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Abstract of Dissertation

Understanding Intimate Partner Violence and Sexual Violence: Prevalence and
Prevention in Fragile and Conflict-Affected Settings
Background: Violence, whether physical, sexual, psychological, or economic,

can be utilized to express power over another person including to exercise control,
punish, or gain advantage. Gender-based violence (GBV) includes violence against
women and girls (VAWG) and violence against other population groups when this
violence is based on power differentials. While GBV is a global problem, affecting at
least one-in-three women during their lifetimes, it has received particular attention during
humanitarian crises (WHO, 2021). Armed conflict can create “shocks” that may affect
normal societal functioning and influence rates of GBV (Murphy et al., 2023; Stark et al.,
2020). Given the potential for higher rates of GBV in conflict and crisis-affected settings,
GBYV prevention initiatives are of particular importance and new programming

approaches that seek to prevent GBV are being rolled out around the globe.

Methods: The first study aims to contribute to the understanding of GBV in
conflict-affected settings through a systematic review and meta-analysis to document the
available evidence on the prevalence of intimate partner violence (IPV) and non-partner
sexual violence (NPSV) during periods of armed conflict and after the conflict ends. A
total of 45 studies were included in the review. Inclusion criteria were: population-based,
observational studies that collected quantitative data with women (aged 15 years or older),
included prevalence data on IPV or sexual violence, included data that was collected in a

conflict-affected context (active conflict or within 10 years post-conflict) and was self-



reported by women themselves. The second study is the results of a quasi-experimental,
impact evaluation of a community-mobilization focused GBV prevention program
implemented in crisis-affected Haiti. The overall objective of this evaluation was to
understand the impact of this program on key violence and gender attitudes and norms
indicators among women and girls aged 15-64. Quantitative analysis was conducted using
a difference-in-difference analysis, while thematic analysis was undertaken for qualitative
data.

Results: In study 1, the results of the meta-analysis show that 39% of women and
girls in conflict-affected settings had experienced physical or lifetime IPV, while 24%
reported this violence in the past 12 months. For non-partner perpetrated violence, an
estimated 21% of women and girls had experienced this violence in their lifetime and 11%
reported having this experience during a period of conflict. When looking at sexual
violence overall from any perpetrator, an estimated 21% also experienced this violence,
though there was considerable heterogeneity depending on the source of this data. In study
2, results of the evaluation showed promising reductions in IPV. At endline, respondents in
the intervention areas had 41% reduced odds (aOR: 0.59) of reporting past year physical
or sexual IPV when compared to women and girls in the control sites. When examining
experiences of physical or sexual IPV separately, odds of experiencing both forms of
violence decreased in the intervention sites compared to the control areas (physical —aOR:
0.59; sexual — aOR: 0.62). Changes in gender equitable attitudes and acceptance of
violence were also documented by quantitative and qualitative means.

Discussion: This dissertation makes novel contributions in understanding patterns

of GBV in conflict-affected settings. It highlights the high prevalence of this violence in
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these contexts and demonstrates that multiple forms of GBV affect women and girls
during crisis. It also shows that it is possible to reduce violence — particularly IPV - with
interventions that focus on re-balancing power and changing gender norms throughout
communities. Together these findings highlight the magnitude of the challenge of GBV

during times of crisis but also suggest that action is possible to reduce this violence.
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CHAPTER 1: INTRODUCTION

Background

Violence, whether physical, sexual, psychological, or economic, can be utilized to
express power over another person including to exercise control, punish, or gain an
advantage. Globally, men hold more power than women, which can be seen in the
plethora of men in positions of power (e.g. political, business, etc.), in the gender pay
gap - where women are paid less for doing the same job - and in educational divides -
where girls are less likely to attend secondary or higher education in many societies
(Guterres, 2020; Jakiela & Hares, 2019). In addition, girls are more likely than boys to
be forced into an early marriage, and both women and girls have less choice in
whether/when to have sex and often are less able to control their reproductive choices
(UNICEEF, 2023; Wulifan et al., 2015).

Underlying these divisions in the experiences of men and women are inequitable
gender norms and beliefs that reinforce male power over women. These inequitable
norms and beliefs often manifest at the household level in the perpetration and
experience of gender-based violence (GBV) - primarily violence perpetrated by men
against women. GBYV itself is a broad term and concept including violence against
women and girls (VAWG) and violence against other population groups (e.g.,
men, lesbian, gay, bisexual, transgender, queer, intersex plus (LGBTI+) communities)
when this violence is based on power differentials. The United Nations defines GBV as
“an umbrella term for any harmful act that is perpetrated against a person s will and
that is based on socially ascribed (i.e. gender) differences between males and females. It

includes acts that inflict physical, sexual or mental harm or suffering, threats of such



acts, coercion, and other deprivations of liberty. These acts can occur in public or in
private” (IASC, 2015).

Globally, the most commonly examined forms of GBV (including in research and
prevention and response programming) are: intimate partner violence (IPV) and non-
partner sexual violence (NSPV). IPV is defined as “behaviour within an intimate
relationship that causes physical, sexual or psychological harm, including acts of
physical aggression, sexual coercion, psychological abuse and controlling behaviours.
This definition covers violence by both current and former spouses and partners”
(WHO, 2017a). Sexual violence includes “any sexual act, attempt to obtain a sexual
act, or other act directed against a person s sexuality using coercion, by any person
regardless of their relationship to the victim, in any setting. It includes rape, defined as
the physically forced or otherwise coerced penetration of the vulva or anus with a penis,
other body part or object.” (WHO, 2017b) Any sexual act can also include acts of
sexual harassment, sexual exploitation, un-wanted touching, virtual harassment,
stalking, etc. Sexual violence can be perpetrated both by partners (and in this case is
classified as a form of [PV) and non-partners (including by both strangers and people
known to the survivor). Sexual violence perpetrated by non-partners is referred to as

NPSV.

GBY Globally

Synthesizing data on the prevalence of GBV has been a common approach to
determining how many women and girls experience this violence on a global scale. In
general, estimates are derived from country-level data collected via population-based

surveys. While data on GBV may also be available from service points (e.g., calls to



rape crisis hotlines, police statistics, etc.), this data is not used to inform these estimates
given that many survivors of GBV never report their experiences of violence to formal
service providers. In 2013, a global synthesis of rates of GBV was undertaken and found
that 35% of women and girls had experienced physical or sexual violence in their
lifetimes (WHO, 2013). These estimates were broken down by region, with ranges from
24.6% (in the Western Pacific) to 37.7% (in South-East Asia) of women experiencing
physical or sexual violence by a partner or sexual violence by a non-partner documented
(WHO, 2013). In 2021, new global estimates were released by the WHO and found that
26% of ever-partnered women (15 and older) globally have experienced physical and/or
sexual violence at the hands of an intimate partner at some point in their lives (WHO,
2021). In addition, an estimated 6% of women aged 15 and older have experienced
sexual violence since the age of 15 (WHO, 2021).
GBY in conflict-affected and crisis settings

While GBV is a global problem, affecting at least one-in-three women during
their lifetimes, it has received particular attention during humanitarian crises. Armed
conflict, public health emergencies/epidemics, famines, and natural disasters all can be
classified as humanitarian emergencies, demonstrating the breath of conditions that
create “shocks” that may affect normal societal functioning and potentially have an
influence on rates of GBV (John et al., 2020; Murphy et al., 2023; Stark et al., 2020).
While there are clear connections between conflict settings and increases in both IPV
and NPSV (see for example: Ellsberg et al., 2020; Clark et al., 2010; Falb et al, 2013;
Kelly et al., 2018; Peterman et al., 2011; Jewkes et al, 2017; Wirtz et al., 2018; Wako et

al., 2015), our understanding about the nature of GBV in humanitarian settings and what



works to prevent and respond to this violence remains weak.
Efforts to Prevent GBV

Beyond documenting and understanding the factors that increase a woman or
girls’ risk of experiencing GBV, many practitioners and policymakers are also interested
in understanding the most effective ways to prevent GBV from occurring. High profile
programming approaches such as SASA4! and Stepping Stones have been scaled up in
multiple contexts globally as governments, non-governmental organizations (NGOs), and
women’s organizations seek approaches that effectively prevent violence. In parallel with
the establishment of programming to reduce GBV, there have been efforts to develop a
more rigorous evidence base that documents the impact of these programs. Syntheses of
this evidence have identified multiple promising approaches that target behavior change
at community, school, couple, and individual-levels (Kerr-Wilson et al., 2020; Ellsberg et
al., 2015). Program approaches that have been found to be most promising often target
multiple levels of the socio-ecological framework, which recognizes that women and
girls live in patriarchal households, communities, and societies and that power needs to
be shifted at multiple levels in order to reduce the prevalence of GBV (Heise, 1998;
Ellsberg et al., 2015). However, globally rates of I[PV have not significantly changed over
the past 10 years (WHO, 2013; WHO, 2021), despite efforts to reduce the violence
women and girls are experiencing.

Research Purpose

This dissertation aims to contribute to the understanding of GBV in conflict-

affected and crisis settings, including documenting prevalence rates of [PV and sexual

violence in conflict-settings and assessing the impact of an IPV prevention program



implemented in crisis-affected Haiti.
Research Overview

For the first paper, I undertook a systematic review and meta-analysis to
document the available evidence on the prevalence of IPV and sexual violence
during/after periods of armed conflict and to generate overall estimates of the percentage
of women and girls who have experienced this violence in contexts affected by armed
conflict. I first conducted a systematic review with inclusion criteria that included:
population-based, observational studies that collected quantitative data with women (aged
15 or older), included prevalence data on IPV or sexual violence, was collected in a
conflict-affected context (active conflict or within 10 years post conflict), and was self-
reported by women themselves. PubMed (Medline), PsycINFO, and Scopus were
searched, and DHS studies were also included for conflict-affected settings. The search
covered literature published between January 1990 and August 2023. Results were then
pooled into individual estimates for IPV (lifetime and past 12 months), NPSV (lifetime
and during periods of conflict), and sexual violence from any perpetrator (lifetime).

For the second paper, I assessed the causal impact of a GBV prevention program
that was implemented in a crisis-affected setting in Haiti. Through this effort, I sought to
explore how programming can be implemented to reduce GBV in crisis settings. The
program that was evaluated was a 4-year community-mobilization program called
Rethinking Power. It is an adaptation of the SASA4! approach to violence prevention, with
two new complementary components that sought to specifically change attitudes about
and violence amongst adolescent girls and people living with disabilities. The evaluation

utilized a mixed-methods approach with both quantitative and qualitative data collected



at baseline, midterm (quantitative only), and endline. For quantitative data analysis, the
primary analysis strategy employed was a difference-in-difference approach where
residence in intervention sites (versus residence in comparison communities) was
compared at midterm and endline. Qualitative data was analyzed thematically and used to

triangulate and deepen the quantitative analysis.

Significance of Research

This dissertation represents the first successful attempt to pool together and create
overall estimates for both IPV and sexual violence in conflict-affected settings. A
previous systematic review and meta-analysis (Vu et al., 2014) focused on sexual
violence in general (not differentiating between IPV and non-partner violence), while
previous efforts to synthesize IPV data (Stark & Ager, 2011) were not completed due to
the vast differences in measurement approaches at that time. Despite their limitations,
these previous studies were important because their findings allowed programmers and
researchers to advocate for more funding for GBV programs and push for improved
measurement approaches when researching GBV in humanitarian settings. This
dissertation seeks to build on this work by updating overall estimates of sexual violence
in conflict-affected settings and providing further nuance by breaking these estimates
down by perpetrator. This results in updated prevalence estimates that contextualize
NPSV and IPV as two distinct forms of violence occurring in humanitarian settings and
will help programmers and policymakers advocate about the importance of IPV during
emergencies. In addition, this dissertation reflects on the state of the field in terms of
measurement approaches for GBV in conflict — bringing forth both progress and

challenges that remain since Ager and Starks previous efforts (2011) to synthesize GBV



data in conflict settings.

This dissertation also documents the impact of a GBV prevention program
implemented amidst political, social, and economic crisis in Haiti. It is significant as it
adds to the evidence base about what works to prevent GBV globally, building on
previous evaluations that suggest community-based approaches are effective means to
reduce IPV (Ellsberg et al., 2015). In addition, the results are important because most
evaluations of GBV programming occur in non-conflict affected settings (Kerr-Wilson et
al., 2020) and this analysis adds to the limited pool of evidence specific to crisis-affected

contexts (Spangaro et al., 2021).



CHAPTER 2: EXPERIENCE OF INTIMATE PARTNER VIOLENCE AND NON-
PARTNER SEXUAL VIOLENCE IN CONFLICT-AFFECTED SETTINGS: A

SYSTEMATIC REVIEW AND META-ANALYSIS (STUDY 1)

Abstract

This study aims to contribute to the understanding of violence against women and
girls in conflict-affected and fragile settings through a systematic review and meta-
analysis to document the available evidence on the prevalence of intimate partner
violence and non-partner sexual violence during periods of armed conflict and in post-
conflict periods. A total of 45 studies were included in the review. Inclusion criteria were:
population-based, observational studies that collected quantitative data with women (aged
15 or older), included prevalence data on intimate partner violence or sexual violence,
was collected in a conflict-affected context (active conflict or within 10 years post
conflict) and was self-reported by women themselves. PubMed (Medline), PsycINFO,
and Scopus were searched, and DHS studies were included for conflict-affected settings.
The search covered literature published between January 1990 and August 2023. The
results estimate that 39% of women and girls in conflict-affected settings have
experienced physical or lifetime IPV, while 24% reported this violence in the past 12
months. For non-partner perpetrated violence, an estimated 21% of women and girls had
experienced this violence in their lifetime and 11% reported having this experience
during a period of conflict. When looking at sexual violence overall, an estimated 21%
had experienced this violence, though there was considerable heterogeneity depending on

the source of this data.



Background

Gender-based violence (GBV) is a global problem affecting about one-in-three
women during their lifetimes (WHO, 2021). While common during peacetime, there is
increasing awareness that situations of armed conflict can increase the risk factors that
lead to GBV (Murphy et al., 2023). Historically, global policy efforts and media attention
has been focused on the issue of non-partner sexual violence (NPSV) —most commonly
rape —during conflict. For example, the wars in the Democratic Republic of Congo
(DRC), Rwanda, and the former Yugoslavia brought to the world’s attention the use of
rape as “a weapon of war,” with women and girls explicitly targeted by armed groups for
rape as part of military campaigns and attacks (Bassiouni & McCormick, 1996; Bijleveld
et al., 2009; Brown, 2012). This heightened profile helped contribute to global action,
including the establishment of the Women, Peace and Security Agenda and Rome Statue
of the International Criminal Court, putting the issue of GBV high on the policy agenda
and classifying sexual violence as a war crime (Coomaraswamy, 2015; Preventing Sexual
Violence in Conflict Initiative, 2019). While these efforts highlighted GBV in
humanitarian settings, they also often conceptualized GBV narrowly as only rape (Meger,

2012).

Despite the attention that NPSV receives both in the media and from donors of
humanitarian aid, existing research suggests that more women and girls experience
violence within their own homes, even in conflict settings (Stark & Ager, 2011).
Residence in areas affected by armed conflict is associated with higher prevalence of
intimate partner violence (IPV) in analysis of Demographic and Health Survey (DHS)

surveys, suggesting that conflict and humanitarian crises directly and indirectly affect the



drivers of multiple forms of GBV (Kelly et al., 2018; Ekhator-Mobayode et al., 2022;
Svallfors, 2023). In addition, further research specifically with women and girls living in
conflict-settings has shown that direct exposure to conflict (e.g., displacement, attacks on
village) has been found to be associated with higher reported prevalence of both IPV and
NPSV, further demonstrating the intersection of violence at the state/community level and

experiences of interpersonal violence (Ellsberg et al., 2021).

To bring attention to the issue of GBV, both globally and during times of conflict,
there have been sustained efforts to measure GBV prevalence over the past decades. In
2005, one of the first efforts to generate global data on GBV was published in the form of
the World Health Organization (WHO) Multi-country Study on Domestic Violence
(WHO, 2005). As part of this effort, a common, act-based measurement tool to collect
prevalence data for [PV and NPSV was developed and implemented in 10 countries from
around the world. In 2013, an effort by WHO to summarize global violence against
women and girls (VAWG) prevalence data found that 35% of women and girls had
experienced physical or sexual violence in their lifetimes (WHO, 2013). In 2021, these
estimates were updated by the WHO which found that 30% of women and girls globally
had experienced physical or sexual violence in their lifetime (WHO, 2021). These
estimates also showed that 26% of ever-partnered women have experienced physical
and/or sexual violence at the hands of an intimate partner at some point in their lives,
while an estimated 6% of women experienced NPSV since the age of 15 (WHO, 2021).
While these most recent WHO global estimates are informative and based on detailed
country-level data and modelling efforts, they reflect global averages which may mask

significant differences between contexts. While the report does provide estimates by
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region (with rates of lifetime [PV ranging from 16% in Southern Europe to 51% in
Melanesia) and country, these estimates don’t specifically look at contexts that are
impacted by humanitarian crisis and may not include prevalence estimates from displaced
populations (such as internally displaced or refugee populations) in their analysis.

The need for specific GBV prevalence estimates for humanitarian settings has
been recognized and previous researchers have sought to create overall estimates to
demonstrate how many women and girls living in humanitarian crisis experience GBV.
For example, in 2011, Stark and Ager attempted a meta-analysis of available GBV data
from conflict settings, however found that a lack of standardized, comparable data
prevented a final synthesis. In 2014, Vu and colleagues conducted a meta-analysis
specifically examining rates of sexual violence and estimated that 21% of women and
girls in complex emergencies had experienced this violence (Vu et al., 2014). This figure
has proved influential in providing a high-level estimate of the percentage of women and
girls experiencing sexual violence during an emergency. However, since 2011 there has
been no corresponding attempt to synthesize rates of IPV in these settings or create
estimates that distinguish between non-partner sexual violence versus sexual IPV, which
has impacted advocacy efforts to bring attention to this issue. Given the proliferation of
evidence on IPV and NPSV that been generated in the subsequent decade since these
previous articles were published, a new attempt to bring together and synthesize the

available evidence on GBV in humanitarian settings is required.

Methods
This article aims to contribute to the understanding of VAWG in conflict-affected

and fragile settings through a systematic review and meta-analysis to document the
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available evidence on the prevalence of [PV and NPSV during periods of armed conflict
and post-conflict. The protocol for the review was registered in PROSPERO
(#CRD42023436917) on June 27", 2023. The review is reported in line with the
Preferred Reporting Items for Systematic Reviews and Meta-Analyses Protocols

(PRISMA) guidelines (see Appendix 1 for the completed 2020 PRISMA Checklist).

The review included population-based, observational studies that collected
quantitative data with women and/or girls (aged 15 or older). The primary outcomes were
prevalence of IPV, NPSV, and sexual violence by any (or an unspecified) perpetrator. All
outcomes rely on self-reported binary variables about if a respondent has experienced
each form of violence. While there are other forms of IPV (psychological, economic,
etc.), for the purposes of this review only physical or sexual IPV were included to align
our results with other international summarization efforts (e.g., WHO global prevalence
estimates on VAWG). For violence perpetrated by non-partners, only sexual violence was
included. A final measure of ‘any sexual violence’ included any form of sexual violence
(IPV, non-partner, perpetrator not specified). For articles where a summary figure for any
sexual violence was not available, one measure of sexual violence (either sexual IPV or

NSPV) was included in the final analysis.

For the systematic review, all prevalence estimates, no matter their recall period,
were included. For the meta-analysis, individual estimates of violence were pooled by:
lifetime, past 12 months and during a conflict period (as relevant based on the available
data for each measure of violence). Where the recall period or perpetrator was unclear,

classification was done based on the context of the study (e.g., rape in the context of a

12



questionnaire about experiences of war-related incidents was assumed to be non-partner

sexual violence during a period of conflict).

The population under investigation was conflict-affected women and girls (15 and
older) living in an active conflict, or during a post conflict period (10 years post-conflict).
The settings were conflict-affected countries or refugee populations living in countries of
immediate refuge (i.e. bordering the conflict-affected country). Conflict-affected settings
were defined based on a review of available data from Uppsala Conflict Data Program’s
(UCDP/PRIO) Armed Conflict and Non-State Conflict Datasets (version 23.1)
(Gleditsch, 2002; Sundberg & Melander, 2013; Pettersson et al., 2021), where countries
that experienced large scale conflict (defined as 1000 deaths or more) were classified as
conflict-affected. In addition, if a peer-reviewed article self-identified as covering a
conflict-affected population (including refugee populations in countries of immediate
refuge) they were also included if the data was collected during a time of active conflict

or within 10 years post conflict.

The following databases were searched: PubMed (Medline); PsycINFO; and
Scopus. The full search strategy can be found in Appendix 2. Bibliographies of relevant
articles uncovered by the search were also reviewed for further articles that meet the
search criteria. The search covered literature published between January 1990 and August
2023. To complement the data collected through searches of peer-reviewed databases, we
analyzed data from the DHS. For countries with DHS surveys within 10 years of conflict
either national (if the conflict generally affected most geographic areas) or sub-national

(if the conflict was primary focused only on certain regions) estimates were utilized.
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Studies were excluded from the review if they did not meet the conditions laid out
above (e.g., correct setting, population, outcomes) and in the following circumstances:
studies focusing on qualitative data only, studies that rely on reports of male heads of
households (as opposed to women themselves), studies that focused on assessing
similarities/differences in reporting male perpetration and female victimization within
couples, studies that focused on the experiences of active members of formal (state-
based) armed forces or veterans of these forces and where the full paper was not able to

be accessed.

COVIDENCE was utilized to manage study screening. Abstracts were
independently screened for relevance by two reviewers and then, for selected studies
deemed potentially eligible after abstract screening, a full text review was completed by
the same two reviewers. The two reviewers periodically met to review any emerging
conflicts, and a third reviewer was available to adjudicate any conflicts that could not be
solved by the primary reviewers. Data for meta-analysis was extracted to Microsoft
Excel independently by each reviewer at the end of the screening process. Key study
details (e.g., location, dates of data collection, type of study) and prevalence data (e.g.
number of events, sample sizes, prevalence estimates) were extracted for each included

study.

Data analysis
To prepare the data for meta-analysis, DHS datasets were downloaded from the
DHS program website. Violence prevalence estimates for each conflict-affected country

or conflict-affected sub-region were calculated in Stata (Version 16) (see Appendix 5 for
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details). Logit transformed prevalence and variance data for each country (or conflict-
affected sub-regions of the country), while using complex survey weighting (svyset) in
line with recommended procedures for analyzing DHS data, was then extracted for
pooling with the peer-reviewed data.!

Prevalence estimates for physical or sexual [PV, NPSV, and sexual violence
overall were summarized with pooled prevalence and 95% confidence intervals generated
for lifetime, past 12 months and during conflict (as relevant depending on what recall
periods were used for each form of violence in the identified articles). Forrest plots for all
estimates were generated. Meta analysis was undertaken in R using the packages metafor
(Viechtbauer, 2010) and meta (Schwarzer et al., 2015). Following suggested approaches
for pooling proportional data, random effects models using inverse variance weighting
were employed to calculate the summary estimates and the DerSimonian-Laird estimator
was utilized to calculate t* (DerSimonian and Laird, 1986; Wang & Liu, 2016; Wang,
2018). The summary estimates were then transformed back into proportions for final
presentation, along with measures of heterogeneity (I? and t?). Estimates were considered
highly heterogeneous if they had an I? of 80% or higher.

To further understand trends within the data, subgroup analysis was undertaken to
generate estimates by type of published study (peer reviewed article versus DHS survey).
Sensitivity analysis was undertaken by identifying and removing outliers (defined as
studies with z-values of their residual estimates with absolute values exceeding two) as
well as re-running analysis excluding data collected from health clinic-based studies and

only focusing on prevalence estimates collected by household surveys.

1 https://dhsprogram.com/data/Guide-to-DHS-Statistics/Analyzing DHS_Data.htm
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A risk of bias assessment was also undertaken. Hoy et al., 2012’s assessment tool
for risk of bias in prevalence studies was used as the core of this assessment. Two
additional criteria were added given the nature of the studies on GBV in conflict settings.
The first was an additional measure related to the size of sample given the considerable
variety among included studies. A sample size of 500 or more was assessed as having less
risk of bias based on similar assessments in previous reviews of violence in conflict-
settings (Rubenstein et al., 2020). They second was added to document if procedures
related to ethical considerations specific to studies on violence — based on the
recommendations from the WHO on researching VAWG — were documented by the study
authors (WHO, 2007). The final tool also included domains related to representativeness,
sampling strategies and size, case definition/data collection tools utilized, appropriateness
of recall period and how prevalence estimates were calculated (i.e. standard denominators
used). This resulted in a score of 0-12 (with higher scores equating to less risk of bias).
Summary results are presented in the results section and full details of the assessment
procedure can be found in Appendix 6.

Results

A total of 2170 studies were reviewed after the initial search, including 2158
studies identified from academic databases and 12 from other sources (Figure 1). A total
of 45 studies were included in the final review, including 35 peer reviewed articles and 10
DHS studies. Studies were excluded for a variety of reasons including lack of quantitative
VAWG prevalence data (e.g., Supervie et al., 2010), the study population under investing
was children (e.g. Amone-P’Olak et al., 2015), inclusion of other forms of violence in

prevalence estimates (e.g. Falb et al. 2013), and data collected beyond 10 years after the
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conflict ended (e.g. Black et al., 2019).
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More studies explored the prevalence of IPV in conflict-affected contexts (21
studies reported lifetime physical IPV, 18 reported lifetime sexual IPV) compared to
studies measuring non-partner sexual violence in general (8 studies reported lifetime non-
partner sexual violence). A further 11 studies looked at experiences of NPSV during
conflict-periods specifically. An estimate of any form of sexual violence (NSPV, IPV-
sexual violence and sexual violence perpetrator specified) was also produced from results
of 21 studies. For time periods covered, IPV data was generally focused on lifetime or
past 12 months experiences, while NPSV most often either covered lifetime experiences
or specifically looked at a period of conflict. Geographically, the areas covered by the
included articles were most often focused on countries within WHO’s African Region (28
studies). Eight studies included countries in the Eastern Mediterranean Region, five
studies covered countries from Southeast Asia and four were from the Americas (2) and

Europe (2). See Table 1 for a full list of included articles.
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Table 1: Included Articles

Articles (First Author, Data Sample

Date) Country Collection | Size* Study Type Age range
Adejumo, 2022 Nigeria NR 288 HH Survey 15-49
Ainamani, 2020 Uganda 2013 182 HH Survey 18-65
Al-Modallal, 2015 Jordan NR 300 Health Clinic Survey 18- None
Amowitz, 2004 Iraq 2003 779 HH Survey 18- None
Amowitz, 2002 Sierra Leone 2001 991 HH Survey 14-80
Delkhosh, 2019 Iran 2016-2017 | 183 HH Survey 15-49
Ellsberg, 2020 South Sudan 2016 1011 HH Survey 15-65
Falb, 2013 Thailand 2008 861 HH Survey 15-49
Fescha, 2012 Ethiopia 2011 422 HH Survey 15-49
Gupta, 2014 Cote d’Ivoire 2010 950 HH Survey 18-None
Hadush, 2023 Ethiopia 2021 406 HH Survey 18-NR
Hammoury, 2007 Lebanon 2005 349 Health Clinic Survey NR
Hynes, 2004 East Timor 2002 220 HH Survey 18-49
Islam, 2022 Bangladesh 2019 493 HH Survey 13-41
Johnson, 2010 DRC 2010 559 HH Survey 18-None
Keating, 2021 Ecuador 2011 319 HH Survey 18- None
Kerimova, 2003 Azerbaijan 2000 457 Health Clinic Survey 18-48
Kim, 2009 DRC 2005 225 HH Survey 15-49
Kinyanda, 2016 Uganda 2008-2009 694 HH Survey 14- None
Lopes Cardozo, 2000 Kosovo 1999 825 HH Survey 15-65
Luo, 2022 Uganda 2011-2012 1415 HH Survey 13-49
Mishkin, 2022 Iraq 2017 158 Health Clinic Survey NR
Morof, 2014 Uganda 2010 117 HH Survey 15-59
Parcesepe, 2016 Ethiopia 2008 297 HH Survey 18- None
Parmar, 2012 Cameroon 2010 191 HH Survey 18-None
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2014-2015

Perrin, 2018 Somalia 2376 HH Survey 15 - None
Roberts, 2008 Uganda 2006 727 HH Survey 18-None
Sharma, 2022 South Sudan 2015 590 HH Survey 18- None
Sipsma, 2015 Rwanda 2008 531 HH Survey 15-49
Stark, 2013 Liberia 2007 674 HH Survey NR
Tappis, 2012 Syria 2009 486 HH Survey 15-49
Vinck, 2010 Central African Republic 2009 936 HH Survey 18- None
Vinck, 2013 Liberia 2010 2196 HH Survey 18- None
Wako, 2015 Rwanda 2008 548 HH Survey 15-49
Workie, 2023 Ethiopia 2022 412 HH Survey 18- 50
DHS Afghanistan, 2015 | Afghanistan (national) NR 21,273 HH Survey 15-49
DHS Cote D’Ivoire, 2010-2011

2011 Cote d’Ivoire (national) 5,018 HH Survey 15-49
DHS Pakistan, 2013 Pakistan (sub-national) 2012-2013 512 HH Survey 15-49
DHS Nigeria, 2019 Nigeria (sub-national 2018 287 HH Survey 15-49
DHS Nepal, 2012 Nepal (national) 2011 3225 HH Survey 15-49
DHS India, 2007 India (sub-national) 2005-2006 HH Survey 15-49
DHS DRC, 2008 DRC (sub-national) 2007 210 HH Survey 18-49
DHS Colombia, 2000 Colombia (sub-national) 2000 4196 HH Survey 15-49
DHS Liberia, 2008 Liberia (sub-national) 2007 2,377 HH Survey 15-49
DHS Uganda, 2007 Uganda (Northern) 2006 247 HH Survey 15-49

Notes: NR: Not reported; HH: Household; *Smallest sample size for violence variables reported when multiple violence
indicators included; Countries where data collection took place are reported, though most are not nationally representative.
See Appendix 3 for details of the specific locations. For DHS surveys, if national estimates are used, the country is named. If

sub-national estimates of conflict-affected regions are used. See Appendix 3 for details.
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Overall, there was some variety in how I[PV, NPSV, and sexual violence were
measured across studies, though most studies used some kind of internationally accepted
data collection tools (e.g., DHS domestic violence module questions (ICF, 2021), the
WHO Multi-country Study tool (WHO, 2005), the Abuse Assessment Screening Tool
(Soeken et al., 1998), the Harvard Trauma Questionnaire (Mollica et al, 1992), the
Reproductive Health Assessment Toolkit for Conflict-Affected Women (Hynes et al.,
2007)). The vast majority of included studies (n=36) utilized some kind of act-based
measures of violence (e.g., asking if the respondent has ever been forced to have sex,
rather than raped). This included 21 studies that specifically used either the WHO or DHS
question bank (with only very slight variations, if any) to assess experiences of violence.
For questionnaires that did not utilize act-based questions, most studies were focused on
wider assessments of war-time traumas experienced (e.g., the Harvard Trauma
Questionnaire) and asked limited questions about experiences of GBV — mostly

commonly if a respondent had ever been raped.

A 12-point risk of bias assessment was undertaken for each study to classify the
risk of bias of including the study in the pooled estimates. Summary results are in Table 2
and details of how each study was scored are available in Appendix 6. Overall, there was
a wide range of scores, ranging from 3-10.5, with DHS studies generally scoring highest
(less risk of bias) compared to smaller peer-reviewed studies.? However, the score of
most included articles was fair (an average score of 7.1 out of 12). Almost all studies used

some kind of randomized sampling strategy (86%) and had some kind of sampling frame

2 A risk of bias assessment was not done on DHS Afghanistan data as only the dataset was available, rather
than a full report.
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(village, block, or individual) (89%). Most studies (77%) used recall periods in line with
international standards (past 12 months and/or lifetime). Lower scores were seen on
indicators such as the sample size (which were generally small), lack of reporting of or
large non-response rates, sample/denominator issues (e.g. only calculating IPV variables
on those currently married, samples focusing only on poor women, etc.), lack of
documentation of the study team following the WHO’s ethical and safety principles and

estimates that were not nationally representative.

Table 2. Risk of Bias Summary (1-12 with higher scores less risk of bias)

Articles (First Author, Date) Total

Adejumo, 2022 6
Ainamani, 2020 3
Al-Modallal, 2015 4.5
Amowitz, 2004 5
Amowitz, 2002 7.5
Delkhosh, 2019 7.5
Ellsberg, 2020 9.5
Falb, 2013 7.5
Feseha, 2012 9
Gupta, 2014 8.5
Hadush, 2023 7.5
Hammoury, 2007 4.5
Hynes, 2004 7
Islam, 2022 5
Johnson, 2010 7
Keating, 2021 6.5
Kerimova, 2003 4
Kim, 2009 6
Kinyanda, 2016 7.5
Lopes Cardozo, 2000 6
Luo, 2022 5.5
Mishkin, 2022 4.5
Morof, 2014 8
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Parcesepe, 2016 5
Parmar, 2012 6
Perrin, 2018 8.5
Roberts, 2008 9
Sharma, 2022 8
Sipsma, 2015 8
Stark, 2013 6
Tappis, 2012 5.5
Vinck, 2010 8
Vinck, 2013 6.5
Wako, 2015 6.5
Workie, 2023 7
DHS Cote D’Ivoire, 2011 9.5
DHS Nigeria, 2019 8.5
DHS Nepal, 2012 10.5
DHS India, 2007 9.5
DHS DRC, 2008 8.5
DHS Colombia, 2000 8.5
DHS Liberia, 2008 9.5
DHS Pakistan, 2013 9.5
DHS Uganda, 2007 8.5

Notes: DHS Afghanistan not assessed as only the dataset (rather than the full
report) was available

In our meta-analysis we generated estimates of intimate partner violence, non-
partner sexual violence, and sexual violence from any perpetrator. Results of each

analysis are explored in turn here.

Intimate partner violence
For IPV, we estimated pooled prevalence for lifetime experiences of physical,

sexual, and physical or sexual violence (see Figure 2).
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Figure 2: Pooled estimates of lifetime IPV

Prevalence
Physical or Sexual 9
Physical _._
Sexual ‘
0.1 0.2 0.3 0.4
prevalence

category prevalence Cls  Num_of_studies Tau_sq |_sq
Physical or Sexual 0.39 .32-.46 13 0.2541 (SE =0.1351) 98.62%
Physical 0.31 .27-.36 21 0.2429 (SE =0.1124) 98.09%
Sexual 0.17 10-.27 18 1.6582 (SE = 0.8148) 99.67%

We identified 13 studies that had estimates of lifetime physical and/or sexual IPV
(Figure 3). The pooled prevalence of women and girls reporting experiences of lifetime
physical or sexual violence was 39% (95%CI: 32-46%; 12 = 98.62%; t> = .0.2541; 13
studies; 48,398 participants). Estimates derived from DHS studies only (PR: 38%;
95%CI:32-45%; I = 99.23%; t2 = 0.1734; 9 studies) and peer reviewed articles only (PR:
40%; 95%CI:26-57%; 12 = 99.23%; t> = .0.4648; 4 studies) were generally similar (p
value for sub-group heterogeneity = 0.7920; See Appendix 7 Supplementary Figure 1). In
sensitivity analysis, one study (Ellsberg et al., 2020) was identified as a potential outlier,
however when removed the overall estimate stayed consistent (PR: 37%; 95%CI: 32-

43%; %; 12 =97.72%; t> = 0.1607; Appendix 7, Supplementary Figure 2).
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Figure 3: Pool estimates of lifetime physical or sexual IPV

Study Proportion [95% CI]

Nigeria DHS, 2018 t - i 4.79% 0.18[0.08, 0.33]

Cote d'lvoire DHS, 2011 HH 8.15% 0.26[0.24, 0.28]
Gupta, 2014 i 8.06% 0.26[0.24, 0.29]
Nepal DHS, 2011 = 3 8.04% 0.28[0.25.0.31]
Johnson, 2010 - 7.96% 0.30[0.27.0.34]
India DHS, 2007 1 8.16% 0.34[0.32. 0.36]
Colombia DHS, 2000 L] 8.19% 0.39[0.37. 0.40]
Liberia DHS, 2008 —-— 7.96% 0.40[0.36. 0.45]
Perrin, 2018 HiH 8.16% 0.45[0.43.0.47]
Afghanistan DHS, 2015 HIH 8.17% 0.51[0.49, 0.53]
Uganda DHS, 2007 b, 7.74% 0.5410.47.0.60]
DRC DHS, 2008 t - i 6.46% 0.56[0.43, 0.68]
Elisberg, 2020 HIH 8.16% 0.62[0.60. 0.65]
RE Model ~— 100% 0.39[0.32, 0.46]

Heterogenity: 1"2= 98.62%, tau*2=0.2541, Q(df = 12) = 870.4569, p-val < .0001
[ 1
0 0.25 0.5 0.75 1
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We included a total of 21 studies with estimates of lifetime physical IPV. The
pooled prevalence was 31% (95%CI: 27%-36%; 12 = 98.09%; t*> = 0.2429) of women and
girls experiencing lifetime physical IPV (52,895 participants; Appendix 7, Supplementary
Figure 3). Cross-sectional surveys were used as the data collection methodology in 21 of
the 22 included studies and the overall estimated prevalence remained similar in a
sensitivity analysis (PR: 30%; 95%CI: 26%-35%; I? = 98.05%; t> = .2314) when
excluding one study of health clinic attendees (Al-Modallal et al., 2015; Appendix 7,
Supplementary Figure 4). In subgroup analysis, pooled estimates from DHS data (10
studies) were larger (PR: 37%; 95%CI: 30%-44%; 1?> = 98.28%; t> = .2194) than estimates

pooled from peer reviewed articles (PR: 27%; 95%CI: 20%-34%; 1> = 98.29%; t* =
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.3626; 11 studies; p-value for sub-group heterogeneity = 0.0496). See Appendix 7:

Supplementary Figure 5 for details.

Lifetime experiences of sexual IPV was pooled from the results of 18 studies,
with an overall prevalence estimate of 17% (95%CI: 10% - 27%; I = 99.67%; t* =
1.6582; 55,464 participants; Appendix 7, Supplementary Figure 9). In subgroup-analysis,
the estimate derived from peer-reviewed articles (9 studies) were much larger (24%; 95%
CL: 13%-40%; 1> = 99.66%; t> = 1.3143) than those from DHS studies (12%; 95%CI: 9%-
15%; 12 = 95.12%; t*> = 0.1625; 9 studies; p-value for sub-group heterogeneity = .0219).
See Appendix 7, Supplementary Figure 10 for more details. In sensitivity analysis, the
overall prevalence estimates remain quite similar (PR: 15%; 95%CI: 10-21%; %; 1> =
99.14%; t> = 0.7476) to the main estimate when one potential outlier study was removed
(Stark et al., 2013; Appendix 7, Supplementary Figure 11). All studies pooled to create
the overall estimate of lifetime experiences of sexual IPV came from studies that utilized

household surveys as their data collection methodology.
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Figure 4: Pooled estimates of IPV in the past 12 months

Prevalence
Physical or Sexual &
Physical @
Sexual €
0% 10% 20% 30% 40%
prevalence
category prevalence Cls  Num_of_studies Tau_sq I_sq

Physical or Sexual 0.24 .16-.35 8 0.5676 (SE = 0.3819) 99.08%
Physical 0.27 .20-.35 15 0.5573 (SE = 0.2870) 98.92%
Sexual 0.17 .08-.28 13 1.5993 (SE = 0.8132) 99.21%

Studies that explored IPV in the past 12 months were generally separate from
studies that examined lifetime rates of violence, with few studies examining both recall
periods. Generated estimates of [PV in the past 12 months (Figure 4) based on the
available studies were similar to lifetime estimates of IPV. Rates of past 12 months
physical or sexual IPV were estimated to be 24% (95%CI:16-35%; I> = 99.08%; t*> =
0.5676; 8 studies; 32,253 participants; Appendix 7, Supplementary Table 12). Fifteen
studies were pooled to create a summary prevalence estimate of experiences of physical
IPV in the 12 months prior to the survey and an overall estimate of 27% (95%CI: 20%-
35%; I = 98.92%; t> = 0.5573; 38,266 participants) was calculated (Appendix 7,
Supplementary Table 13). Pooled estimates of sexual IPV in the past 12 months (17%;

95%CI: 8%-28%; I = 99.21%; t2 = 1.5993; 13 studies; 34,061 participants) were also
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generated (Appendix 7, Supplementary Table 14).

Non-partner sexual violence

Turning to NPSV, pooled estimates were lower than estimates of experiences of
IPV (Figure 5). Using data from eight studies, 21% (95%CI:13%-30%; I?> = 99.22%; t* =
.5416; 16,737 participants) of women and girls were estimated to have experienced
NSPV in their lifetime (Appendix 7, Supplementary Figure 15). In sensitivity analysis,
these estimates generally did not change (PR: 21%; 95%CI: 15%-29%; I* = 98.76%; t> =
.2668) when two potential outlier studies (Perrin et al., 2018; Morof et al., 2014) were
removed (Appendix 7, Supplementary Figure 16). For studies that specifically examined
NSPV during a conflict period (often, though not exclusively, defined specifically
conflict-related violence) was estimated to be 11% (95%CI: 7-18%; I> = 97.74%; t> =
.7022; 11 studies; 7,948 participants; Appendix 7, Supplementary Figure 17). This
estimate does not generally change when one potential outlier (Ainamani et al., 2020)
was removed (PR: 11%; 95%CI:9-14%; I? = 90.94%; t* = .1415; Appendix 7,

Supplementary Figure 18).
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Figure 5: Pooled estimates of NPSV

Prevalence
NPSV - Life @
NSPV - Conflict ——
0% 10% 20% 30% 40% 50%
prevalence
category prevalence  Cls  Num_of_studies Tau_sq I_sq

NPSV - Life 0.21 13-.30 8 0.5416 (SE = 0.4536) 99.22%

NSPV - Conflict 0.11 .07-.18 11 0.7022 (SE = 0.4458) 97.74%

Sexual violence — overall

Lifetime sexual violence from any perpetrator (any sexual violence, non-partner
sexual violence or sexual IPV) was estimated to be 21% (95%CI: 13-30%; I> = 99.63%;
t2 = 1.1360; 21 studies; 67,586 participants; Appendix 7, Figure 19). Estimates based on
data from peer-reviewed articles (PR: 28%; 95%CI: 20-37%; %; 1> = 99.42%; t* =
0.6246; 12 studies) were much higher than those based on DHS data (PR: 14%; 95%CI:

9-21%; %; I> = 98.52%; t> = .4710; 9 studies; Figure 6).

30



Figure 6: Estimates of sexual violence — Peer Reviewed versus DHS Data

Study Proportion [95% Cl]
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Discussion

This review provides the first systematic effort to estimate the lifetime prevalence
of both IPV and NPSV, as well as an aggregate estimate of the proportion of women who
have experienced any type of sexual violence in conflict settings. The results estimate
that 39% of women and girls in conflict-affected settings have experienced physical or
lifetime IPV, while 24% reported this violence in the past 12 months (see Table 3 for the
study’s critical findings). For non-partner perpetrated violence, an estimated 21% of
women and girls had experienced this violence in their lifetime and 11% reported having

this experience during a period of conflict. When looking at sexual violence overall, an
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estimated 21% had experienced this violence, though there was considerable

heterogeneity depending on the source of this data.

Table 3: Critical Findings

While measurement issues remain, overall consistency in measurement
approaches for GBV variables in conflict-affected settings is improving.
Prevalence of IPV in conflict-affected settings appear to be higher than global
prevalence estimates.

This analysis found that an estimated 39% of women and girls in conflict-
affected settings have experienced physical or lifetime IPV, while 24% reported
this violence in the past 12 months.

An estimated 21% of women and girls had experienced non-partner sexual
violence their lifetime. and 11% reported having this experience specific during
a period of conflict.

More women and girls experience violence at the hands of intimate partners,

compared to non-partner sexual violence — even during times of conflict

Overall, compared to previous efforts to synthesis prevalence rates of GBV in

conflict settings (e.g. Vu et al., 2014; Stark & Ager, 2011), this review was able to rely on

data from relatively rigorous cross-sectional household surveys and generally excluded

data from studies based on convenience samples, which were almost all that was

available 10 years ago. The included studies in this review utilized relatively rigorous

sampling methods (generally employing a sampling frame and some form of random

sample), standardized recall periods and adhered to international best practice in defining
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violence. For example, for measures of prevalence of IPV, the use of lifetime and/or past
12 months recall periods was almost uniformly employed across studies. In addition,
most studies utilized standardized questions employed by the WHO Multi-Country Tool
for Domestic Violence and/or the DHS Domestic Violence module. This represents a
marked improvement in the availability of data on the issue of GBV in conflict-affected
settings, though deficiencies (e.g., small sample sizes, study tools not validated in study
settings, differences in how violence variables are calculated, etc.) remain commonplace
as these improvements were coming from a particularly low baseline in terms of study
quality (Stark & Ager, 2011).

While there has been improvement in the standardization of measures of GBV
overall, there are some differences that could affect the quality of our estimates including
variations in underlying populations, recall periods, measurement tools, etc. For example,
there was variation in age ranges (minimum ages 15 or 18; maximum ages 49, 64 or
none), denominators (e.g. ever married, currently married, ever partnered) utilized to
calculate IPV, and sample populations (e.g. poor women, recently married women, health
clinic attendees, etc.) across articles. In addition, some studies that measured IPV were
completely excluded from this review as they included other forms of IPV (primary
psychological violence) in their overall estimates and did not provide disaggregated
figures for only physical or sexual IPV.

In addition, differences in recall periods were common for studies examining
NPSV and sexual violence in general — as many of the included studies were specifically
interested in sexual violence that occurred during a conflict period. As each country’s

conflict lasted a different length of time, this naturally leads to more variation in recall
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periods. However, some tools had unclear recall periods or, while stating they were
exploring lifetime experiences of violence, were structured to be specifically exploring
war-related incidents of violence. Similarly, the perpetrator of violence was not always
clear in all data collection tools/studies and some of these tools focused on war time
trauma exposure rather than GBV. These tools often only relied on a single question to
assess experiences of sexual violence rather than utilizing a more complete definition that
includes sexual assault or defining these topics (e.g., “have you ever been forced to have
sex when you didn’t want to” rather than “have you ever been raped”) to ensure
respondents have a common understanding of what is being asked.

Overall, the results of the meta-analysis produced estimates that are broadly in
line with other efforts to generate global summary data for rates of GBV (e.g., WHO
global estimates, previous meta-analysis for conflict-affected populations). For IPV, our
study suggests that more than one-in-three (39%) ever-partnered women and girls in
conflict settings experience physical and/or sexual IPV, which is higher than the overall
WHO global estimates of one-in-four women (26%). As the WHO estimates are based on
country, regional, and global level modelling efforts, our study’s methods (meta-analysis
of published prevalence data) do not necessarily allow for direct comparison with these
figures. However, given the increased risk factors for experiencing IPV present in
conflict-affected locations (e.g., increased poverty, breakdown of rule of law, increased
presence of alcohol, drugs and guns, normalization of violence, etc.), our findings are in
line with theorized higher rates of GBV in conflict-affected areas (e.g. Swaine et al.,
2019; Murphy et al., 2023) and the results of other country-specific studies (e.g. Ellsberg

et al., 2021; Kelly et al., 2018, etc.) that found that exposure to conflict is associated with
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higher rates of GBV. Rates of past 12 months physical and/or sexual IPV (24%) were also
larger than the global WHO estimates during the same recall period (10%), potentially
reflecting the increased risk factors contributing to experiences of violence during a
conflict period as well as the lack of ability for women and girls to leave a violent
relationship when their normal informal (e.g., proximity to family, access to employment,
etc.) and formal (e.g., women’s centers, police, etc.) support structures have broken
down.

Turning towards experiences of sexual violence in conflict-affected contexts,
overall pooled estimates of lifetime NPSV (21%) and studies that specifically looked
only at conflict-affected periods (11%) were much larger than global lifetime WHO
estimates of NPSV (6%) (WHO, 2021). Estimates which sought to pool together all
forms of sexual violence found similar results (21%). These estimates were very similar
to Vu et al.’s (2014) previous meta-analysis results of sexual violence in complex
emergencies (21%), further providing support for those results. These similarities are
particularly interesting as they were generated despite some differences in the articles
included in both reviews due to differences in inclusion/exclusion criteria and the
proliferation of more rigorous studies in the past 10 years.

Importantly, there were some differences in our estimates depending on the type
of study, with differences in the prevalence estimates generated when using only DHS
studies compared to estimates from smaller academic, peer-reviewed studies. These
differences were particularly evident in sexual violence variables where estimates
collected through peer reviewed studies resulted in larger pooled estimates compared to

those from DHS datasets. For example, estimates of sexual IPV from peer-reviewed
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articles were double those from DHS studies (24% versus 12%). Similarly, estimates of
sexual violence overall were higher (28%) when examining data from peer reviewed
papers compared to those from DHS studies (14%). This suggests there are potential
biases (e.g., recall, social desirability, etc.) that might affect DHS studies more strongly
than smaller academic studies when examining very sensitive issues such as sexual
violence — particularly in conflict-affected settings where sexual violence is often highly
stigmatized (Rose, 2023).

Generally, across the evidence base we see that studies that focus specifically on
the issue of GBV alone tend to generate larger prevalence estimates compared to studies
that focus on a wider variety of topics. While many studies in this review (including the
peer reviewed literature) included GBV as one of many topics under investigation, some
of the largest prevalence estimates were generated by studies with GBV as the single
focus (e.g. Ellsberg et al., 2021, Perrin et al., 2018, Stark et al., 2013, Parcesepe et al.,
2016). Women's willingness to disclose experiences of sexual violence is highly sensitive
to methodological and safety issues, such as privacy and confidentiality, the number and
phrasing of questions, whether the interview is face-to-face or uses methods that allow
for anonymous reporting, the stigma attached to sexual violence, fear of retaliation by
abusers, and the skill of interviewers (Ellsberg, et al, 2001). Large-scale, multi-issue
studies, such as the DHS, might be particularly likely to under-report experiences of
sexual violence given the sensitive nature of this data, the difficulty in ensuring privacy
during the interview, and the required trust needed to be built up between interviewer and
respondent. For physical violence, particularly in locations where violence is widely

accepted and tolerated, this same reluctance to disclose during a multi-topic survey might
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not be as common — reflected in more similarity in rates of physical IPV generated from
DHS and peer reviewed studies.

Overall, this article presents an attempt to synthesize the best available evidence
on GBV in conflict-affected settings. However, several limitations have affected the
efforts. For example, while there have been improvements in measurement consistency,
the review team had to make decisions about how to pool data with different recall
periods from the standard lifetime and past 12 months as well as measures that were
unclear about who perpetrated the violence. Furthermore, there is still limited prevalence
data on the issue of GBV in conflict-affected settings, and the fact that we were pooling
data from different countries/contexts (i.e., studies estimating lifetime and past 12-month
rates of violence were typically from different studies/contexts) contexts to generate each
estimate could affect our results. In addition, the demonstrated heterogeneity of results
depending on the study source (DHS versus peer viewed, multi-issue versus GBV-
specific) affects our confidence in our overall estimates.

Despite these constraints, the results of this analysis are still important for the
field. While rates of GBV likely vary considerably between conflict-affected contexts,
when we look at rates of GBV in the WHO global estimates we also see considerable
variation by country/region (WHO, 2021). Overall, GBV in both conflict and non-
conflict contexts is caused by unequal power and patriarchy. These inequitable gender
norms have been associated with higher rates of GBV in previous research (Heise &
Kotsadam, 2015). We therefore expect experiences of conflict to interact with these pre-
existing conditions and norms, both introducing new drivers of GBV and compounding

existing ones (Swaine et al., 2019; Murphy et al., 2023). As such, the prevalence of [PV
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and NPSV prior to conflict in any context would also affect violence rates after a conflict
begins — reflecting considerable variation in rates of GBV both in peacetime and during
conflict and affecting any effort to pool data across sites.

While these overall estimates of pooled prevalence may mask these variations of
individual contexts, they do provide some utility. Importantly, they provide an initial
estimate for programmers and policy makers to utilize in conflict-affected settings where
data about prevalence rates of GBV is often limited. As noted in the 2015 Inter-Agency
Standing Committee GBV Guidelines, collecting GBV prevalence data in acute
emergencies “is not advisable due to methodological and contextual challenges related to
undertaking population-based research on GBV in emergency settings (e.g. security
concerns for survivors and researchers, lack of available or accessible response services,
etc.)” (IASC, 2015). Therefore, these types of analysis efforts can provide programmers
and policymakers with summary estimates to help inform their work, without putting
survivors at additional risk by collecting additional primary data during a conflict.

They also draw attention to forms of violence — such as I[PV during emergencies —
that traditionally might not be prioritized in policy response during a conflict. The results
of this review and meta-analysis provide further evidence that rates of [PV are higher in
conflict-affected settings and that more women and girls experiences IPV compared to
NPSV. They point to the importance of considering IPV prevention and response as key
programming in conflict-affected settings. While still limited, there have been more
efforts in recent years to implement and evaluate programming in conflict-affected
settings that focus on reducing both IPV and NPSV (Spangaro et al., 2021). Further

investment in these types of programming — considering both IPV and NPSV - is needed.

38



See Table 4 for further recommendations based on the results of this study.

Table 4: Key Recommendations for Practice, Policy and Research

This study demonstrates that there is considerable variation in measurement
approaches for GBV in conflict-affected settings. Future research in this topic
area should utilize common measurement tools (e.g, the WHO Domestic
Violence Study questionnaire, the DHS Domestic Violence Module), recall
periods (lifetime and past 12 months) and uniform populations (e.g., women of
reproductive age) to produce comparable data on GBV.

Sexual violence estimates often appear to be particularly under-reported in
studies on GBV. Future research should ensure that appropriate conditions (e.g.,
complete privacy, sufficient training of data collectors on both survey procedures
and gender equitable attitudes, act-based questions that are clear in their meaning
to respondents, and multiple opportunities and methods for disclosure) are put in
place for all data collection on GBV and in particular for questions about sexual
violence.

This study demonstrates that more women and girls experience I[PV compared to
NPSV — even during conflict. It is important for programmers and policy makers
to fund programming that focuses on preventing and responding to IPV, as well

as NPSV in conflict-affected settings.

The results of this study demonstrate the high rates of violence that women and

girls are experiencing in conflict-affected settings. They also point to the improving

breadth and quality of data on GBV in conflict-affected settings. Researchers should
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continue to build this evidence in safe and ethical studies that draw upon the learning of
GBYV researchers globally and apply the WHO’s Ethical and Safety Recommendations for
Researching, Documenting, and Monitoring Sexual Violence in Emergencies (WHO,
2007) to ensure the estimates produced are reliable and do not put participants at undue
risk during or after data collection. High quality data on GBV in conflict settings is
possible, but the safety of women and girls should remain central to any research efforts.
Policymakers and practitioners should continue to advocate for more evidence- based
GBYV programming but should work in partnership with academics to prioritize safety

and ethics within these efforts.
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CHAPTER 3: REDUCING VIOLENCE AGAINST WOMEN AND GIRLS
IN ATIME OF CRISIS: AN IMPACT EVALUATION OF THE RETHINKING

POWER PROGRAM IN HAITI (STUDY 2)

Abstract

New program approaches that seek to prevent violence against women and girls
are being rolled out around the globe. Key amongst these are community mobilization
programs that take holistic, community-level approaches to changing inequitable gender
norms. A mixed, methods, quasi-experimental impact evaluation of a community-
mobilization focused program, Rethinking Power, was undertaken by an independent
research team from 2017-2024. The overall objective of this evaluation was to understand
the impact of this program on key violence and gender attitudes and norms indicators
amongst women and girls aged 15-64. At endline, respondents in the intervention areas
had 41% reduced odds (aOR: 0.59; 95%CI: .39-.90) of reporting past year physical or
sexual intimate partner violence (IPV) when compared to women and girls in the control
sites. When examining experiences of physical or sexual IPV separately, odds of
experiencing both forms of violence decreased in the intervention sites compared to the
control areas (physical — aOR: 0.59; 95%CI: .39-.90; sexual — aOR: 0.62; 95%CI: .36-
1.00). Changes in gender equitable attitudes and acceptance of violence were also
documented by quantitative and qualitative means. As the intervention was implemented
during a time of upheaval in Haiti, these results suggest reductions in VAWG are possible

even during periods of crisis.
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Introduction

New program approaches that seek to prevent violence against women and girls
(VAWG) are being developed and rolled out around the globe. Key amongst these are
community mobilization programs that take holistic, community-level approaches to
changing inequitable gender norms around VAWG (Heise & Kotsadam, 2015; Vyas &
Heise, 2016; Gressard, Swahn, & Tharp, 2015; Ellsberg et al., 2015; Kerr-Wilson et al.,
2020). Rather than focusing only on the behavior of the person using violence
individually, these interventions seek to reduce violence at the population level through
changes in attitudes around violence, behaviors (including the use of violence and
intervening on behalf of others experiencing violence), and social norms regarding
gender and violence. To accomplish this, community mobilization programs work at
multiple levels — including engaging stakeholders throughout the community (e.g., people
of all ages and genders, community leaders, religious leaders, police, teachers, and
political leaders). These programs rely on the diffusion of ideas between community
members, multiplying the effect of specific program activities. Due to this complex
design, few rigorous evaluations of community mobilization programs for VAWG
prevention have been completed. However, the limited evidence that is available suggests
that these approaches can shift attitudes and reduce violence, particularly intimate partner
violence (IPV), in low- and middle-income countries (LMIC) (Abramsky et al., 2014;
Glass et al., 2019; Ogum Alangea et al., 2020; Wagman et al., 2015).

One community mobilization program that has shown particular promise is the
SASA! approach, originally created by the non-governmental organization (NGO) Raising

Voices. SASA! is based on the transtheoretical model of behavior change and takes the
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community through the stages of behavior change in order to facilitate changes in gender
norms (Prochaska, J.Ol, DiClemente, C.C., & Norcross, J.C. 1992). Through phased-in,
benefits-based activism using a gender-power analysis across all circles of influence,
communities can work through four phases of change: Start, Awareness, Support and
Action, each with its own aim toward transforming social norms around gender and
power (Raising Voices 2020). In 2014, results of a randomized control trial of SASA! in
Kampala, Uganda documented a 52% reduction of risk in physical IPV over a three-year
period (Abramsky et al. 2014). This evaluation demonstrated that community-
mobilization programs targeting social norms can be effective at reducing IPV, but more
information was needed to understand if S4S4! would be successful in other contexts
outside of Uganda and to explore the effectiveness of community-mobilization
approaches being implemented in insecure contexts.

In 2017-2021 an adaptation of the SASA4! approach was implemented in the
Caribbean country of Haiti. Haiti is a low-income country that has experienced a
multitude of political, social, economic, and climate crises. Haiti was the world's first
independent Black republic, and its people led the only successful slave revolt in history.
However, this led to decades of political isolation, payment of reparations to France, and
unequal political and economic relationships that stunted the early growth and ongoing
progress of the country. Frequent extreme weather events exacerbate environmental
degradation, while fraught political processes and periods of foreign domination have
contributed to deteriorated conditions. As a result of this complicated history, poverty is
now endemic in the country with most Haitians living on less than 2 USD per a day and

youth unemployment at more than 60% (Fauriol, 2020). High rates of inflation,
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exceeding 15 percent, have affected the day-to-day survival of Haitians and brought
increased political and social instability fomenting further unrest (Obert, 2019).

In the past few years, gang warfare, and insecurity throughout the country have
intensified. Much of the capital city of Port-au-Prince has come under the control of rival
gangs, who often have the explicit or implicit support of high-level politicians (Global
Initiative against Transnational Organized Crime, 2022). During the period of program
implementation, the main road between Port-au-Prince and the southern region of the
country was often blocked and controlled by gangs, further compounding the economic
crisis throughout the country (Obert, 2021). The COVID-19 pandemic also impacted the
country, heightening the ongoing economic crisis and expediting the migration of gang
activity from the capital to more rural regions of the country (Global Initiative against
Transnational Organized Crime, 2022; OCHA, 2022).

VAWG is also prevalent in Haiti. Estimates from the World Health Organization
(WHO) suggest that 23% of ever-partnered women (aged 15-49) in the country have
experienced physical or sexual IPV in their lifetime and 12% have experienced this
violence within the past year (WHO, 2021). While these estimates are lower than WHO’s
global estimates (which estimate 27% of ever-partnered women aged 15-49 have
experienced IPV in their lifetime and 13% have experienced it in the past year), it still
indicates that almost one-in-four Haitian women and adolescent girls experience IPV.
Violence is also experienced by younger girls in Haiti, with 1-in-3 girls experiencing
multiple types of violence before age 18 and 1-in-4 sexually abused (CDC et al., 2014).
Furthermore, girls face multiple barriers to accessing services when they experience

violence and only 1-in-10 girls who experience sexual abuse are able to access any
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professional response services (CDC et al., 2014). In addition, anecdotal reports indicate
that VAWG is increasing in areas of the country due to the proliferation of gangs and
crime (Obert, 2022). At the same time, Haitians report strong community ties and
community and political engagement, both factors that can support effective social norms
change programming (Crabtree and Godoy, 2010).

Amidst this context, the Rethinking Power program was implemented by a
grassroots NGO Beyond Borders in La Vallée Commune of the Southeast Department of
Haiti from 2017-2021. In parallel to the program, an impact evaluation was undertaken
by an independent research team. The overall objective of this evaluation was to
understand the impact of the Rethinking Power program on key violence and gender
attitudes and norms indicators among women and girls aged 15-64. This paper explores
the causal impact of the Rethinking Power program’s community mobilization approach
amongst women and adolescent girls in the intervention area.

Rethinking Power is a multi-level, community-based intervention that aims to
change attitudes and social norms around gender and violence, and ultimately reduce
experiences of VAWG, particularly IPV. It utilizes the SASA! approach to mobilize
community-based efforts to change knowledge, attitudes, and behaviors that perpetuate
harmful gender norms. To complement the existing SAS4!/ methodology, two new
dimensions were developed and implemented by Beyond Borders to increase focus on
populations experiencing intersecting oppressions. Power to Girls was introduced as an
approach that focuses specifically on reducing violence against adolescent girls, and Safe
and Capable is a resource pack that seeks to reduce stigma and violence against people

with disabilities. These three project components work together to mobilize communities
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to create an environment to support safety, non-violence, and the dignity of community
members of all genders—particularly women and girls. Rethinking Power staff trained
and mentored community leaders, community activists, school personnel, and girls’
groups mentors to conduct activities in their daily lives, related to shifting power
dynamics between women and men, girls and boys, and people with and without
disabilities. This paper focuses on the measuring the combined impact of all three project
approaches (SASA!, Power to Girls and Safe and Capable) on changes in attitudes and
rates of violence amongst women and girls in the intervention communities in general.
Further forthcoming papers will specifically explore the impact of the intervention on
adolescent girls and people with disabilities.
Materials and methods

A mixed methods approach was utilized for the evaluation, with both quantitative
and qualitative data collected at three time points (in 2017 — prior to the start of
community activities, 2019 — at the project midpoint, and 2021 — after the program
ended). A quasi-experimental design was used with the intervention sites (in La Vallée
Commune) and comparison sites (in Marigot Commune) purposefully selected for
inclusion. Sites in the comparison commune were selected due to similarities with the
intervention areas including the fact that both communes are located approximately an
hour from the main regional city of Jacmel, have similar socio-demographics, and are
rural.

Cross-sectional household surveys were collected with women and girls aged 15-
64, while key informant interviews and focus groups were collected with women, men,

girls, and boys aged 10-64. For the survey, multi-stage cluster sampling was utilized with
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clusters (Section d’Enumération or SDE — which are Haitian census enumeration areas)
first selected at random. All households in the SDE were then approached for interview
due to the rural, dispersed nature of the sites. One eligible woman or adolescent girl was
randomly selected per household to complete the interview. Purposeful sampling was
employed to source participants for key informant interviews and focus groups. This
entailed recruiting community members, community leaders, service providers, NGO
staff, and community activists to participate in interviews and/or focus group discussions.
For both quantitative and qualitative data, general community members were selected,
rather than specific program participants, to understand the diffusion of the intervention
within these wider populations. Qualitative data were collected at baseline (2017) and
endline (2021) in both the intervention and comparison areas to aid triangulation and
interpretation of the quantitative results as well as to explore effects of the program that
may provide depth and richness that cannot be captured by quantitative data.
Cross-sectional surveys were completed with 1,977 women and girls at baseline,
2,151 at midline and 2,432 at endline. Complementing this, 22 focus groups at baseline
and 26 at endline were collected, while 25 key informant interviews (KIIs) were
completed at baseline and 36 at endline. Local Haitian firms, Institut de Formation et de
Service (IFOS) at baseline and Pentagone Consulting Group at midterm and endline,
managed data collection activities at all time points and locally based Haitian
enumerators collected all data in person, in Haitian Creole. Quantitative data was directly
inputted into tablets and transferred to a secured server. Qualitative data was documented

by notetakers and then transcribed and translated by native Creole speakers.
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Quantitative measures and analysis methods

The quantitative data collection tool used for this evaluation was derived from
methods originally developed by the London School of Tropical Hygiene and Medicine
for the evaluation of the SASA! approach in Uganda (Abramsky et al., 2014). The primary
outcomes utilized for the evaluation are respondent’s experiences of physical, sexual,
emotional, and economic IPV in the past 12 months. These measures are based on the
Conflict Tactics Scale (Straus, 1979) and the World Health Organization’s Multi-Country
Study on Domestic Violence (Garcia-Moreno et al., 2005), which are measures of
violence where each respondent is asked if they have experienced a series of violent acts.
Each form of violence is then collapsed into a binary variable if the respondent reported
‘yes’ they experienced any of the acts of violence under each category (physical, sexual,
emotional, economic). For this evaluation, a recall period of violence experienced in the
past 12 months was utilized to understand change in IPV prevalence before and after the
intervention. The key outcome measures were defined as follows:
If a respondent’s male partner had:

e Physical IPV: slapped her or thrown something at her that could hurt her, pushed
her or shoved her or pulled her hair, hit her with his fist or with something else
that could hurt her, kicked her, dragged her or beaten her, choked or burnt her on
purpose, or threatened with or actually used a gun, knife, or other weapon against
her.

e Sexual IPV: forced her to have sexual intercourse when she did not want to, had

sexual intercourse when she did not want to because she was afraid of what her
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partner or any other husband or partner might do if she refused, forced her to do
anything sexual that she did not want or that she found degrading or humiliating.

o Emotional IPV: insulted her or made her feel bad about herself, belittled, or
humiliated her in front of other people, done things to scare or intimidate her on
purpose, or verbally threatened to hurt her or someone she cares about.

e Economic IPV: prohibited her from getting a job, going to work, trading, earning
money or participating in income generating projects, took her earnings from her
against her will, or refused to give her money she needed for household expenses
even when he had money for other things (such as alcohol and cigarettes).

Secondary outcomes included measures of experiencing non-partner sexual violence
(NPSV), agreement with gender inequitable attitudes, and acceptance of violence. At
endline several questions about the ongoing insecurity in Haiti were added to understand
the impact of these conditions on the outcomes of interest. See Appendix 1 for the details
of all key measures.

All quantitative data analysis was conducted using Stata 16.1. The primary analysis
strategy for the evaluation was a difference-in-difference approach where residence in
intervention sites (versus comparison communities) was compared at midterm and
endline. The following equation was employed:

Yic = o + BiMidTerm; + BaxTreatic + BsTreatic* MidTerm; + BaEndTime; +

BsTreatic + BeTreatic* EndTime; + Xict + Eict

where Yic is the outcome of interest for individual i in community ¢, MidTerm; is an
indicator equal to 1 for midterm survey, EndTerm; is an indicator equal to 1 for endline

survey, Treat is an indicator of having been exposed to the program (resident in the

49



treatment community), and Xic includes a set of control variables for age, education level
of respondent and working status, which have been found in the literature to be
associated with the dependent variable (Abramsky et al., 2011; Bourey et al., 2023;
Rivara et al., 2009). Robust standard errors were clustered at the SDE level to account for
the cluster sampling design. Because there were some differences in the overall sample
between the time points (due to insecurity/inaccessibility of some SDEs at different time
points), sensitivity analysis was performed on a restricted dataset that included only
locations where data was collected at all three timepoints. These results were generally in

line with the main results and are included in the Appendix 2.

Qualitative measures and analysis methods

Qualitative analysis was undertaken using Dedoose. A combination of a priori and
inductive analysis was used to develop a coding structure and themes for the data. Data
was analyzed for themes within the intervention and comparison sites and then compared
to understand similarities and differences in the locations at baseline and endline. Initial
results of the quantitative and qualitative data were shared back in community validation
meetings, where additional qualitative data was collected to help guide the interpretation
of findings. This validation allowed for key questions emerging during initial analysis to
be clarified and the final interpretation of the findings to be grounded in the realities as
seen by key stakeholders and community members in Haiti.
Ethics

Ethical approval of the research was obtained from the George Washington
University in the United States and the Comité National de Bioéthique Haitien in Haiti.

In addition, a local advisory group was established to provide additional oversight and
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input to the research methods and ethical considerations. This group included local
experts in VAWG and research in the Haitian context. Overall, the WHO
recommendations for researching VAWG were followed, including minimizing outsiders’
information about the study, conducting interviews in private locations, providing women
referrals if they are experiencing violence, using only female enumerators, and
interviewing only one woman per household.
Results

Overall, the samples in La Vallée (the intervention site) and Marigot (the
comparison site) were broadly similar at baseline with the primary differences related to
education and working status. There were no significant differences between the
intervention and comparison sites when examining key outcomes for the study: lifetime
prevalence of physical or sexual IPV and acceptance of violence. See Table 5 for details.

Table S: Comparison of Women and Girls from Intervention and Comparison Sites
at Baseline

All Women (aged 15-64) Ever Cohabitated Women (15-64)
Interventi | Compariso Intervention | Comparison
on (n=819) | n (n=529) n=779)
(n=1158)
mean (sd) mean (sd) p- mean (sd) mean (sd) p-
value value

Household 491 4.86 0.628 4.71 4.66 0.677
Size (2.26) (2.20) (2.12) 2.11)
Age 35.50 34.09 0.032 41.04 39.61 0.049

(14.64) (14.08) (12.98) (12.87)
Ever 0.82 0.84 0.411 1.00 1.00 -
Partnered (0.38) (0.37) - -
Ever 0.79 0.80 0.357 1.00 1.00 -
Cohabitated (0.41) (0.40)
(among ever
partnered)
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1 =can 0.78 .66 0.000 0.69 0.54 0.000

read/write (0.41) (0.47) (0.46) (0.50)

1 =working 045 .56 0.000 0.57 0.72 0.000
(0.50) (0.50) (0.50) (0.45)

1 = primary 0.34 42 0.000 0.41 0.55 0.000

source of (0.47) (0.49) (0.49) (0.50)

income own

work

1 =never 0.21 33 0.000 0.30 0.45 0.000

attended (0.41) (0.47) (0.46) (0.50)

school

1 =has 0.51 0.53 0.340 043 0.47 0.120

family/friends (0.50) (0.50) (0.50) (0.50)

can rely on

for support

Number of 2.53 2.21 0.004 3.66 3.12 0.000

children in (2.65) (2.23) (2.56) (2.13)

HH

Agree with 0.45 0.45 0.805 0.47 0.44 0.404

violence in at  (0.50) (0.50) (0.50) (0.50)

least one

scenario

Ever - - 0.33 0.30 0.320

experienced (0.47) (0.46)

physical or

sexual [PV

Notes: Results of regression models comparing each indicator individually between the
intervention and comparison communes presented. Robust standard errors were clustered
at the SDE level to adjust for the survey design.

Turning to the results of the difference-in-difference analysis, significant
reductions in the primary indicators of past 12 months’ experience of IPV were observed.
At baseline, 25% of ever cohabitated respondents in the intervention areas reported
experiencing physical or sexual IPV in the 12 months prior to the survey. This figure
reduced to only 13% at endline. While some reductions in reported experiences of

violence were also seen in the comparison communities, respondents in the intervention

areas had about 41% reduced odds (aOR: 0.59; 95%CI: .39-.90) of reporting past year
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physical or sexual IPV when compared to women and girls in the comparison sites at
endline. When examining experiences of physical or sexual IPV separately, odds of
experiencing both forms of violence decreased in the intervention sites compared to the
control areas (physical —aOR: 0.59; 95%CI: .39-.90; sexual — aOR: 0.62; 95%CI: .36-

1.00). See Table 6 for details.
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Table 6: Difference in Difference - Intimate Partner Violence on Ever Cohabitated Women

Physical or sexual Physical Sexual Economic Emotional
p- OR p- OR p- OR p- OR p-

OR value | (95% value | (95% value | (95% value | (95% value

(95% Cls) Cls) Cls) Cls) Cls)
Interaction 0.66 0.053 0.84 0.493 0.71 0.167 | 0.65 0.111 0.86 0.528
Midterm (.43-1.00) (.50-1.39) (44 -1.15) (38-1.11) (.55-

1.36)

Interaction 0.59 0.015 | 0.59 0.014 0.62 0.080 | 0.30 0.000 0.98 0.915
Endline (.39-.90) (.39-.90) (.36-1.00) (.18-.52) (.65-1.47)
Baseline
Mean - 0.248 0.106 0.200 0.187 0.246
Intervention
N 4,513 4,513 4,513 4,513 4,513

Notes: The interaction terms at midterm and endline are presented in each table. Each outcome is controlled for age, education

level of respondent and working status; standard errors were clustered at the SDE level to adjust for the survey design.
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Data from the qualitative interviews and focus groups supported these findings
with declines in violence within the home noted in the intervention sites and respondents
attributing these changes to the work of the program, as can be seen from these

participant responses:

In my opinion, there are less couples that act this way now. You will
always find some arguments within a couple but sometimes they try to
find acceptable solutions together in their room without using violence. -
Women’s FGD — Intervention Areas

I also see change. I know someone who used to beat his wife, and now
he does not do it anymore. — Women’s FGD — Intervention Areas

As a result of Rethinking Power’s work, I think there are more couples
that put their heads together and take the time to think about and plan a
better life. Yes, with the help of Rethinking Power, a lot of couples found
a way to live together and raise their children. - Women’s FGD —
Intervention Areas

Overall, these reductions in reported violence were taking place in a context of
national and community-level insecurity. While COVID-19 and national crises (e.g.,
political instability, economic protests, gang violence) generally would have affected both
the intervention and comparison sites in similar fashions, conditions in La Vallée (the
intervention areas) were reportedly more impacted by insecurity due to the migration of
certain gangs from Port-au-Prince to the area. At endline, 61% of women and girls in the
intervention areas reported that their community had been affected by insecurity. They
were significantly more likely to report that the community where they live was affected
by insecurity compared to those in the comparison areas (p<0.001). Similarly, 74% of

respondents in the intervention sites reported that they were somewhat or very
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fearful/worried about insecurity, significantly more than those who reported this the
comparison areas (p<.001). These concerns were also reflected in the qualitative data,
where the acute effects of the insecurity in the intervention areas in particular were
highlighted. For example, qualitative respondents reported:

You cannot go out even if you need to buy drinks. You are afraid to send

your children out. When you go out, within two blocks, you may meet

people with guns and who are masked. - Women’s FGD - Intervention

Areas

The past days have been so rough that no one could go out. When we

take the risk, it is with a lot of fear. Once we get back home, we thank

God for his grace that we are safe. - FGD — Women’s FGD -

Intervention Areas
This overall insecurity also may have had a particular impact on people’s livelihoods as
well as economic violence within relationships. Trends related to experiences of
economic violence within relationships differed between the intervention and comparison
sites, with reported economic IPV increasing in comparison areas (from 10% at baseline
to 16% at endline), while decreasing in the intervention areas (from 17% at endline to
11% at endline). Consequently, at endline the odds of experiencing economic violence
were reduced by 60% among participants in the intervention sites compared to those in
the control. Qualitative data from both sites shed some light on the overall deteriorating
economic conditions during the period of the project, due to COVID-19 and insecurity

within the country, that may have contributed to some of these increases in economic

violence within relationships in the comparison areas.

Let us take for example a ‘Madan Sara’. The role of a ‘Madan Sara’ is
to buy goods here and resell them in Port-au-Prince. With the insecurity
situation it is almost impossible to go there to do business. Then the
household does not have enough food to eat and everybody is hungry.
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When we have the goods available and we cannot sell them, it can
impact women and girls. The insecurity issue leads to more disrespect,
because I know if I do you wrong no one will show up. - Men’s FGD —
Comparison Areas

They are living in poverty. I can say in the community you will find three
men who are working and about fifteen men who are living in poverty. If
they need to buy something they can’t because they are unemployed. —
Community FGD — Comparison Areas

For instance, there was a good life and then a bad life replaces that
good life. This is the change we see. That is to say, in the community
where we are living, there have been a lot of changes that have created
bad situations. Many people are losing their jobs because of the illness
that hit out our country [COVID-19]....you notice the women are
suffering and the same thing for the men. — Community FGD —
Comparison Areas

While the theory of change for SASA4!, Power to Girls, and Safe and Capable in
the Rethinking Power program focuses more specifically on reducing IPV, the research
also examines its impact on other forms of violence, such as NPSV. Given the context of
increasing gang violence and insecurity in the program’s implementation area, there was
a particular interest in understanding the program’s impact on this form of violence as
previous research has demonstrated associations between insecurity and increases in
NPSV (Ellsberg et al., 2020; Murphy et al., 2019; Peterman et al., 2011). While there was
no statistically significant difference between the prevalence of NPSV between the
intervention and comparison sites at endline, reported NPSV did slightly decrease in the

intervention site over time (from 9% at baseline to 4% endline) (Table 7)
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Table 7: Difference in Difference - Non partner violence in past 12 months

Non-partner sexual Attempted or Non-partner sexual
abuse completed rape touching Sexual harassment
OR p- OR p-value p- p-value
95% value | (95% OR value | OR
Cls) Cls) (95% Cls) (95% Cls)
Interaction 0.84 0.494 | 0.92 0.814 1.01 0.984 | 0.99 0.976
Midterm (50-1.39) (.45-1.87) (:42-2.45) (.59-1.67)
Interaction 0.95 0.899 | 0.94 0.892 0.87 0.745 | 0.93 0.826
Endline (.40-2.22) (.38-2.32) (:37-2.04) (.50-1.73)
Baseline Mean  0.093 0.060 0.048 0.073
- Intervention
N 6,504 6,504 6,504 6,504
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In order to reduce rates of VAWG, the Rethinking Power program sought to
impact gender attitudes, acceptance of violence, and change social norms around
violence. As with rates of IPV, while there were improvements in gender attitudes among
both the intervention and comparison communities between baseline and endline, these
were significantly greater in the intervention sites for some measures. For example,
respondents in the intervention communities had increased odds of agreeing that ‘a man
should not have the final word about decisions in his home’ in the intervention sites
compared to the control at endline (aOR: .1.48; 95%CI: .1.06-2.08). Views about equal
roles for girls and boys also improved with those in the intervention communities having
improved odds of agreeing that ‘boys should spend as much time on household chores as
girls’ (aOR: 1.35; 95%CI: 1.00-1.82).and ‘girls should be allowed to socialize just as
boys’ (aOR: .2.31; 95%CI: 1.52-3.53) compared to the sites not receiving the intervention

(Table 8).
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Table 8: Difference in Difference - Equitable Gender Attitudes

Women Girls
Changing diapers, The primary role of | A man should not | Boys should spend as Girls should be
giving a bath and a woman is not to have the final word | much time on allowed to socialize
feeding Kkids is not take care of her about decisions in household chores as just as boys
primarily the home and family his home girls
responsibility of the
mother
OR p-value OR p-value | OR p- OR p-value | OR p-value
95% 95% 95% value (95% Cls) (95% Cls)
Cls) Cls) Cls)

) 1.18 0.553 1.13 0.659 1.27 0.246 1.37 0.052 1.74 0.008
Interaction  ( 4¢.5 1) (.65-1.95) (.85-1.89) (1.00-1.88) (1.15-2.63)
Midterm

) 97 0.915 1.05 0.869 1.48 0.022 1.35 0.049 231 0.000
Interaction (55 1 7g) (.56-1.99) (1.06- (1.00-1.82) (1.52-3.53)

Endhne 208)

Baseline A2 A1 40 40 A5
Mean -

Intervention

N 6,494 6,492 6,472 6,484 6,486
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These changes were also reflected in the qualitative data where men and boys as well as
women and girls noted differences in gender attitudes and roles over time. These changes

were also generally attributed to the Rethinking Power program.

Most often as a couple, when one member of the couple has to do
something, they do it together. They ask for advice from each other.
They talk to each other all the time. I think that when you live as a
couple, decisions must be made together. — Community Focus Group -
Intervention Areas

In the past, people had a tendency to not assign tasks to boys, they were
not supposed to do anything. As a girl, it was your job to sweep and
clean. Today, with the help of Rethinking Power, everything has
changed. - Community Focus Group - Intervention Areas

A long time ago, tasks such as ironing, laundry and cooking were only
done by women. But now, with the influence of Rethinking Power, young
men also do housework. There is no difference between a young woman
and a young man. It is the same for husbands and wives. Before, when
the wife went out, she had to cook when she came back. However, even if
it’s not all, some husbands help their wives with the cooking now.
Sometimes, when the wife is doing the laundry, the husband can help
with the cooking; this is happening in my neighborhood. — Women’s
Focus Group — Intervention Areas

Changes in attitudes were not just limited to shifts in gender attitudes and roles
but also reductions in acceptance of violence (Table 9). Women and girls in the
intervention areas had about 34% less odds that they would agree that women should
accept violence in order to keep her family together (aOR:.66; 95%CI: .45-.96) compared
to those in control areas. At baseline, almost half of respondents (45%) in the intervention
communities agreed that violence against women was justified in at least one scenario
(e.g., neglecting the children, burning the food). However, by endline only 30% reported

agreeing that violence was justified. Overall, the odds were 40% less that a respondent in
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the intervention area would agree that violence was justified, compared to those in the

control area (aOR: .60; 95%CI: .44-.81).
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Table 9: Difference in Difference - Acceptance of Violence

Women should If a man beat his wife
accept violence to If a woman is raped, | Violence justified because she disobeyed
keep family she did something in at least 1 (of 5) him, members of the
together careless scenario community disapprove
OR p-value p-value p-value
95% OR OR OR
Cls) (95% Cls) (95% CIs) p-value | (95% ClIs)
Interaction 0.81 0.284 1.20 0.357 1.15 0.449 0.75 0.099
Midterm (.55- (.82-1.76) (.80-1.64) (.54-1.05)
1.19)
) .65 0.032 1.00 0.979 0.60 0.001 0.78 0.232
Interaction (.45-.96) (.74-1.37) (.44-81) (.51-1.18)
Endline
Baseline Mean | 0.194 0.182 0.447 0.772
- Intervention
Group
N
6,460 6,413 6,381 6,504

Notes: A version of # of violence as a continuous variable is available in Appendix 3 — with significant reductions in
acceptance also measured at endline.
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Qualitative results further supported these findings, with clear examples about
how community members would intervene if they knew violence was occurring and

respondents noting that impunity for perpetrators was reducing overall.

When someone sees something happening, they have to react. You can
call the person and talk to them or you can find other people to help you
to reach an agreement for them to stop committing violence. — Focus
Group — Men — Intervention Areas

When a woman is mistreated, the neighbors will intrude on their
discussions without permission. If they cannot help, they will call legal
authorities. Neighbors will not stand by and watch someone kill her. —
Focus Group — Women — Intervention Areas

Discussion

Overall, the results of the evaluation suggest that the Rethinking Power program
had a positive impact, significantly reducing key forms of I[PV for community members
in the intervention areas. For the evaluation’s key measure of past 12-month experience
of physical or sexual IPV, respondents in the intervention sites had 41% reduced odds of
reporting experiencing this violence compared to those in the control areas. These
reductions were significant (alpha = .10) for all forms of I[PV except emotional violence.
While there were also some reductions in reported prevalence of IPV in the comparison
sites (attributed in qualitative data to the work of women’s organizations such as Fanm
Deside and work in local churches and schools), the differences between the two sites at
endline were significant.

While there have been previous evaluations of the Raising Voices SASA! approach
(Abramsky et al., 2014), which have demonstrated the impact of this approach on reducing

IPV, the results of this evaluation add more nuance and help build the evidence base in
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support of scaling and adapting the approach globally. For example, this evaluation
demonstrates that the SASA/ approach, coupled with the new components of Power to
Girls and Safe and Capable, can have an impact on VAWG in a context outside of sub-
Saharan Africa, where previous evaluations have occurred. Given the proliferation of
SASA! adaptations across the world?, these findings suggest that contextual adaptations in
other locations and cultures could bring similar results to the original SASA4/
implementation in Uganda. These results also suggest that attitudes and norms around the
roles of adolescent girls can be shifted when they are focused on within wider
community-based programming. In fact, some of the strongest evidence of attitude
changes in the program were seen in attitudes related to the roles and expectations for
girls within the community (e.g., ‘Boys should not spend as much time on household
chores as girls’ and ‘Girls should not be allowed to socialize just as boys’). While
forthcoming papers will more specifically examine the full impacts of the intervention on
these groups, the main results presented here suggest there were successes in specifically
focusing on these neglected groups.

These results also demonstrate that community-based social norms change can be
effective in a rural location and in insecure contexts. The original SA4SA4/ approach was
implemented and evaluated in a peri-urban area of Kampala, Uganda. Conversely,
Rethinking Power was implemented in rural areas of Haiti, where households are widely
dispersed. The results of this evaluation demonstrate that a community mobilization
approach based on the idea of community-driven diffusion of attitudes and norms can be

successful, even when the population is geographically dispersed.

3 See Raising Voice’s website for more information on SASA! adaptations globally:
https://raisingvoices.org/series/sasa-adaptations
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Furthermore, the intervention was implemented during a period of particular
insecurity for the Haitian people. National-level political instability, the COVID-19
pandemic, gang violence, and economic insecurity affected both the intervention and
comparison areas. While these challenges could have potentially increased risk factors for
IPV in both areas, conditions in the intervention sites were disproportionately affected by
community-level gang violence that occurred there. Given the association of community-
level conflict and increases in both IPV and NPSV in previous research (Ellsberg et al.,
2020; Kelly et al., 2018, Peterman et al, 2011; Wako et al., 2015) we would have
expected that the conditions in the intervention areas could have potentially negatively
impacted the project’s ability to reduce VAWG. However, despite these challenges, the
results demonstrate significant reductions in IPV and smaller, non-significant reductions
in NPSV.

These findings are important as evidence-based programs that have been found to
reduce VAWG in insecure and conflict-affected environments are few (Spangaro et al.,
2021). While Haiti may not be a traditional conflict environment, the situation has many
of the hallmarks of a complex emergency (“a humanitarian crisis which occurs in a
country, region, or society where there is a total or considerable breakdown of authority
resulting from civil conflict and/or foreign aggression” —IASC, 1994). That the
evaluation found positive results within this operating environment suggests learning for
programmers in humanitarian spaces where VAWG prevention programming is often not
prioritized due to concerns that it is too complex and time intensive to be successfully
implemented. The fact that this program was implemented by a local, grassroots NGO is

also important, as the humanitarian community seeks to prioritize further localization of
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project implementation and support locally rooted, women-led organizations to lead
social and behavior change initiatives. The results of this evaluation lead further credence
to these efforts and demonstrate that how locally led initiatives can reduce VAWG.
Program implementation was also impacted by the COVID-19 pandemic, which
occurred during the intervention period. While the national government declared a state
of emergency and instituted restrictions (e.g., curfews, closures of schools, etc.) and
social distancing mechanisms, these were generally short term and the population of rural
Haiti continued to live their lives as normal for the most part (Bardosh et al., 2023).
Despite the inconsistent implementation of these pandemic control measures, qualitative
data from this study revealed respondents did perceive negative economic effects due to
COVID-19 and wider insecurity as well as political and economic crisis during this
period. While the general societal impact of this public health emergency (e.g., economic
impacts, closure of schools etc.) occurred in both the intervention and comparison sites,
the pandemic did have some specific effects on program implementation. For example,
during the pandemic, and associated increase in community-level violence, many
Rethinking Power activities had to be paused and/or adapted to be delivered in alternative
manners. For example, community members and staff encountered reduced mobility
during some periods and the program had to intermittently pivot to socially distanced
engagement mechanisms. Great care was taken by staff and community network
members to continue momentum as creatively and safely as possible amid shifting types
and levels of risk. Despite these conditions and with this adaptability and the continued
engagement of local community-based activists, significant reductions in violence were

still found.
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In addition to reductions in violence, the evaluation also saw more equitable
gender attitudes and less acceptance of violence among respondents in the intervention
areas. For example, the odds that a respondent would agree that violence is justified in at
least one scenario (e.g., burning the food, neglecting the children) was almost half in the
intervention site, compared to the control. The research also found increased
commitments by communities where Rethinking Power was implemented to act against
violence and a general perspective that there now would be less impunity for perpetrators
of violence. These results provide further support for Rethinking Power s theory of
change, that shifting attitudes, norms, and reducing the acceptance of violence will
contribute to overall reductions in violence at the community level.

Overall, while this evaluation had a number of strengths, it’s design also had some
limitations. During the evaluation design, concerns around contamination prevented
randomization of communities for the evaluation. This was primarily due to the design
of SASA!, Power to Girls and Safe and Capable, which target change at the community
level over a large geographic area using mechanisms such as school interventions, media,
and community leaders. The rural nature of the intervention areas meant that common
media outlets, educational, and social centers as well as limited central services (e.g.
police, health centers, etc.) would be serving large catchment areas. In order to ensure
that the population of the comparison group did not receive the intervention, a large
geographic division was needed. The quasi-experimental evaluation design was
employed to reduce the potential for contamination between the intervention and
comparison sites.

Furthermore, while a difference-in-difference analytical approach was selected to
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assess the program’s impact, some differences in events in the areas (most notably the
increased gang violence and insecurity) violate the common trends assumption of
method. However, we would expect these differences would bias the results towards the
null, masking the true results of the intervention. In addition, while we selected clusters
to include in the study from within the wider implementation and comparison areas for
the purposes of the evaluation, the wider intervention was implemented across the entire
Commune. It is therefore possible to view the evaluation design as having only an
intervention and comparison area. To bolster our confidence in the quantitative data
documented in our analysis, qualitative data from both the intervention and comparison
sites were utilized to validate the trends emerging from the quantitative analysis.

Finally, there are some limitations that affect all public health research on VAWG
(e.g., reliance on self-reported experiences, recall bias, social desirability bias). We
sought to reduce these by using act-based measures of violence that reduce subjectivity of
how violence is defined, working with data collectors to have extensive training on best
practices for data collection on violence, and triangulating the quantitative results with
qualitative data.

The results of the evaluation demonstrate changes in attitudes and incidence of
violence within the intervention communities and suggest that the Rethinking Power
program implemented in Haiti made a difference in the lives of women and girls living in
challenging contexts. As these results were documented in conditions that include
political and economic crisis as well as a public health emergency and increasing
criminality, they suggest the possibility that greater impacts could be seen if the program

was implemented in a more stable context. In addition, while the Rethinking Power
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program sought to build in sustainability (e.g., through the creation of advocacy
committees that are continuing to lead prevention activities and advocate on behalf of
women and girls), further research would be needed to see if the reductions demonstrated
by the program will be sustained over time. Overall, the results of this evaluation suggest
that successful VAWG prevention programs can be implemented in unstable contexts if
donors allow for flexibility and adaptability in program delivery. More funding for, and
research documenting the effectiveness of, these approaches is needed in crisis-affected

and fragile settings.
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CHAPTER 4: COMBINED IMPLICATIONS AND CONCLUSION

Summary of Dissertation Findings

The findings from both study 1 (Chapter 2) and study 2 (Chapter 3), indicate that
IPV and sexual violence are highly prevalent concerns for women and girls living in
crisis-affected settings. In paper one, estimated prevalence rates of [PV and sexual
violence were generally higher than violence occurring within wider, global populations
(WHO, 2021). This analysis found that an estimated 39% of ever-partnered women and
girls in conflict-affected settings have experienced physical or sexual IPV, while 24%
reported this violence in the past 12 months. An estimated 21% of women and girls had
experienced NPSV in their lifetime and 11% reported this experience during a period of
conflict. When looking at experiences of sexual violence from any perpetrator, these
estimates are similar (21%). These high prevalence figures suggest the need to prioritize
programming and policy initiatives to address GBV as part of humanitarian response.

In paper two, we see that interventions can have success in reducing rates of IPV,
even when the context is affected by crisis. The evaluation showed significant reductions
in past year prevalence of IPV as well as improvements in gender equitable attitudes and
less acceptance of violence. For example, the evaluation documented 41% reduced odds
of women and girls in the intervention area experiencing physical or sexual IPV in the 12
months prior to the survey when compared to respondents in the comparison sites. This
finding was particularly notable given the multiple crisis (political instability, the
COVID-19 pandemic, gang violence, and economic insecurity) affecting the context. In
fact, reported insecurity was higher in the intervention area, compared to the control sites,

which could have potentially reduced the overall impact of the intervention. This finding
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is important as it suggests that GBV prevention programs implemented in a period of
crisis can be successful.
Research and Programming Implications

This dissertation highlights the multiple forms of violence experienced by women
and girls during crisis. While traditionally we might think of sexual violence as the most
prevalent form of violence during a conflict, the results highlight that more women and
girls experience IPV. It provides further support to the evidence from individual country-
level studies (Ellsberg et al., 2021; Kelly et al., 2018; Ekhator-Mobayode et al., 2022;
Svallfors, 2023) which have shown that conflict-exposure is associated with higher rates
of IPV. It also highlights how the prevalence of sexual violence in conflict-affected
settings is particularly high, when compared to the general global WHO estimates of
violence (WHO, 2021). This provides further evidence that conflict is often associated
with higher rates of sexual violence. Taken together, these results highlight the need to
prioritize interventions that seek to both prevent and respond to both IPV and sexual
violence during conflict.

The first paper also highlights the progress of the field in improving efforts to
measure GBV during periods of conflict/post-conflict. For studies focusing on IPV, there
is now general consistency of measurement tools and recall periods. For studies that
focus on sexual violence, there is more variation. For example, sexual violence is
sometimes assessed through single issue questions (e.g. “have you ever been raped”) that
do not fully conceptualize sexual violence in line with international definitions. For all
studies, overall weaknesses in study design (e.g., small sample sizes, study tools not

validated in study settings, differences in how violence variables are calculated, etc.) and
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insufficient documentation of ethical considerations for GBV research remain
commonplace. These methodological challenges may have real effects on our estimates
and contribute to under-reporting of GBYV, particularly sexual violence, in population-
based surveys.

These findings highlight the need for GBV research to be sensitively undertaken.
Researchers should ensure they fully uphold the WHO guidelines for documenting sexual
violence in emergencies (WHO, 2007) when conducting research on these issues. In
addition, care should be taken to ensure appropriate conditions (e.g., complete privacy,
sufficient training of data collectors on both survey procedures and gender equitable
attitudes, act-based questions that are clear in their meaning to respondents, and multiple
opportunities and methods for disclosure) are put in place for all data collection on GBV.

In the second paper, we see evidence that reductions in GBV are possible, even
during times of crisis. This finding has considerable implications for programmers and
researchers as the results of the evaluation further bolster the evidence that community
mobilization programming, such as the SASA/ approach, can be an effective at reducing
violence. Community mobilization approaches target wider community attitudes and
norms — rather than focusing on individual level behavior change. The results of this
evaluation add to the evidence base that suggests these types of community-based
interventions (Abramsky et al., 2014, Glass et al., 2019, Ellsberg et al., 2015, Kerr-
Wilson et al., 2020) should be further rolled out by programmers. These results also add
nuance to previous findings, by suggesting that GBV prevention programming can be
successfully implemented during periods of crisis and in rural areas.

Furthermore, when GBV programs are implemented in crisis-affected contexts,
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they are often led by western-based organizations with the voices of locally based
organizations overlooked during adaptation of program models and implementation
(Murphy & Bourassa, 2021). The results of the Rethinking Power evaluation in Paper 2
demonstrate that programming approaches that allow locally led organizations sufficient
time to adapt and contextualize international programming models can lead to success.
Considerable time and energy were expended adapting the SASA4! approach to the Haitian
context by the implementing organization. They also piloted one round of the
programming in another Haitian setting before this evaluation was undertaken. During
this time, complementary programming materials to better target adolescent girls and
people with disabilities were created for the Haitian context. By allowing for a long
period of adaptation and contextualization, what was a successful programming approach
in a peri-urban area of sub-Saharan Africa was successfully applied in rural Haiti.

This dissertation also points to the importance of undertaking further rigorous
research on GBV prevention programming in crisis settings. Much of the learning we
have about what works to prevent GBV comes from studies from LMICs in general
(Kerr-Wilson et al., 2020), and rigorous research studies are still lacking in conflict and
humanitarian settings (Murphy et al., 2019). While it is challenging to conduct research
in these unstable settings, as highlighted in paper one, we know that there are high rates
of IPV and sexual violence in these contexts. Given this, GBV prevention programming
should be prioritized, and more rigorous research should be conducted to identify what

works to reduce violence in these settings.
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Policy Implications

This dissertation supports efforts to promote a wider conceptualization of conflict-
related GBV within policy spaces. In international policy, conflict-related violence is
often seen as sexual violence directly caused by a conflict (United Nations, 2020).
However, this dissertation provides evidence that other forms of sexual violence (e.g.,
sexual violence that occurs during a time of conflict but is not necessarily directly
conflict-related, sexual violence perpetrated by intimate partners) are also
commonplace. It also brings attention to the issue of physical IPV as another form of
GBYV commonly occurring in crisis settings. Overall, the results of this dissertation
demonstrate that IPV and sexual violence are both occurring at extremely high rates and
that policymakers in the international community should consider multiple forms of
GBYV as part of the “continuum of interrelated and recurring forms of violence against
women and girls” (United Nations Security Council, 2019) during conflict.

While the issue of GBV, particularly sexual violence, receives attention in the
policy arena (e.g., the Women, Peace, and Security Agenda, Call to Action on the
Protection from Gender-Based Violence in Emergencies, etc.), this often does not
translate to the funding of GBV programs on the ground. Research has demonstrated
that only .12 percent of all humanitarian funding goes to GBV programming during
emergencies (IRC & Voice, 2019). This dissertation has demonstrated high prevalence
rates of multiple forms of GBV during times of armed conflict, which suggests
resources are needed to appropriately fund GBV programming during emergencies.

This funding gap is particularly seen in GBV prevention programming, which is

often seen as too complex and long-term to implement during a humanitarian crisis
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(Murphy & Bourassa, 2021). However, our conceptualization of an emergency is often
limited, and emergency response often focus on meeting immediate needs during the
acute phase of crisis. However, UNHCR estimates that the average length of
displacement for a refugee is 20 years (UNHCR, 2024), suggesting that longer-term
programming such as GBV prevention initiatives are possible in many settings. Given
the results of this dissertation suggest that GBV prevention programming can be
successful, even in contexts with multiple social, political, and economic crisis, more
attention should be given to funding and supporting GBV prevention programming in
humanitarian contexts.
Conclusion
This dissertation makes novel contributions to understanding patterns of gender-based
violence in conflict-affected settings. It highlights the high prevalence of this violence in
these contexts and demonstrates that multiple forms of GBV affect women and girls
during crisis. It also shows that it is possible to reduce violence — particularly IPV - with
interventions that focus on re-balancing power and changing gender norms throughout
communities. Together these findings highlight the magnitude of the challenge of GBV

during times of crisis but also suggest that action is possible to reduce this violence.
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APPENDICES: STUDY 1

1. PRISMA 2020 Checklist

Section Ite o Locatio
and Topic m# Checklist item n where
item
is o
l(iepor
TITLE
Title Identify the report as a systematic review. 18
ABSTRACT
Abstract 2 | See the PRISMA 2020 for Abstracts checklist. 18
INTRODUCTION
Rationale 3 | Describe the rationale for the review in the context of existing knowledge. 19-21
Objectives 4 | Provide an explicit statement of the objective(s) or question(s) the review addresses. 21
METHODS
Eligibility 5 | Specify the inclusion and exclusion criteria for the review and how studies were grouped for the — [21-23
criteria syntheses.
Informatio 6 | Specify all databases, registers, websites, organisations, reference lists and other sources searched 23
n sources or consulted to identify studies. Specify the date when each source was last searched or consulted.
Search strategy 7 | Present the full search strategies for all databases, registers and websites, including any filters and |Appendix
limits used. 2
Selection 8 | Specify the methods used to decide whether a study met the inclusion criteria of the review, 23
process including how many reviewers screened each record and each report retrieved, whether they
worked independently, and if applicable, details of automation tools used in the process.
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Data 9 | Specify the methods used to collect data from reports, including how many reviewers collected ~ [23-24
collection data from each report, whether they worked independently, any processes for obtaining or
process confirming data from study investigators, and if applicable, details of automation tools used in the
process.
Data items 10a | List and define all outcomes for which data were sought. Specify whether all results that were 22
compatible with each outcome domain in each study were sought (e.g. for all measures, time
points, analyses), and if not, the methods used to decide which results to collect.
10b | List and define all other variables for which data were sought (e.g. participant and intervention 24
characteristics, funding sources). Describe any assumptions made about any missing or unclear
information.
Study risk of 11 | Specify the methods used to assess risk of bias in the included studies, including details of the 25 and
bias assessment tool(s) used, how many reviewers assessed each study and whether they worked independently,  |Appendix
and if applicable, details of automation tools used in the process. 6
Effect measures| 12 | Specify for each outcome the effect measure(s) (e.g. risk ratio, mean difference) used in the 22
synthesis or presentation of results.
Synthesis 13a | Describe the processes used to decide which studies were eligible for each synthesis (e.g. 24
methods tabulating the study intervention characteristics and comparing against the planned groups for each
synthesis (item #5)).
13b | Describe any methods required to prepare the data for presentation or synthe8sis, such as handling [24
of missing summary statistics, or data conversions.
13c | Describe any methods used to tabulate or visually display results of individual studies and 24
syntheses.
13d | Describe any methods used to synthesize results and provide a rationale for the choice(s). If meta- [24-25
analysis was performed, describe the model(s), method(s) to identify the presence and extent of
statistical heterogeneity, and software package(s) used.
13e | Describe any methods used to explore possible causes of heterogeneity among study results (e.g.  [25
subgroup analysis, meta-regression).
13f | Describe any sensitivity analyses conducted to assess robustness of the synthesized results. 25
Reporting 14 | Describe any methods used to assess risk of bias due to missing results in a synthesis (arising from 25
bias reporting biases).
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assessment

Certainty
assessmen
t

15

Describe any methods used to assess certainty (or confidence) in the body of evidence for an
outcome.

IN/A

Section Location
and Topic Checklist item where
item
is
reported
RESULTS
Study selection | 16a | Describe the results of the search and selection process, from the number of records identified in ~ [26-27
the search to the number of studies included in the review, ideally using a flow diagram.
16b | Cite studies that might appear to meet the inclusion criteria, but which were excluded, and explain |26
why they were excluded.
Study 17 | Cite each included study and present its characteristics. 28-29 and
characteristics Appendix
3
Risk of bias in 18 | Present assessments of risk of bias for each included study. 31-32 and
studies Appendix
6
Results of 19 | For all outcomes, present, for each study: (a) summary statistics for each group (where appropriate)|32-39;
individual and (b) an effect estimate and its precision (e.g. confidence/credible interval), ideally using Appendix
studies structured tables or plots. 7
Results of 20a | For each synthesis, briefly summarise the characteristics and risk of bias among contributing 26-32
syntheses studies.
20b | Present results of all statistical syntheses conducted. If meta-analysis was done, present for each the[32-39;
summary estimate and its precision (e.g. confidence/credible interval) and measures of statistical |Appendix
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heterogeneity. If comparing groups, describe the direction of the effect. 7
20c | Present results of all investigations of possible causes of heterogeneity among study results. Appendix
7
20d | Present results of all sensitivity analyses conducted to assess the robustness of the synthesized Appendix
results. U
Reporting 21 | Present assessments of risk of bias due to missing results (arising from reporting biases) for each  |[N/A
biases synthesis assessed.
Certainty 22 | Present assessments of certainty (or confidence) in the body of evidence for each outcome assessed.[N/A
of
evidence
DISCUSSION
Discussion 23a | Provide a general interpretation of the results in the context of other evidence. 39-44
23b | Discuss any limitations of the evidence included in the review. 44-45
23¢ | Discuss any limitations of the review processes used. 44-45
23d | Discuss implications of the results for practice, policy, and future research. 46-47
OTHER INFORMATION
Registration 24a | Provide registration information for the review, including register name and registration number, or 21
and protocol state that the review was not registered.
24b | Indicate where the review protocol can be accessed, or state that a protocol was not prepared. 21
24c | Describe and explain any amendments to information provided at registration or in the protocol. 21-25
Support 25 | Describe sources of financial or non-financial support for the review, and the role of the funders or [Title Page
sponsors in the review.
Competin 26 | Declare any competing interests of review authors. Title Page
g interests
Availability 27 | Report which of the following are publicly available and where they can be found: template data  |[N/A
of data, code collection forms; data extracted from included studies; data used for all analyses; analytic code;
and other any other materials used in the review.
materials
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2. Search Strategy

PubMed

("Intimate Partner Violence"[Mesh] OR "gender based violence" OR "non-partner sexual
violence" OR "conflict tactics scale" OR "Sex Offenses"[Mesh] OR "Child Abuse,
Sexual"[Mesh] OR "Spouse abuse"[Mesh] OR "Rape"[Mesh] OR "sexual coercion" OR
"sexual abuse" OR "forced sexual activity" OR "sexual assault") AND ("Armed
Conflicts"[Mesh] OR "Warfare and Armed Conflicts"[Mesh] OR "Warfare"[Mesh] OR
"War crimes"[Mesh] OR "Ethnic Violence"[Mesh] OR "Terrorism"[Mesh] OR "civil
war" OR "Refugees"[Mesh] OR "asylum seek*"[tiab] OR "displaced person" OR

stateless*) AND (“prevalence”)

Scopus Advanced Search

(INDEXTERMS("Intimate Partner Violence") OR "gender based violence" OR "non-
partner sexual violence" OR "conflict tactics scale" OR INDEXTERMS("Sex Offenses")
OR INDEXTERMS("Child Abuse, Sexual") OR INDEXTERMS("Spouse abuse") OR
INDEXTERMS(Rape) OR "sexual coercion" OR "sexual abuse" OR "forced sexual
activity" OR "sexual assault" ) AND (INDEXTERMS("Armed Conflicts") OR
INDEXTERMS("Warfare and Armed Conflicts") OR INDEXTERMS(Warfare) OR
INDEXTERMS("War crimes") OR INDEXTERMS("Ethnic Violence") OR
INDEXTERMS(Terrorism) OR "civil war" OR INDEXTERMS(Refugees) OR TITLE-

ABS("asylum seek*") OR "displaced person" OR stateless*) AND prevalence
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https://himmelfarb.gwu.edu/db/PubMed-MEDLINE-with-GW-full-text-links
https://himmelfarb.gwu.edu/db/Scopus

PsycINFO

(DE "Intimate Partner Violence" OR "gender based violence" OR "non-partner sexual
violence" OR "conflict tactics scale" OR DE "Sex Offenses" OR DE "sexual abuse" OR
DE "Rape" OR "sexual coercion" OR "sexual abuse" OR "forced sexual activity" OR
"sexual assault") AND (DE "War" OR warfare OR "armed conflict" OR "war crime" OR
"ethnic violence" OR DE "Terrorism" OR "civil war" OR DE "Refugees" OR DE

"Asylum Seeking" OR "displaced person" OR stateless*) AND (“prevalence”)
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3. Study details

Articles Sampling/Other
(First Author, Location Study Relevant Study SV
Date) Country | Description Type Details IPV NPSV
Physical IPV - NPSV -
International During and Post During
Christian Center Conflict; Conflict
IDP Camp, at Census — Women of
Uhogua, Benin reproductive age of all Sexual IPV-
Adejumo, City, Edo State HH women of reproductive During and Post
2022 Nigeria Nigeria Survey | age in camp Conflict
NPSV -
During
Conflict
Sampling frame of
Nakivale recently arrived (Sexual
Refugee refugees through assault
Settlement in community leaders in data
Insingiro District refugee settlement and extracted
Ainamani, southwestern HH snowball sampling in for
2020 Uganda | Uganda Survey | communities. pooling)
Ever-married/ever-
engaged, adult women
visiting UNRWA health Physical IPV —
care centers in refugee Past 12 Months;
UNRWA health | Health | camps in the cities of
Al-Modallal, care centers in Clinic Amman, Irbid, and | Sexual IPV — Past
2015 Jordan Jordan Survey | Zarqa. All  women 12 Months
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Articles Sampling/Other
(First Author, Location Study Relevant Study SV
Date) Country | Description Type Details IPV NPSV
attending clinics
approached during all
working days of the
week.  Those  with
severe pain or who
could not read or write
were excluded.
The major city
from each of 3 of
9 governorates in
southern Iraq
was included in
the study:
An Najaf
Governorate: An Cluster sampling from 3
Najaf city; Dhi cities using satellite Physical IPV -
Qar maps to  selected Since 1991
Governorate: An clusters of housing (conflict period);
Nasyriyah city; randomly within each
Maysan city. Sexual IPV - Since
Amowitz, Governorate: Al | HH 1991 (conflict
2004 Iraq Amarah city Survey period)
3 IDP camps and Camps/locales were NPSV —
1 town (Mile 91) selected based of IDP Past 10
from 3 different arrival time and place of years
districts and the residence before (Conflict
Amowitz, Sierra Western Area of | HH displacement. period)
2002 Leone Sierra Leone Survey | Households were
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Articles Sampling/Other
(First Author, Location Study Relevant Study SV
Date) Country | Description Type Details IPV NPSV
selected in each camp
and/or locale in
proportion  to  the
distribution of IDPs in
that location.
Using the family health
record number, a
Afghan refugee single stage systematic
settlement random cluster sample Physical IPV —
(called of married women was Past 12 Months;
Mehmanshahr) generated.
Delkhosh, in Semnan HH Sexual IPV — Past
2019 Iran province, Iran Survey 12 Months
A multi-stage cluster NPSV —| Any SV
sampling design was Physical or Sexual | Lifetime; | calculate
used. Randomly IPV — Lifetime; d from
selected bomas or Physical IPV — dataset
blocks were further Lifetime; Sexual NPSV — and
subdivided into smaller [PV — Lifetime Past 12 | pooled
clusters based on Months
geographic distribution. | Physical or Sexual
A systematic sampling IPV — Past 12
strategy was used to Months;
Juba City, select specific Physical IPV —
Rumbek Centre households. Past 12 Months;
South and the Juba HH Sexual IPV — Past
Ellsberg, 2020 | Sudan PoCs Survey 12
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Articles Sampling/Other
(First Author, Location Study Relevant Study SV
Date) Country | Description Type Details IPV NPSV
A random sampling NPSV —
method was selected During
based on a sampling Conflict
3 primarily frame provided by a
Karenr efugee household list
camps (Umpiem maintained by the NGO
Mai, NuPo, and | HH partner.
Falb, 2013 Thailand | BanDonYang) Survey
Respondents were
selected a using a
simple random sampled
of all
married/cohabitated
women residing in
camp and those who
are living with their
partner for at least one
Shimelba year preceding the
refugee camp, survey. Physical IPV —
found in Tigray | HH Lifetime; Physical
Feseha, 2012 | Ethiopia | regional state Survey IPV — Past 12
Baseline data from a Physical or Sexual
Twenty-four randomized controlled [PV — Lifetime
rural villages in trial. Villages were
north and purposefully selected. Physical or Sexual
northwestern Women in the villages IPV — Past 12
Cote Cote d’Ivoire. HH were eligible if they Months
Gupta, 2014 d’Ivoire Survey | were 18 years or older
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Articles Sampling/Other
(First Author, Location Study Relevant Study SV
Date) Country | Description Type Details IPV NPSV
and had no previous
experiences with
microfinance or
VSLAs.
Full household listing
and systematic random
sample. Women who
lived with their Physical IPV —
Pinyudo refugee husbands in the Past 12 Months;
camp, Gambella, | HH previous year were Sexual IPV — Past
Hadush, 2023 | Ethiopia | Ethiopia Survey | eligible. 12
Women attending the
primary health care Physical IPV —
clinic of the United Lifetime; Physical
Nation Relief Work IPV — Past 12;
Agency (UNRWA) who
Health | were not accompanied Sexual IPV — Past
Hammoury, Clinic by their husbands were 12 Months
2007 Lebanon | Sidon, Lebanon | Survey | invited to participate.
Random selection of Physical IPV —
households from Past 12 Months;
population lists Sexual IPV — Past
developed by local 12
chiefs. Population
East HH proportional to size NPSV — During
Hynes, 2004 | Timor Survey | sampling was used for Conflict
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Articles

(First Author,

Date)

Country

Location
Description

Study
Type

Sampling/Other
Relevant Study
Details

IPV

NPSV

SV

locations where names
of women of
reproductive age were
available. For locations
where only household
head data was
available, the number
of women of
reproductive age was
estimated. A two-stage
sampling process was
then followed,.

Islam, 2022

Banglade
sh

Ukhiya, Cox’s

Bazar

HH
Survey

Random selection of
camps from overall list
and then blocks within
camps. In each selected
block, as many eligible
women who had gotten
married or given birth
during the previous two
years as possible were
interviewed.

Physical IPV —
Past 12 Months;
Sexual IPV — Past
12

Johnson, 2010

DRC

26 provinces are
sub divided into
192 territories of
North and South
Kivu provinces
and Ituri district

HH
Survey

Villages were randomly
sampled  using a
systematic sampling
strategy. However,
constraints (e.g.
conflict, terrain) mean

Physical or Sexual
IPV — Lifetime;
Physical IPV —
Lifetime; Sexual
IPV — Lifetime

NPSV —
Lifetime

NPSV
pooled
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Articles Sampling/Other
(First Author, Location Study Relevant Study SV
Date) Country | Description Type Details IPV NPSV
in the DRC that some of these| Female responses
locations were dropped. included only in
this paper for
pooling.
Neighborhoods with a
larger percentage of
Colombian and low-
income households | Physical or Sexual
were enumerated and IPV — Past 6
low-income households Months
were then randomly
HH selected. Pooled with Past
Survey | Women  who  self- 12 Months Data
Seven urban — identified as Colombian
centres within Longitu | and were partnered at | Time point I data
Carchi and dinal both time points of the used for pooling.
Keating, 2021 | Ecuador | Sucumbios Study study were included.
Nonpregnant, sexually SV —
active volunteers. lifetime;
Nongovernmenta Women were excluded
| organization— if they had had a SV —
operated hysterectomy, were in past 12
reproductive menopause, or had used months
health clinics in antibiotics in the past
the Barda, 30 days (as this was
Yevlack, and Health | part of a larger
Kerimova, Azerbaija | Terter districts in | Clinic reproductive health
2003 n Azerbaijan Survey | survey).
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Articles Sampling/Other
(First Author, Location Study Relevant Study SV
Date) Country | Description Type Details IPV NPSV
NPSV -
A two-stage random During
sample household Conflict
Adult women of survey among adult (between
reproductive age women of reproductive 1998 and
residing in one age was employed. the June
IDP camp and Households were 2003)
two sur- randomly selected from
rounding river existing community IDP
communities records. population
along the Congo | HH used for
Kim, 2009 DRC River. Survey pooling.
A multistage sampling Sexual
procedure was used PV
where a representative pooled
sample of both HIV
Two districts of vulnerable and non-
Amuria and vulnerable individuals
Katakwi in war were recruited. Physical IPV —
Kinyanda, affected Eastern | HH Lifetime; Sexual
2016 Uganda | Uganda Survey IPV — Lifetime
Two stage random NPSV —
Lopes Urban and Rural sample from census, During
Cardozo, Areas - national | HH UNHCR and Action Conflict
2000 Kosovo | estimates Survey | against Hunger data.
Three districts in Study communities NPSV —
the Acholi sub- | HH were randomly selected | Sexual IPV — Past During
Luo, 2022 Uganda | region of Survey | from each district. Each | 12 Conflict
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Articles

(First Author,

Date)

Country

Location
Description

Study
Type

Sampling/Other
Relevant Study
Details

IPV

NPSV

SV

Northern
Uganda: Amuru,
Gulu, and
Nwoya

selected community
was mapped and a
household census
conducted with all
eligible respondents
who resided in their
household for at least a
month invited to
participate.

Mishkin, 2022

Iraq

Qushtapa camp
and Darashakran
camp

Health
Clinic
Survey

Kurdish, Arabic, and
Yezidi pregnant women
seeking maternal health
services at primary
health centres. All
women waiting for
maternity services were
approached and invited
to participate in the
study.

Physical IPV —
Lifetime

Morof, 2014

Uganda

Kampala

HH
Survey

Sampling frame was
drawn from UNHCR’s
ProGres computerized
database of all
registered refugees and
asylum seekers in
Uganda. A two-stage
stratified random
sample with

Physical IPV —
Lifetime; Sexual
IPV — Lifetime

Sexual
Violence -
Lifetime

Sexual
Violence

Lifetime
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Articles
(First Author,
Date)

Country

Location
Description

Study
Type

Sampling/Other
Relevant Study
Details

IPV

NPSV

SV

proportional allocation
to two strata,
Congolese and Somali
women, was utilized.
Stage one was random
selection of households.
In stage two, one
eligible woman was
randomly selected from
those households.

Parcesepe,
2016

Ethiopia

Awbare camp,
Awbare town,
and Kebribeyah
camp

HH
Survey

Systematic random
sampling was used to
select households.
Initial population
figures were provided
by IRC, UNHCR
and/or the government.
Where maps were not
available, the research
team mapped the area.
For camps, households
were selected from
blocks within the camp.

Physical IPV —

Past 18 Months;
Sexual IPV — Past

18 Months

Pooled with

Lifetime estimates

Sexual
Violence
— Past

18
months

Pooled
with
Lifetime
estimate
s

Parmar, 2012

Cameroo
n

Rural Djohong
District of
Eastern
Cameroon

HH
Survey

Two-stage household
cluster design with the
random selection of
villages weighted by

NPSV —
Past 6
months

Sexual
Violence

Lifetime
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Articles Sampling/Other
(First Author, Location Study Relevant Study SV
Date) Country | Description Type Details IPV NPSV
population estimates. Pooled
Probability proportional with past | Sexual
to size sampling was 12 months | Violence
used to randomly select estimate -6
clusters in the first months
stage. WHO’s EPI
method was then used Pooled
to randomly select with
households in each past 12
village. months
Members of the estimate
household defined the s
‘female head of
household’ on the day
of the survey; most
often this was the
senior wife in a
polygamous household.
Sampling within each NPSV —| Sexual
14 urban areas region was proportional Lifetime IPV
across three to the population size Physical or Sexual pooled
regions: and stratified by sex IPV — Lifetime;
Southern and and age. Within site, Physical IPV —
Central, randomly selected Lifetime; Sexual
Puntland and HH household were [PV — Lifetime
Perrin, 2018 Somalia | Somaliland Survey | selected.
Gulu and Amuru | HH Camps were randomly NPSV — NPSV
Roberts, 2008 | Uganda | districts of Survey | selected from the list of Lifetime | pooled
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Articles

(First Author,

Date)

Country

Location
Description

Study
Type

Sampling/Other
Relevant Study
Details

IPV

NPSV

SV

northern Uganda

officially  recognized
IDP camps. Clusters
within  those camps
were allocated
following  probability
proportional to size.
Randomly selected
administrative ~ zones
within the camps were
then selected. The EPI
method was then used to
randomly select
households.

Sharma, 2022

South
Sudan

Malakal region
of South Sudan

HH
Survey

A multi-stage sampling
approach was used
including purposive
and random sampling
techniques to obtain as
representative a sample
as possible.

NPSV —

war-
related -
Lifetime

NPSV
pooled

Sipsma, 2015

Rwanda

Two Congolese
refugee camps in
Rwanda -
Nyabiheke and
Gihembe

HH
Survey

Household lists were
compiled through home
visits and male-only
households or
households without
women of reproductive
age were excluded.
Simple random

Physical IPV —
Lifetime; Sexual
IPV — Lifetime

NPSV —
During
Conflict

Sexual
IPV data
pooled
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Articles

(First Author,

Date)

Country

Location

Description

Study
Type

Sampling/Other
Relevant Study
Details

IPV

NPSV

SV

sampling was used to
select eligible
households and
individuals.

Stark, 2013

Liberia

Montserrado and
Nimba counties

HH
Survey

Multi-stage cluster
sampling was used to
select households.
Population figures were
drawn from NGO and
government records.
Clusters were selected
proportional to
population size of the
communities or after
sub-dividing
communities into
segments and then
these segments were
randomly selected.) A
random number was
then used to select the
starting household
within each selected
segment.

Sexual IPV — Past
18 months

Pooled with
lifetime data.

Women data only
reported

NPSV —
Past 18
months

Pooled
with
lifetime
data.

Women
data only
reported

Any SV
re-
calculate
d from
original
dataset
with
only
respond
ents 18+
included
and
pooled

Tappis, 2012

Syria

Damascus and
non- Damascus
Iraqi populations

HH
Survey

Stratified cluster
sampling design was
utilized with clusters
proportionally split

Physical IPV —
Lifetime
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Articles

(First Author,

Date)

Country

Location
Description

Study
Type

Sampling/Other
Relevant Study
Details

IPV

NPSV

SV

between Damascus and
non-Damascus Iraqi
populations. Clusters
were assigned to
smaller administrative
units using similar
methods and a starting
point within each
cluster was randomly
selected. The 10 nearest
Iraqi households
identified from the
starting point were
interviewed.

Vinck, 2010

Central
African
Republic

15 counties -
Prefectures of
Lobaye, Ombella
M’Poko, Ouham,
and Ouham
Pende’ and the
capital city of
Bangui

HH
Survey

A multistage cluster
sampling method was
utilized. Within each
location, villages or
neighborhoods were
selected proportionate
to population size from
an overall list of
villages. Within the
selected
villages/neighborhoods,
the EPI method was
used to select
households.

NPSV
(conflict
related)—
Past 12
months

NPSV
(conflict
related) —
Since
2001
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Articles Sampling/Other
(First Author, Location Study Relevant Study SV
Date) Country | Description Type Details IPV NPSV
Physical IPV — NPSV —
Lifetime; During
A multistage cluster Conflict
All 15 counties | HH sampling method was Physical IPV —
Vinck, 2013 Liberia of Liberia Survey | used. Past 12 Months;
Two-stage random
sampling design was
used to select
participants.
Households were
selected randomly from
Two Rwandese a preexisting list, and
refugee camps— then one woman was | Physical or Sexual
Gihembe and HH randomly selected from IPV — Past 12
Wako, 2015 Rwanda | Nyabiheke Survey | each household. Months
A stratified simple Sexual
random sampling Violence
Three sheltering technique with — Past
sites (in Gondar, proportional allocation 12
Dabat, and was used. Study months
Debark towns) in participants were
Northwest HH selected using random
Workie, 2023 | Ethiopia | Ethiopia. Survey | numbers.
Physical or Sexual
IPV — Lifetime;
DHS DHS standard sampling Physical IPV —
Afghanistan, | Afghanist HH protocols — see DHS Lifetime; Sexual
2015 an National Survey | report for full details. IPV — Lifetime
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Articles Sampling/Other
(First Author, Location Study Relevant Study SV
Date) Country | Description Type Details IPV NPSV
Physical or Sexual
IPV — Past 12
Months;
Physical IPV —
Past 12 Months;
Sexual IPV — Past
12
Physical or Sexual
IPV — Lifetime;
Physical IPV —
Lifetime; Sexual
[PV — Lifetime
Physical or Sexual
IPV — Past 12
Months;
Physical IPV —
DHS Cote DHS standard sampling Past 12 Months;
D’lIvoire, Cote HH protocols — see DHS Sexual IPV — Past
2011 d’Ivoire | National Survey | report for full details. 12
Physical IPV —
DHS DHS standard sampling | Lifetime; Physical
Pakistan, HH protocols — see DHS IPV — Past 12
2013 Pakistan | Kyber Survey | report for full details. Months
DHS standard sampling | Physical or Sexual Sexual
DHS Nigeria, HH protocols — see DHS IPV — Lifetime; Violence
2019 Nigeria Borno Survey | report for full details. Physical IPV — -
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Articles
(First Author,
Date)

Country

Location
Description

Study
Type

Sampling/Other
Relevant Study
Details

IPV

NPSV

SV

Lifetime; Sexual
IPV — Lifetime

Physical or Sexual
IPV — Past 12
Months;

Physical IPV —
Past 12 Months;
Sexual IPV — Past
12

Lifetime

DHS Nepal,
2012

Nepal

National

HH
Survey

DHS standard sampling
protocols — see DHS
report for full details.

Physical or Sexual
IPV — Lifetime;
Physical IPV —
Lifetime; Sexual
IPV — Lifetime

Physical or Sexual
IPV — Past 12
Months;

Physical IPV —
Past 12 Months;
Sexual IPV — Past
12

Sexual
Violence

Lifetime

DHS India,
2007

India

Jammu and
Kashmir, Assam,
Chhattisgarh,
Manipur,
Jharkhand &

HH
Survey

DHS standard sampling
protocols — see DHS
report for full details.

Physical or Sexual
IPV — Lifetime;
Physical IPV —
Lifetime; Sexual
IPV — Lifetime

Sexual
Violence

Lifetime
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Articles Sampling/Other
(First Author, Location Study Relevant Study SV
Date) Country | Description Type Details IPV NPSV
Arunachal
Pradesh
Physical or Sexual Sexual
IPV — Lifetime; Violence
DHS standard sampling Physical IPV — -
DHS DRC, North & South HH protocols — see DHS Lifetime; Sexual Lifetime
2008 DRC Kivu Survey | report for full details. IPV — Lifetime
Physical or Sexual
Antioquia, IPV — Lifetime;
DHS Cauca, Norte de DHS standard sampling Physical IPV —
Colombia, Santander, HH protocols — see DHS Lifetime; Sexual
2000 Colombia | Caquetd & Meta | Survey | report for full details. IPV — Lifetime
Physical or Sexual
IPV — Lifetime;
DHS standard sampling Physical IPV —
DHS Liberia, Monrovia & HH protocols — see DHS Lifetime; Sexual
2008 Liberia North Central Survey | report for full details. IPV — Lifetime
Physical or Sexual Sexual
IPV — Lifetime; Violence
DHS standard sampling Physical IPV — -
DHS Uganda, HH protocols — see DHS Lifetime; Sexual Lifetime
2007 Uganda | Northern Survey | report for full details. IPV — Lifetime
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4. Full Meta Analysis Table

IPV
Physical - | Sexual - | Physical - | Sexual — Past 12 | Physical or Sexual | Physical or Sexual -
Lifetime Lifetime Past 12 | Months - Lifetime Past 12 Months
Months

Prevalence | .31 A7 27 A7 .39 24

95%CI 27-.36 10 -27 20-.35 .08-.28 32- .46 16 -0.35

K # of|21 18 15 13 13 8

studies)

T2 0.2429 (SE | 1.6582 0.5573 (SE =|1.5993 (SE =0.2541 (SE  =10.5676 (SE=0.3819)
=0.1124) (SE =10.2870) 0.8132) 0.1351)

0.8148)

I 98.09% 99.67% 98.92% 99.21% 98.62% 99.08%

Q 1047.1911, | 5128.0753 | 1300.0108, p- | 1523.4783, p-val | 870.4569, p-val | 759.9712, p-val <.0001
p-val , p-val | val <.0001 <.0001 <.0001
<.0001 <.0001

Non partners sexual violence

Sexual Violence — All

Lifetime During Conflict Lifetime
Period

Prevalence | .21 A1 21

95%Cl1 13-.30 .07-.18 .14-30

K # of|8 11 21

studies)

T2 0.5416 (SE |0.7022 (SE = 1.1360 (SE =
=0.4536) 0.4458) 0.6276)

I? 99.22% 97.74% 99.63%

Q 898.5760, p- | 442.4417, p-val 5349.1584, p-val
val <.0001 | <.0001 <.0001
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5. Treatment of DHS data

DHS data was pulled from original datasets. As reported data in DHS reports sometimes
varies, the key variables used for pooling were:

1PV
Lifetime:

Numerators:
1. Sexual IPV:
d108 =1 OR
[If available] d130b==1 OR d130b ==2 OR d130b ==

2. Physical IPV:
d107==10OR d106 ==1 OR
[If available] d130a == 1 OR d130a ==2 OR d130a ==

Past 12 months:

3. Sexual IPV:
dl105a==1 OR d105a==2 OR d105b==1 OR d105b ==2 OR d105¢ == 1 OR
d105¢==2 OR d105d==1 OR d105d == 2 OR d105¢ ==1 OR d105¢ == 2 OR
d105f==1 OR d105f==2 OR d105j == 1 OR d105j ==2 OR d130a ==

4. Physical IPV:
105h ==1OR d105h==2 OR d105i==1 OR d105i ==2 OR d105k == 1 OR
d105k =2 OR d130b==1

Denominators: IPV data were currently or previously partnered (v501 =1 or 2)
Sexual violence (any)

Numerators:

1. Any SV:

d125==10OR d108 ==
[If available] OR d130b==1 OR d130b ==2 OR d130b ==3 OR d123 ==

Denominators: All respondents to the domestic violence module.
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6. Risk of Bias of Detail

Assessment Measures and how the assessment team operationalized each concept for this study assessment:

1. Study’s target population a close representation of the national population: Study generated nationally representative
estimates

2. Sampling frame a true or close representation of the target population: Efforts made to construct a sampling frame (e.g. listing
exercise, selection of clusters from pre-determined list of location)

3. Some form of random selection OR census used to select the sample

4. Likelihood of non response bias minimal: Less than 10% non response. If response rate was not reported, coded 0.

5. Acceptable case definition used in the study: Majority of components of WHO IPV and/or NPSV measures (and no additional
measures added that might cause estimates to increase compared to the core measures).

6. The study instrument that measured the parameter of interest was shown to have validity and reliability: 1 point if measure
validated in study context and was assessment to be reliable; .5 if some evidence of reliability and/or validity but not necessarily in the
specific study contexts.

7. WHO Ethical principles for researching VAWG employed.

8. Appropriate prevalence periods for the parameter of interest: Report either past 12 months or lifetime experience of violence

for violence measures.
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9. Were the numerator(s) and denominator(s) for the parameter of interest appropriate: For non-partner violence, denominator
should be any woman, For IPV, ever-partnered. Studies that did not use these denominators were given 0.

10. Sufficient Sample size: Smallest N for violence variables for population of interest is 500 or more.

11. Were data collected directly from subjects as opposed to a proxy: If yes, one point was given.

12. Was the same mode of data collection used for all subjects: If yes, one point was given.

Articles
(First
Author, 1 2 3 4 5 6 7 8 9 10 11 12 | Total
Date)
Adejumo,
2022 0 o1 1 0 0 0 1 0 0 1 1 6
Ainamani,
2020 0 0.5 0 0 0 0.5 0 0 0 0 1 1 3
Al-
Modallal, 0 0 1 0 0 0.5 0 1 0 0 1 1 4.5
2015
Amowitz,
2004 0 1 1 0 0 0 0 0 0 1 1 1 5
Amowitz,
2002 0 1 1 1 0 0 0.5 0 1 1 1 1 7.5
Delkhosh,
2019 0 1 1 0 1 1 0.5 1 0 0 1 1 75
Ellsberg,
2020 0 1 1 0 1 0.5 1 1 1 1 1 1 9.5
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Falb, 2013

0.5

7.5

Feseha,
2012

0.5

0.5

Gupta,
2014

0.5

8.5

Hadush,
2023

0.5

7.5

Hammoury,
2007

0.5

4.5

Hynes,
2004

0.5

Islam, 2022

Johnson,
2010

Keating,
2021

Kerimova,
2003

Kim, 2009

Kinyanda,
2016

Lopes
Cardozo,
2000

Luo, 2022

0.5

5.5

Mishkin,
2022

0.5

4.5

Morof,
2014
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Parcesepe,
2016

Parmar,
2012

Perrin,
2018

0.5

Roberts,
2008

0.5

Sharma,
2022

Sipsma,
2015

0.5

Stark, 2013

Tappis,
2012

Vinck, 2010

Vinck, 2013

Wako, 2015

0.5

Workie,
2023

DHS Cote
D’lvoire,
2011

0.5

9.5

DHS
Nigeria,
2019

0.5

8.5

DHS Nepal,
2012

0.5

10.5

DHS India,
2007

0.5

9.5
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DHS DRC,
2008

0.5

8.5

DHS
Colombia,
2000

0.5

8.5

DHS
Liberia,
2008

0.5

9.5

DHS
Pakistan,
2013

0.5

9.5

DHS
Uganda,
2007

0.5

8.5
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7. Supplementary Figures:

Supplementary Figure 1: Physical or Sexual IPV — Lifetime - Peer Reviewed Versus

DHS Studies

Study

Proportion [95% Cl]

Peer-reviewed

Elisberg, 2020 !

Johnson, 2010 —ea—oyj
Perrin, 2018 .
Gupta, 2014 =

Subgroup e —

DHS

Nigeria DHS, 2018 }
Nepal DHS, 2011 b

India DHS, 2007 -

DRC DHS, 2008 t

Colombia DHS, 2000 i
Liberia DHS, 2008 ——y
Uganda DHS, 2007 e
Afghanistan DHS, 2015 -
Cote d'lvoire DHS, 2011 HH
Subgroup ——
Test of Moderators (coefficient 2):QM(df = 1) = 0.0695, p-val = 0.7920

0.62 [0.60. 0.65]
0.30 [0.27, 0.34]
0.45 [0.43, 0.47]
0.26 [0.24, 0.29]

0.40 [0.26, 0.57]

0.18 [0.08, 0.33]
0.28 [0.25, 0.31]
0.34 [0.32, 0.36]
0.56 [0.43. 0.68]
0.39 [0.37, 0.40]
0.40 [0.36, 0.45]
0.54 [0.47, 0.60]
0.51[0.49, 0.53]
0.26 [0.24, 0.28]

0.38 [0.32, 0.45]

[ T T T
0 0.2 0.4 0.6

Proportion(%)
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Supplementary Figure 2: Physical or Sexual IPV — Lifetime - With Outliers
Removed

Study Proportion [95% CI]
Nigeria DHS, 2018 P 4.32% 0.18[0.08, 0.33]
Cote d'lvoire DHS, 2011 i 9.08% 0.26[0.24. 0.28]
Gupta, 2014 i 8.92% 0.26[0.24, 0.29]
Nepal DHS, 2011 = 3 8.89% 0.28[0.25,0.31]
Johnson, 2010 —— 8.76% 0.30[0.27. 0.34]
India DHS, 2007 . 9.11% 0.34[0.32, 0.36]
Colombia DHS, 2000 i 9.15% 0.39[0.37, 0.40]
Liberia DHS, 2008 - 8.75% 0.40[0.36. 0.45]
Perrin, 2018 HIH 9.10% 0.45[0.43, 0.47]
Afghanistan DHS, 2015 HIH 9.12% 0.51[0.49, 0.53]
Uganda DHS, 2007 - 8.38% 0.54[0.47, 0.60]
DRC DHS, 2008 e 6.44% 0.56 [0.43. 0.68]
RE Model | - | 100% 0.37 [0.32, 0.43]

Heterogenity: 1"2=97.72%, tau"2=0.1607, Q(df = 11) = 482.3719, p-val < .0001
T T T T 1

0 0.25 0.5 0.75 1

Proportion
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Supplementary Figure 3: Physical IPV Lifetime - Overall

Study Proportion [95% CI]
Mishkin, 2022 e 2.84% 0.03[0.01,0.07]
Tappis, 2012 - 4.57% 0.06 [0.04, 0.08]

Nigeria DHS, 2018
Sipsma, 2015

—_—— 2.42% 0.1410.06, 0.32]

- 4.99% 0.18[0.15,0.21]

Kinyanda, 2016 HlH 5.09% 0.23[0.20, 0.26]
Nepal DHS, 2012 HiH 5.12% 0.23[0.20, 0.26]
Cote d'lvoire DHS, 2011 - 5.20% 0.25[0.23,0.27]
Johnson, 2010 - 5.07% 0.29[0.25, 0.33]
Morof, 2014 | 4.38% 0.29[0.21,0.39]
Feseha, 2012 - 5.03% 0.31[0.27, 0.36]
India DHS, 2007 - 5.22% 0.32[0.30, 0.34]

Perrin, 2018 - 5.21% 0.36[0.34, 0.38]
Liberia DHS, 2008 —— 5.05% 0.36[0.31, 0.41]
Colombia DHS, 2000 - 5.23% 0.38[0.36, 0.39]
Vinck, 2013 HIH 5.21% 0.38 [0.36, 0.40]
DHS DRC, 2008 . 4.01% 0.47[0.34, 0.60]
Uganda DHS, 2007 Som 4.90% 0.50[0.43, 0.56]
Afghanistan DHS, 2015 HH 5.22% 0.50[0.48, 0.52]
Pakistan DHS, 2012 - 5.02% 0.51[0.46, 0.56]
Elisberg, 2020 HIH 5.21% 0.52[0.50, 0.54]
Hammoury, 2007 —— 5.01% 0.59[0.54, 0.64]
RE Model I - | 100% 0.31[0.27, 0.36]
Heterogenity: 1"2=98.09%, tau"2=0.2429,Q(df = 20) = 1047.1911, p-val < .0001

T T T T 1

0 0.25 05 0.75 1

Proportion
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Supplementary Figure 4: Lifetime Physical IPV With Only Household Surveys
Included

Study Proportion [95% CI]
Mishkin, 2022 re 2.93% 0.03[0.01,0.07]
Tappis, 2012 - 4.79% 0.06 [0.04, 0.08]
Nigeria DHS, 2018 I — 2.50% 0.14[0.06, 0.32]
Sipsma, 2015 A 5.26% 0.18[0.15,0.21]
Kinyanda, 2016 I 5.36% 0.23[0.20, 0.26]
Nepal DHS, 2012 = 5.41% 0.23[0.20, 0.26]
Cote d'lvoire DHS, 2011 [ 3 5.49% 0.25[0.23, 0.27]
Johnson, 2010 N N 5.35% 0.29[0.25, 0.33]
Morof, 2014 [ 4.59% 0.29[0.21, 0.39]
Feseha, 2012 B B 5.30% 0.31[0.27, 0.38]
India DHS, 2007 H 5.51% 0.32[0.30, 0.34]
Perrin, 2018 HIH 5.50% 0.36[0.34, 0.38]
Liberia DHS, 2008 i 5.32% 0.36[0.31, 0.41]
Colombia DHS, 2000 - 5.52% 0.38 [0.36, 0.39]
Vinck, 2013 ‘o 5.51% 0.38[0.36, 0.40]
DHS DRC, 2008 s 4.19% 0.47[0.34, 0.60]
Uganda DHS, 2007 o 5.16% 0.50[0.43, 0.56]
Afghanistan DHS, 2015 H 5.51% 0.50[0.48, 0.52]
Pakistan DHS, 2012 - 5.29% 0.51[0.46, 0.56]
Elisberg. 2020 i 5.50% 0.52[0.50, 0.54]
RE Model I - | 100% 0.30 [0.26, 0.35]

Heterogenity: 1"2=98.05%, tau*2=0.2314, Q(df = 19) = 976.4321, p-val < .0001
[ I I I

1
0 0.25 0.5 0.75 1

Proportion
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Supplementary Figure 5: Physical IPV Lifetime - Peer reviewed versus DHS studies

Study Proportion [95% Cl]

Peer-reviewed

Elisberg. 2020 b 0.5210.50, 0.54]
Feseha, 2012 —a— 0.31[0.27, 0.36]
Hammoury, 2007 ey 0.59[0.54, 0.64]
Johnson, 2010 [ 0.29[0.25, 0.33]
Kinyanda, 2016 B 0.23[0.20, 0.26)
Mishkin, 2022 - 0.03[0.01,0.07]
Morof, 2014 e 0.2910.21,0.39]
Perrin, 2018 . 0.36 [0.34, 0.38]
Sipsma, 2015 |- 0.18 [0.15, 0.21]
Tappis, 2012 -~ 0.06 [0.04, 0.08]
Vinck, 2013 - 0.38 [0.36, 0.40]
Subgroup i 0.27 [0.20, 0.34]
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Uganda DHS, 2007 e 0.50[0.43, 0.56]
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Afghanistan DHS, 2015 - 0.50[0.48, 0.52]
Cote d'lvoire DHS, 2011 3 3 0.25[0.23,0.27)
Subgroup —— 0.37 [0.30, 0.44)

Test of Moderators (coefficient 2): QM(df = 1) = 3.8563, p-val = 0.0496

T T T T 1
0 0.2 0.4 0.6 0.8

Proportion(%)

127



Supplementary Figure 9: Sexual IPV - Lifetime

Study Proportion [95% CI]
Johnson, 2010 - 5.46% 0.03[0.02, 0.05]
Cote d'lvoire DHS, 2011 ] 5.60% 0.06 [0.05, 0.07]
Nigeria DHS, 2018 e 5.04% 0.06[0.03, 0.14]
Afghanistan DHS, 2015 u 5.62% 0.07 [0.07, 0.08]
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Sipsma, 2015 - 5.59% 0.14[0.11,0.17]
Nepal DHS, 2012 - 5.62% 0.14[0.13,0.16]
Uganda DHS, 2007 N 5.56% 0.20[0.15, 0.25]
Parcesepe, 2016 - 5.63% 0.21[0.20, 0.23]
Parmar, 2012 - 5.61% 0.22[0.19, 0.26]
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Supplementary Figure 10: Sexual IPV - Lifetime - Peer Reviewed Versus DHS
Studies

Study Proportion [95% Cl]

Peer-reviewed

Elisberg, 2020 - 0.46 [0.44,0.48]
Johnson, 2010 - 0.03[0.02, 0.05]
Kinyanda, 2016 .- 0.08 [0.06, 0.10]
Morof, 2014 A 0.37[0.28, 0.47]
Perrin, 2018 . 0.31[0.28, 0.33]
Sipsma, 2015 e 0.14[0.11,0.17]
Stark, 2013 L3 0.73[0.71,0.74]
Parcesepe, 2016 L2 0.21[0.20,0.23]
Parmar, 2012 poe 0.22[0.19, 0.26]
Subgroup e —— 0.24 [0.13, 0.40]
DHS

Nigeria DHS, 2018 —— 0.06 [0.03, 0.14]
Nepal DHS, 2012 e 0.14[0.13, 0.16]
India DHS, 2007 - 0.11[0.10, 0.12]
DRC DHS, 2008 | 0.31[0.24, 0.40]
Colombia DHS, 2000 - 0.11[0.10, 0.12]
Liberia DHS, 2008 —— 0.11[0.08, 0.15]
Uganda DHS, 2007 —— 0.20[0.15, 0.25]
Afghanistan DHS, 2015 - 0.07[0.07, 0.08]
Cote d'lvoire DHS, 2011 - 0.06 [0.05, 0.07]
Subgroup - 0.12[0.09, 0.15]

Test of Moderators (coefficient 2): QM(df = 1) = 4.2182, p-val = 0.0400

T T T T 1
0 0.2 04 0.6 0.8

Proportion(%)
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Supplementary Figure 11: Sexual IPV - Lifetime - With Outliers Removed

Study Proportion [95% CI]

Johnson, 2010
Cote d'lvoire DHS, 2011

- 5.67% 0.03[0.02, 0.05]
L] 5.99% 0.06 [0.05, 0.07]
Nigeria DHS, 2018 e 4.81% 0.06 [0.03, 0.14]
Afghanistan DHS, 2015 - 6.04% 0.07[0.07, 0.08]
Kinyanda, 2016 .- 5.92% 0.08 [0.06, 0.10]
Colombia DHS, 2000 ] 6.06% 0.11[0.10,0.12]
India DHS, 2007 - 6.05% 0.11[0.10,0.12]
Liberia DHS, 2008 —— 5.86% 0.11[0.08,0.15]
Sipsma, 2015 —— 5.95% 0.14[0.11,0.17]
Nepal DHS, 2012 HH 6.03% 0.14[0.13,0.16]

Uganda DHS, 2007 - 5.90% 0.20[0.15, 0.25]
Parcesepe, 2016 i ] 6.06% 0.21[0.20, 0.23]
Parmar, 2012 i 6.00% 0.22[0.19, 0.26]
DRC DHS, 2008 —a— 5.79% 0.31[0.24, 0.40]
Perrin, 2018 HiH 6.06% 0.31[0.29, 0.33]
Morof, 2014 —a— 5.75% 0.37[0.28. 0.47]
Elisberg, 2020 HlH 6.06% 0.46[0.44,0.48]
RE Model I g ‘ 100% 0.15[0.10, 0.21]

Heterogenity: 1"2=99.14%, tau”2=0.0.7476, Q(df = 16) = 1858.6541, p-val < .0001
T T

T T
0 0.25 0.5 0.75
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Supplementary Figure 12: Physical or Sexual IPV — Past 12 Months

Study Proportion [95% CI]
Nepal DHS, 2012 - 12.88% 0.11[0.10, 0.13]
Nigeria DHS, 2018 —_— 10.27% 0.14 [0.07, 0.27]
Keating, 2021 - 12.53% 0.16[0.12, 0.20]
Wako, 2015 — 12.75% 0.20[0.17, 0.24]
Cote d'lvoire DHS, 2011 HiH 12.91% 0.22[0.20. 0.24]
Gupta, 2014 = B 12.85% 0.23[0.21, 0.26]
Afghanistan DHS, 2015 HiH 12.93% 0.46 [0.44, 0.48]
Elisberg, 2020 i 12.89% 0.49[0.46, 0.52]
RE Model | e i— 100% 0.23 [0.15, 0.35]

Heterogenity: 1"2=99.21%, tau*2=0.6681 , Q(df = 7) = 886.2270, p-val < .0001
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Proportion
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Supplementary Figure 13: Physical IPV — Past 12 Months

Study Proportion [95% CI]

Nepal DHS, 2012 - 6.89% 0.11[0.09, 0.12]

Nigeria DHS, 2018 —— 4.63% 0.11[0.04, 0.26]

Parcesepe, 2016 | 6.92% 0.17[0.16, 0.18]

Delkhosh, 2019 - 6.53% 0.18[0.13, 0.24]

Hammoury, 2007 ;- 6.73% 0.19[0.15, 0.24]
|

Cote d'lvoire DHS, 2011 6.92% 0.21[0.20, 0.23]

Al-Modallal, 2015 i 6.72% 0.23[0.18, 0.28]
Vinck, 2013 - 6.92% 0.24[0.23, 0.26]
Hynes, 2004 - 6.66% 0.25[0.20. 0.31]
Fesha, 2012 - 6.80% 0.25[0.21, 0.30]
Pakistan DHS, 2013 —-— 6.78% 0.31[0.26. 0.36]
Elisberg, 2020 HIH 6.90% 0.40[0.37.0.43]
Hadush, 2023 - 6.83% 0.40[0.36. 0.45]
Afghanistan DHS, 2015 HH 6.93% 0.46[0.44. 0.48]
Islam, 2022 - 6.83% 0.72[0.68, 0.76]
RE Model i i [ 100% 0.27 [0.20, 0.35]

Heterogenity: 1"2= 98.92%, tau"2= 0.5573, Q(df = 14) = 1300.0108, p-val < .0001
T T T T

0 0.25 0.5 0.75 1
Proportion
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Supplementary Figure 14: Sexual IPV — Past 12 Months

Study Proportion [95% CI]
Luo, 2022 n 7.77% 0.03[0.02, 0.04]
Nigeria DHS, 2018 —it 6.10% 0.04[0.01.0.14]
Cote d'lvoire DHS, 2011 n 7.84% 0.04[0.04, 0.06]
Afghanistan DHS, 2015 [ ] 7.88% 0.06 [0.05, 0.07]
Nepal DHS, 2012 | 7.87% 0.08[0.07, 0.09]
Hynes, 2004 - 7.75% 0.16[0.12,0.21]
Al-Modallal, 2015 - 7.79% 0.17[0.13, 0.21]
Saile, 2013 — - 7.79% 0.23[0.18,0.29]
Hadush, 2023 —— 7.84% 0.24[0.20, 0.28]
Hammoury, 2007 il 7.83% 0.26[0.22,0.31]
Elisberg, 2020 HEH 7.88% 0.34[0.32, 0.37]
Islam, 2022 = = 7.86% 0.56 [0.52, 0.61]
Delkhosh, 2019 - 7.79% 0.68[0.61,0.74]
RE Model | — I 100% 0.17[0.09, 0.29]

Heterogenity: 1"2=99.21%, tau2=1.5993, Q(df = 12) = 1523.4783, p-val < .0001
| T T T 1

0 0.25 0.5 0.75 1
Proportion
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Supplementary Figure 15: Non-Partner Sexual Violence — Lifetime

Study Proportion [95% CI]
Perrin, 2018 12.49% 0.04[0.03, 0.04]
Sharma, 2022 12.24% 0.08 [0.06, 0.10]
Parcesepe, 2016 - 12.65% 0.13[0.11,0.14]
Roberts, 2008 - 12.56% 0.18[0.15,0.21]
Stark, 2013 | 12.76% 0.29[0.28, 0.30]
Elisberg, 2020 - 12.73% 0.35[0.33, 0.37]
Johnson, 2010 —— 12.60% 0.38[0.34, 0.42]
Morof, 2014 [E—— 11.98% 0.61[0.52, 0.69]
RE Model i I 100% 0.21[0.13, 0.30]

Heterogenity: 1"2=99.22%, tau"2=0.5416, Q(df = 7) = 898.5760, p-val < .0001
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Supplementary Figure 16: Non Partner Sexual Violence - With Outliers Removed

Study Proportion [95% CI)
Sharma, 2022 i 15.76% 0.08 [0.06, 0.10]
Parcesepe, 2016 - 16.82% 0.13[0.11,0.14]
Roberts, 2008 [ 16.57% 0.18[0.15, 0.21]
Stark, 2013 - 17.12% 0.29 [0.28, 0.30]
Elisberg, 2020 .- 17.03% 0.35[0.33, 0.37]
Johnson, 2010 IR 16.70% 0.38 [0.34, 0.42]
RE Model | —— 100% 0.21[0.15, 0.29]

Heterogenity: 1"2= 98.76%, tau"2=0.2668, Q(df = 5) = 402.7832, p-val < .0001

T T T 1
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Supplementary Figure 17: Non Partner Sexual Violence — During Conflict

Study Proportion [95% CI]
Falb. 2013 ] 7.95% 0.01[0.00, 0.02]
Adejumo, 2022 - 8.68% 0.04[0.02, 0.07]
Vinck, 2010 fro—— 6.56% 0.05[0.02, 0.16]
Lopes Cardozo, 2000 | 9.60% 0.07 [0.06, 0.09]
Amowitz, 2002 - 9.69% 0.09[0.08, 0.11]
Kim, 2009 il 9.25% 0.11[0.08, 0.16]
Vinck, 2013 | 9.79% 0.12[0.11, 0.14]
Luo, 2022 - 9.76% 0.13[0.12, 0.15]
Sipsma, 2015 - 9.67% 0.18[0.15,0.21]
Hynes, 2004 - 9.58% 0.23[0.18, 0.28]
Ainamani, 2020 —a— 9.47% 0.73[0.66, 0.79]
RE Model | - 100% 0.11[0.07, 0.18]

Heterogenity: 1*2= 97.74%, tau*2= 0.7022, Q(df = 10

) = 442.4417, p-val < .0001
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Supplementary Figure 18: Non Partner Sexual Violence during Conflict — With

Outliers Removed

Study

Proportion [95% CI]

Adejumo, 2022 S 8.35% 0.04[0.02,0.07]
Vinck, 2010 e 3.99% 0.05[0.02, 0.16]
Lopes Cardozo, 2000 = B 12.36% 0.07 [0.06, 0.09]
Amowitz, 2002 N B 12.86% 0.09[0.08, 0.11]
Kim, 2009 —a— 10.56% 0.11[0.08, 0.16]
Vinck, 2013 i 13.54% 0.12[0.11,0.14]
Luo, 2022 ;- 13.35% 0.13[0.12, 0.15]
Sipsma, 2015 [ ! 12.78% 0.18 [0.15, 0.21]
Hynes, 2004 D | 12.21% 0.23[0.18, 0.28]
RE Model | g — i 100% 0.11[0.09, 0.14]
Heterogenity: 1"2= 90.94%, tau*2=0.1415 , Q(df = 8) = 88.2836, p-val < .0001
[ I | I 1
0 0.12 0.25 0.38 0.5
Proportion
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Supplementary Figure 19: Sexual Violence Any Perpetrator

Study Proportion [95% CI]

Cote d'lvoire DHS, 2011
Nigeria DHS, 2018
Afghanistan DHS, 2015
Sharma, 2022
Kinyanda, 2016

India DHS, 2007

4.78% 0.06 [0.05, 0.07]
4.42% 0.07[0.04, 0.12]
4.80% 0.07 [0.07, 0.08]
4.73% 0.08 [0.06, 0.10]
4.74% 0.08 [0.06, 0.10]
4.81% 0.0 [0.08, 0.10]
Colombia DHS, 2000 4.82% 0.11[0.10, 0.12]
Sipsma, 2015 . 4.76% 0.14[0.11,0.17]
Liberia DHS, 2008 ™ 4.79% 0.18[0.15, 0.20]

2 2

-

.Iiilf.

Roberts, 2008 4.79% 0.18[0.15, 0.21]
Parcesepe, 2016 4.82% 0.21[0.20, 0.23]

Nepal DHS, 2012 - 4.81% 0.28 [0.25, 0.30]
Kerimova, 2003 - 4.78% 0.30[0.26. 0.34]
Perrin, 2018 Ll 4.82% 0.31[0.29,0.33]
Uganda DHS, 2007 —a— 4.74% 0.32[0.26. 0.38]
DRC DHS, 2008 —a— 4.70% 0.33[0.26, 0.41]
Parmar, 2012 = = 4.79% 0.35[0.31, 0.39]
Johnson, 2010 i 4.80% 0.38[0.34,0.42]
Elisberg, 2020 . 4.82% 0.51[0.48, 0.53]
Stark, 2013 ] 4.82% 0.54[0.53, 0.55]
Morof, 2014 —a— 4.67% 0.63[0.54,0.72]
RE Model I i I 100% 0.21[0.14,0.30]

Heterogenity: 1"2= 99.63%, tau*2= 1.1360, Q(df = 20) = 5349.1584, p-val < .0001
I T T T 1

0 0.25 0.5 0.75 1
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APPENDICES: STUDY 2

Appendix 1. Key Measures

Variables Operationalization

Independent

Variables

Program Exposure e Residence in intervention (La Valle Commune)
community after program implementation

Dependent

Variables

Experience of IPV e Physical, sexual, emotional or economic IPV experienced

over the course of one’s lifetime and in the past 12 months
from an intimate partner. Each form of violence will be
explored separately during analysis. For each form of
violence, a woman is defined as experiencing it if they say

yes to any of the following questions:

If a husband or other male partner have ever:

Physical:
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e Slapped you or thrown something at you that could
hurt you

e Pushed you or shoved you or pulled your hair

e Hit you with his fist or with something else that could
hurt you

¢ Kicked you, dragged you or beaten you up

e Choked or burnt you on purpose

e Threatened with or actually used a gun, knife, or other

weapon against you

Sexual:

e Forced you to have sexual intercourse when you did
not want to, for example by threatening you or holding
you down

e Had sexual intercourse when you did not want to
because you were afraid of what your partner or any
other husband or partner might do if you refused

e Forced you to do anything else sexual that you did not

want or that you found degrading or humiliating

Emotional:
¢ Insulted you or made you feel bad about yourself

e Belittled or humiliated you in front of other people
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¢ Done things to scare or intimidate you on purpose (e.g.
by the way he looked at you, by yelling and smashing
things)?

e Verbally threatened to hurt you or someone you care

about

Economic:

e Prohibits you from getting a job, going to work,
trading, earning money or participating in income
generating projects

e Takes your earnings from you against your will

e Refuses to give you money you needed for household
expenses even when he has money for other things

(such as alcohol and cigarettes)

Agreement with Agree or disagree with the following statements:
gender inequitable e Changing diapers, giving a bath and feeding kids is
attitudes primarily the mother's responsibility

e A woman's primary role is to take care of her home and

family
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e A man should have the final word about decisions in his
home

e Boys should not spend as much time on household chores
as girls

e Girls should not be allowed to socialize just as boys

Acceptance of Agree or disagree with the following statements:

violence e Women should accept violence to keep family together
e Ifa woman is raped she did something careless
e If a man beat his wife because she disobeyed him,

members of the community disapprove

Violence by a man on his wife is acceptable if:
e If she goes out without telling him
e If she neglects the children
e If she argues with him
o If she refuses to have sex with him
e Ifhe suspects she is having an affair with another man
Measures of Has your community been impacted by the insecurity in the

insecurity country? (yes/no)

How anxious or worried did you feel about the period of

insecurity? (very/somewhat versus a little/not at all)
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Appendix 2. Sensitivity Analysis

Table A2. 1: Ever co-habituated- TPV Analysis on Locations where 3 rounds of data
available

Physical Physical Sexual Economic Emotional
or
Sexual
OR OR OR OR OR
(95%CI) (95%CI) (95%CI) (95%CI) (95%CI)
Interaction
Midterm 0.65 1.13 0.66 0.70 1.03
(.35- (0.69- (0.33- (0.38- (0.62-
1.18) 1.84) 1.29) 1.3) 1.71))
Interaction
Endline 0.66 0.67 0.71 0.30%** 1.17
(0.38- (0.40- (0.37- (0.16- (0.78-
1.14) 1.11) 1.36) .56) 1.75)
Baseline Mean - , 5 0.108 0.208 0.192 0.250
Intervention
N 3,439 3,439 3,439 3,439 3,439

Notes: Each outcome is controlled for age, education level of respondent and working status;
*p<0.1, ¥*p<0.05, ***p<0.001
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Table A2.2. Fixed Effects Model — Controlled for each SDE individually on
Locations where 3 rounds of data available.

Physical Physical Sexual Economic Emotional
or
Sexual
OR OR OR OR OR
(95%CI) (95%CI) (95%CI) (95%CI) (95%CI)
Interaction
Midterm 0.67* 1.16 0.68 0.82 1.01
(.42- (0.60- (0.41- (.46- (0.65-
1.06) 2.27) 1.13) 1.46) 1.59)
Interaction
Endline 0.63%* .64 0.67 0.31%** 1.12
(0..40- (.34- (0.40- (0.19- (0.74-
1.00) 1.19) 1.12) .52) 1.71)
Baseline Mean - , 54 0.108 0.208 0.192 0.250
Intervention
N 3,439 3,439 3,439 3,439 3,439

Notes: Each outcome is controlled for age, education level of respondent and working status;
*p<0.1, **p<0.05, ***p<0.001;
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Appendix 3: Additional Tables

Table A3.1: Difference in Difference - Intimate Partner Violence on never cohabitated women

Physical or

Sexual Physical Sexual Economic Emotional

OR OR OR OR OR

(95% Cls) (95% Cls) (95% Cls) (95% Cls) (95% Cls)
Interaction 1.63 1.54 2.00 (.82- 1.17 ((41-3.3) 1.53 (.57-4.12)
Midterm (.43-1.00) (.41-5.69) 4.90)
Interaction 1.04 0.95 53 0.91 (.38-.2.2) 1.12
Endline (39-.90) (.40-2.21) (.19-1.46) (.53-

. . . 2.39)
Baseline
Mean- = 75 0.05 0.03 0.09 0.18
Interventi
on

1,26
N ) 1,262 1,262 1,262 1,262

Notes: The interaction terms at midterm and endline are presented in each table. Each outcome is
controlled for age, education level of respondent and working status; *p<0.1, **p<0.05,
*#%p<(0.001; robust standard errors were clustered at the SDE level to adjust for the survey design.
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Table A3.2. Acceptance of Violence — Linear Regression Model - # of reasons
violence is accepted (0-5) as a continuous variable for the outcome (standardized)

Acceptance of Violence

Coef

se

Interaction Midterm 0.014

(0.082)

Interaction Endline -0.209%**

(0.076)

(0.038)

Number of observations 6,381

R2 0.036
Note: .01 - ***; (05 - **; 1 - *; The interaction terms at midterm and

endline are presented in each table. Each outcome is controlled for
age, education level of respondent and working status.
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Table A3.3. Difference in Difference - Equitable Gender Attitudes with Bonforoni Correction

Women Girls
Changing
diapers, giving
a bath and The primary
feeding kids is | role of a A man should Boys should
not primarily | woman is not to | not have the final | spend as much | Girls should be
the take care of her | word about time on allowed to
responsibility | home and decisions in his household socialize just as
of the mother | family home chores as girls | boys
OR
OR OR OR 95% OR
(95% Cls) (95% Cls) (95% Cls) Cls) (95% Cls)
Interaction 1.18 1.13 1.27 1.37 1.74%*
Midterm (.68-2.1) (.65-1.95) (.85-1.89) (1.00- (1.15-2.63)
1.88)
Interaction 97 1.05 1.48 1.35 2.3]%**
Endline (.52-1.78) (.56-1.99) (1.06-.2.08) (1.00- (1.52-3.53)
1.82)
Baseline Mean 12 1 40 0.40 15
- Intervention
N 6,494 6,492 6,472 6,484 6,486

Note: .01 - ¥**; (05 - **

;.1 -*; The interaction terms at midterm and endline are presented in each table.

Each outcome is controlled for age, education level of respondent and working status.
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