as-
sociated with such violence. Existing curricula need
to be examined and human rights and gender sensi-
tivity integrated which must include training in the
screening, detection, and referral of cases of VAW.
Undergraduate and postgraduate students, nurses and
midwives need to become familiar with the manifold
presentations of violence and to become comfortable
talking with patients about abuse and be able to refer
to appropriate supporting agencies.

In order to minimise abuse in institutions health work-
ers need training in communication with patients.
Training institutions should also take responsibility
for ensuring that staff working in facilities used for
practical training are respectful to patients. More im-
portantly, trainees need to see their preceptors and
senior clinicians role model these clinical skills.

Communities

Strategies need to be developed, in conjunction with
community agencies, to assist people affected by
abuse and violence to use available support services
provided through NGOs in most instances. Educa-
tional efforts must inform communities that VAW is
an important health issue. Appropriate health educa-
tion programmes in the community as well as in clinic
settings should encourage women to discuss these
issues with their health providers. These programmes
need to be very sensitively designed. Women should
be informed of support services in a manner in which
they will be able to make use of them. For instance,
spouses may accompany victims of domestic violence
to these clinics and hence an opportunity needs to be
created to speak to the client in private.

Furthermore it is necessary to engage men in the dis-
course about the dynamics and consequences of vio-
lence against women as well as their responsibility as
partners for reproductive and sexual health. For in-
stance, in India, UNIFEM is working with Zonta Inter-
national and NGOs, to eliminate VAW. One of the
creative ways in which it is doing so is by partnering
with men and men’s organizations to raise aware-
ness on their possible role in preventing VAW. Male
health workers should be trained to work with men
and to create awareness on the deleterious effect
VAW has on their partners and children.

Health Sector Response to VAW in conflict
settings

In addition to the direct threat of VAW, conflicts also
destroy infrastructure and disrupts vital services in-
cluding medical services. Humanitarian agency staff
and health workers in such situations are ofteniill pre-
pared to handle these cases. In any event rape victims
will weigh their need for care against possible
stigmatisation within family and society, or retribu-
tion from aggressors. Hence, in the emergency and

post emergency phases of a conflict it is important to
ensure that all health care providers are sufficiently
aware of and sensitive to issues of VAW and its im-
plications for women's health. An adequate response
requires protocols and a multidisciplinary approach.
Emergency contraception should be available and
depending on the laws of the country abortion should
be offered to victims of rape. Antibiotic prophylaxis
for STls should be prescribed if possible. However,
HIV prophylaxis is often restricted by the high cost of
drugs. In addition, psychological support, where avail-
able, should be integrated into the medical services.
The interagency field manual Reproductive Health In
Refugee Situations includes a chapter on management
of VAW,

A challenge - working with perpetrators of
domestic violence

Most of the research on VAW has dealt with victims
and their management. Much less has been done for
perpetrators, who also need help, although their
behaviour is much less likely to elicit compassion or
understanding. The latest challenge for health and
law professionals concerned with domestic violence
is to deal effectively with perpetrators. Effective inter-
vention reduces subsequent physical and emotional
injury to the victim and reduces the trans-genera-
tional transmission of violence. While there have been
a number of protocols developed to help recognise
and assist victims of domestic violence, there are only
a few specifically designed to help doctors manage
consultations involving perpetrators and these are
mainly from developed countries.”™ ™ The Ministry
of Health in New Zealand has supported research by
an Auckland group on interventions for general prac-
titioners to use with both victims and perpetrators.

Due to social and economic constraints most South
Asian women are unable to leave an abusive relation-
ship. In these circumstances the conviction of the
husband may not be the best solution to the problem.
Hence, there is a need to work with perpetrators of
domestic violence. Young age, low income, low aca-
demic achievement, a history of violence in the male
partner's family and involvement in delinquent be-
havior as an adolescent have been linked to a man's
risk of physically assaulting an intimate partner. A
study in Bangladesh showed that men who have ei-
ther been physically abused during childhood or have
witnessed their mother being physically assaulted by
the father are 2.3 times more likely to physically as-
sault their wives.?

Health professionals need to recognise domestic vio-
lence and identify the perpetrator; to understand his
actions; and to provide effective management for both
victim and perpetrator. Health professionals can break
the cycle of domestic violence by providing opportu-
nities for patients to discuss violence and making ap-
propriate referrals for both victims and perpetrators.



Doctors can raise the subject with patients by asking
patients directly if they have trouble with anger or
whether they have done anything when angry that
they later regretted. Such questions sometimes fit
well with other general lifestyle questions (eg, relat-
ing to smoking, or alcohol/drug use). In addition, clini-
cal situations that may alert doctors to the possibility
of partner abuse include drug and alcohol related
problems, stress related situations and depressive
illness. A past history of childhood abuse is also a
possible indicator. Consideration of the safety of fe-
male victims and children is paramount, while re-
sponsibility for domestic violence should be placed
on the perpetrators, not the victims. Many men are
motivated to change their violent behaviour when they
recognise its destructive impact on their children. A
useful approach to take with some perpetrators has
been to explain how persistent fear and threats of
violence can adversely affect physical, emotional,
behavioural, cognitive and social aspects of child de-
velopment. However, an important practical issue is
that of raising the problem with perpetrators when
the doctor knows that there are few appropriate ser-
vices to which they can be referred.

Treatment programmes in the West for abusers typi-
cally use a group format to discuss gender roles and
teach problem-solving skills. Counselling
programmes for men who abuse their partners have
proved successful in helping some men modify their
behaviour, but there is generally a very high drop-out
rate and many men who are referred to these types of
programmes never attend sessions.

VAW affects the physical health and psychological well
being of women and their children. Health profession-
als need to be aware of these issues and maintain a
high index of suspicion for the possibility of abuse in
their clinical work. There should be greater awareness
ofthe problem, improved identification techniques, and
educationabout available social and legal interventions
and the importance of liaison between agencies. More
research is required on interventions that might re-
duce the risk of violence and offer women protection.
Research is also necessary to understand the mecha-
nisms whereby physical and sexual assault increases
the risk of child mortality. A routine questionnaire, in-
tegrated into the booking visits is the best option in
identifying the problem. This will undoubtedly lead to
many women being missed. But in conjunction with
increased training it is hoped that the pick-up rate would
improve with time and hopefully remove the taboo
associated with abuse both on the part of woman af-
fected and the medical staff dealing with it. Rather than
ignoring the issue, midwives, general practitioners, and
obstetricians must develop clinical practices that
recognise the risk and enhance the safety of women
and their children. The international experience of

working with perpetrators should be examined closely
for replication in South Asia.

The health sector response needs to be accompanied
with changes in other sectors and institutions, espe-
cially the legal and law enforcement sectors, and with
more concerted efforts to address men who abuse
women. Moreover, responses must be accompanied
by changes in social norms that perpetuate and con-
done violence against women. The health sector can
contribute to public education efforts to address atti-
tudes, behaviours, and cultural norms that perpetuate
violence. Finally, there is a need to develop and assess
multidisciplinary and community based responses and
models for addressing VAW in the health sector.
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