Chapter 11
Impact of Gender-Based Aggression
on Women’s Mental Health in Portugal

Marta Reis, Licia Ramiro, and Margarida Gaspar de Matos

Introduction

Violence against women is a significant public health problem that has both short-
and long-term physical and mental health consequences for women and their fami-
lies (World Health Organization [WHOY], 2013). Sexual violence is a pervasive, yet,
until recently, largely ignored violation of women’s human rights in most countries
(Kohsin Wang & Rowley, 2007; WHO, 2005, 2013). The United Nations define
violence against women as “any act of gender-based violence that results in, or is
likely to result in, physical, sexual or mental harm or suffering to women, including
threats of such acts, coercion or arbitrary deprivation of liberty, whether occurring
in public or in private life” and identify the same characteristics and consequences
for such behavior by an intimate partner or ex-partner (WHO, 2013, p. 31).

Sexual violence is any sexual act, attempt to obtain a sexual act, or other act
directed against a person’s sexuality using coercion, by any persons regardless of
their relationship to the victim, in any setting. It includes rape, defined as the physi-
cally forced or otherwise coerced penetration of the vulva or anus with a penis,
other body part, or object (Jewkes, Sen, & Garcia-Moreno, 2002; WHO, 2013). In
this study, sexual violence is defined as behavior carried out with the intent or result
of making another person engage in sexual activity or sexual communication despite
his or her unwillingness to do so (Krahé et al., 2014).

Worldwide, more than one-third (35 %) of all women who have been in a rela-
tionship have experienced physical, psychological, and/or sexual violence by their
intimate partner. Globally, 38 % of all murders of women are committed by intimate
partners (WHO, 2013). In Portugal, 38 % of women have experienced physical,
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psychological, and/or sexual violence since the age of 18 (Lisboa, 2008; Women
Against Violence Europe, 2013). Portuguese criminal statistics indicate that there
were 33,707 crimes of domestic violence in 2011, of which 27,507 of the victims
were women. In 62 % of the cases, the perpetrator was a current partner and in
20.4 % a former partner (Women Against Violence Europe, 2013).

Violence occurs across socioeconomic and demographic spectrums and is fre-
quently unreported by victims (Rennison, 2002; Tjaden & Thoennes, 2006). Sexual
violence is associated with negative physical, sexual, and reproductive health effects
and, as importantly, it is linked to profound long-term mental health consequences
(Astbury & Jewkes, 2011; Jewkes et al., 2002). According to WHO (2013), the risk
factors for being a victim of intimate partner and sexual violence include low educa-
tion, witnessing violence between parents, exposure to abuse during childhood and
to attitudes of acceptance towards violence and gender inequality; the risk factors
for being a perpetrator include low education, exposure to child maltreatment or
witnessing violence within the family, harmful use of alcohol, and attitudes of
acceptance towards violence and gender inequality.

Regarding health consequences, violence against women can have fatal results
so far as homicide or suicide (Astbury & Jewkes, 2011; Jewkes et al., 2002). It can
lead to injuries: 42 % of women who experienced violence inflicted by intimate
partner reported injury (WHO, 2013).

Intimate partner violence and sexual violence can lead to unintended pregnan-
cies, induced abortions, gynecological problems, and sexually transmitted infec-
tions, including HIV. The WHO-2013 analysis found that women who had been
physically or sexually abused were 1.5 times more likely to have a sexually trans-
mitted infection, including HIV, compared to women who have not experienced
partner violence. They are also twice as likely to have an abortion (WHO, 2013).

These forms of violence can lead to depression, posttraumatic stress disorder,
sleeping difficulties, eating disorders, emotional distress, and suicide attempts.
The same study found that women who have experienced intimate partner violence
were almost twice as likely to experience depression and drinking problems. The
rate was even higher for women who had experienced non-partner sexual violence
(WHO, 2013).

Health effects can also include headaches, back pain, abdominal pain, fibromyalgia,
gastrointestinal disorders, limited mobility, and poor overall health (WHO, 2013).

According to several authors (Eriksson, Lindstrom, & Lilja, 2007; Rivera,
Lopez, Ramos, & Moreno, 2012), the possibility of coping with negative events
without major damages in terms of well-being and personal health is often assessed
through the sense of coherence (Antonovsky, 1987, 1993), which is considered a
very comprehensive construct related to perceived understanding, to perceived
management skills, and to perceived meaning of events.

The reach of violence against women has been felt by women across Portugal
and around the world. Violence against women has been documented for decades as
a legal and social justice problem, but as addressed in this chapter, it is also a sub-
stantial mental health concern. There are not many studies on this specific in
Portugal. Therefore, the main aim of this chapter was to understand the frequency
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of experiencing sexual victimization in Portuguese women, how it affected their
well-being, and understanding the associations between sexual victimization, sex-
ual behavior, alcohol use, and sense of coherence.

Youth Sexual Aggression and Victimization (YSAV) is a project cofinanced by
the European Union in the framework of the Health Programme to address the issue
of sexual aggression and victimization among young people. The project aims to
build a multidisciplinary network of European experts in various member states,
bringing together the knowledge on youth sexual aggression and victimization in a
state-of-the-art database, developing a more harmonized way of measuring these
issues and providing recommendations for strategic action to address the problem
of youth sexual aggression under different circumstances in different EU member
states (namely in Austria, Belgium, Cyprus, Greece, Lithuania, the Netherlands,
Poland, Portugal, Slovakia, and Spain). Portugal is part of this group since 2010
(http://ysav.rutgerswpf.org/project-partners).

Methodology of Research

Sample of Research

A national convenience sample of 182 participants was collected through an online
questionnaire among Portuguese women in 2012. Only young people 18 years old
or older participated. Participation was anonymous and voluntary. The majority of
women are of Portuguese nationality (98.4 %), university students (74.7 %), and the
mean age was 23.3 years (SD=3.08). Each person could participate only once and
completing the questionnaire lasted between 20 and 30 min.

The study had the approval of a scientific committee, the National Ethics
Committee (by the Hospital Santa Maria), and the Portuguese Commission for Data
Protection and followed strictly all the guidelines for human rights protection.

Instrument and Procedures

The instrument used was a self-reported questionnaire developed by the YSAV
Group and Krahé and Berger (2013) which aimed to assess unwanted sexual experi-
ences among young people. The questionnaire covers a wide range of questions,
issues that relate to sociodemographic characteristics (age, nationality), victimiza-
tion (Yes/No), sexual and risk behavior (Age of first sexual intercourse, number of
partners with whom had sexual intercourse, having had sexual intercourse under the
influence of alcohol—Yes/No), and selected items from the sense of coherence
scale (SOC-29; Antonovsky, 1987, 1993; SOC-13; translated and adapted by Rivera
etal., 2012). A reduced SOC scale was used (13 items) and the original 1-to-7-point
Likert-type scale was narrowed, combining the ratings 5, 6, and 7 together, comput-
ing a new “5” rating and labelling it to “very often to always.”
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Data Analysis

The data were analyzed using the Statistical Package for Social Sciences (version
22 for Windows). Descriptive statistics including frequencies, means, and standard
deviations was performed to give general descriptions of the data.

ANOVA was performed to examine differences in age of first sexual intercourse,
number of partners with which participants had sexual intercourse, and sense of
coherence scores, for the subgroups that mentioned having been/not having been
victims. Having had sexual intercourse under the influence of alcohol was com-
pared between the victims/not victims subgroups using the Chi-square ()?) tests and
adjusted residuals. The level for statistical significance was set at p <.05. Only sig-
nificant results were discussed.

Findings

From the total sample, 24.2 % women were victims of aggression at least once.

Considering the whole sample, participants indicated that they had had their first
sexual intercourse at a mean age of 17 years old, the mean number of partners with
whom they had sexual intercourse was 3.41 (SD=4.22), and the majority reported
not having had sexual intercourse under the influence of alcohol (72.3 %).

A significant variation was found between having been/not having been victim
of aggression in terms of number of partners with whom they had sexual intercourse
(F (1, 127)=12.617, p<0.001) and in relation to having had sexual intercourse
under the influence of alcohol (y? (1)=4.432; p<.05). The subgroup “victims” men-
tioned higher number of partners with whom they had sexual intercourse (M =5.44;
SD=6.72) than the “not victims” subgroup (M=2.62; SD=2.33). On the other
hand, the “not victims” subgroup indicated more frequently having had sexual
intercourse under the influence of alcohol (87.7 %) than the “victims” subgroup
(71.0 %) (see Table 11.1).

Table 11.1 Difference between victims/non-victims subgroups and other sexual-related features
and risks (ANOVA)

Victims Non-victims | Total sample
(N=36) (N=93) (N=129%)
M SD |M SO M SD |F p

Age of first sexual intercourse | 17.19 | 1.7 |16.78 |3.15 169 |2.82 0.547 ns.

Number of partners with whom |5.44 |6.72 |2.62 |2.33 341 422 |12.617 |.001
they had sexual intercourse

N % N % N % X p
Having had sexual intercourse 4432 .035
under the influence of alcohol
Yes 22 71 71 87.7 31 27.7
No 9 29 10 12.3 |81 72.3

Bold represents statistically significant differences between groups
*The total numbers differ considering that some women have not replied to some parameters
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The distribution of each item of the sense of coherence scale is shown in
Table 11.2. The mean total score in relation to sense of coherence was 49.30
(SD=12.51): those in the “not victims” subgroup showing significantly more sense
of coherence (M=53.84, SD=13.88) than those in the “victims” subgroup
[((M=47.54,SD=11.56 (F (1, 109)=5.923, p=0.05)].

Table 11.2 Difference between victims/non-victims subgroups and SOC (sense of coherence)
Very often/always
Rarely/never (1) 2) 3) 4) (5 or higher)
1—How often do you have the feeling that you don’t really care about what goes on around
you? (N=138)
N 47 27 23 22 19
% 34.1 19.6 16.7 159 13.7

2—How often has it happened in the past that you were surprised by the behavior of people who
you thought you knew well? (N=138)

N 4 13 24 27 70
% 2.9 9.4 17.4 19.6 50.7
3—How often has it happened that people whom you counted on disappointed you? (N=138)
N 4 17 26 22 69
% 2.9 12.3 18.8 15.9 50.1
4—How often do you have the feeling that you are being treated unfairly? (N=137)
N 17 34 25 22 39
% 124 24.8 18.2 16.1 28.5

5—How often do you have the feeling that you are in an unfamiliar situation and don’t know
what to do? (N=136)

N 27 36 29 21 23

% 19.9 26.5 21.3 154 16.9
6—How often does it happen that you don’t quite understand your own feelings and ideas?
(N=138)

N 23 32 24 21 38

% 16.7 232 17.4 15.2 27.5
7—How often does it happen that you have feelings inside that you would rather not feel?
(N=138)

N 16 31 21 19 51

% 11.6 22.5 15.2 13.8 36.9

8 —Many people—even those with a strong character—sometimes feel like losers in certain
situations. How often have you felt this way in the past? (N=138)

N 5 29 25 25 54
% 3.6 21.0 18.1 18.1 39.2

9—How often does it happen that you have the feeling that you don’t know exactly what’s about
to happen? (N=138)

N 12 29 25 30 42
% 8.7 21.0 18.1 21.7 30.5

(continued)
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Table 11.2 (continued)

Very often/always
Rarely/never (1) ) 3) 4) (5 or higher)

10—How often do you have the feeling that there is little meaning in the things you do in your
daily life? (N=138)

N 28 39 28 25 18
% 20.3 28.3 20.3 18.1 13.0
11—How often do you have feelings that you’re not sure you can keep under control? (N=138)
N 24 42 31 18 23
% 17.4 30.4 22.5 13.0 16.7
Don’tlike itatall (1) |(2) (3) 4) Like it a lot (5)
12—How do you think you are going to feel about the things you will do in the future? (N=137)
N - - 3 11 123
% - - 2.2 8.0 89.8
13—How do you feel about the things you do every day? (N=138)
N 1 3 10 27 97
% 0.7 22 7.2 19.6 70.3
Victims (N=31) Not victims (N=80) Total* (N=111)
M SD M SD M SD
Total 47.54 11.56 53.84 13.88 49.30 12.51
scale

Bold represents group with higher scores
“The total numbers differ considering that some women have not replied to some parameters

Discussion

Our findings regarding prevalence of victimization (28.2 %) are consistent with
findings of other countries that administered the same study. Between 20.4 %
(Belgium) and 52.2 % (Netherlands) women reported at least one form of victimiza-
tion. The lowest rate was found in Lithuania (19.7 %) and the highest rate was found
in the Netherlands (52.2 %) (Krahé et al., 2014).

According to Krahé, Berger, Vanwesenbeeck et al. (under review, 2015), victim-
ization rates were negatively correlated with sexual assertiveness and positively
correlated with alcohol use in sexual encounters. National (Portuguese) findings are
somehow different but discrepancies must be addressed with caution since the
national sample is small, and most discrepancies may indeed refer to very specific
national features. The national results showed that women in the “not victim” sub-
group indicated having had sexual intercourse under the influence of alcohol more
often than those in the “victims” subgroup. This is perhaps explained by the fact that
most women are university students and they have a high education which is con-
sidered as a protective factor according to other studies (WHO, 2013). On the other
hand, the women in the “victims” subgroup reported less sense of coherence and a
higher number of partners with whom they had sexual intercourse, in comparison to
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the women in the “non-victims” subgroup, meaning most probably that coherence
is negatively related to issues like number of partners, which consequently may be
considered a risk behavior.

Although the study is based on a small sample, results suggested strongly an
association between sexual victimization and a low SOC, early onset of sexual
intercourse, number of partners, and alcohol use, although the direction of this cau-
sality is still to be established. This research is also somehow limited in terms of the
ability to generalize our findings to Portuguese women. However, they do provide a
starting point for future studies with larger number of women.

Support to victims, besides changing a whole culture that allows violence upon
others, must include universal and selective programs that allow women to build
social and personal competences, preventing early sexual onset, and potential risk
situations associated with sexual intercourse (several partners and alcohol use dur-
ing sexual intercourse).

Interventions are needed for this group, as well as for those victims of physical,
psychological, and/or sexual aggression, to prevent a range of physical and mental
chronic and acute health consequences.

Future research is necessary to assess short- and long-term mental and physical
health consequences of intimate partner violence by type and timing, as well as the
health care costs of such violence.

For many women victims, contact with primary care providers may be the only
opportunity for an effective intervention, because battering men are often very con-
trolling. By asking about intimate violence in this setting, health care providers can
support victims, validate their concerns, and provide them with needed community
and medical referrals and more appropriate health care. Asking about intimate vio-
lence can lead to earlier interventions to reduce violence in the home or to help
women safely leave abusive relationships, provided that clinicians are supportive of
their patients’ emotional and financial needs and their need to work through difficult
decisions in their own time. Early and effective interventions, both within the hos-
pital/clinic and in the larger community, are needed to reduce the negative health
consequences of intimate partner violence and to reduce society’s tolerance of non-
fatal violence against women.

These findings demonstrate the relevance of studies in this domain and helped
understanding the role of psychology in this working field and producing guidelines
in terms of prevention and therapeutic interventions.

Implications

Gender-based aggression is still prevalent in Portugal at an alarming rate. Survivors
experience diverse negative impacts of physical, sexual, and psychological aggres-
sion; there is no list of typical “symptoms” they should exhibit. What is shared is
that such impacts are profound, affecting the physical and mental health of victims/
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survivors and their interpersonal relationships with family, friends, partners, col-
leagues, and so on. More than this, the impacts of aggression go beyond the indi-
vidual, to have a collective impact on the social well-being (Sullivan, McPartland,
Price, & Cruza-Guet, 2013; Women Against Violence Europe, 2013).

The factors associated with violence in Portugal are having a low-economic sta-
tus, lacking of awareness about women’s rights, lacking education, false beliefs,
imbalanced empowerment issues between men and women, male dominant social
structure, and lacking support from the government (Lisboa, 2008). Support that
helps women rebuilding and recovering their lives after violence should be a part of
the intervention strategy, including counseling, relocation, financial support, and
employment. To perform an intervention with victimized women and provide them
medical as well as judicial and legal support, new plans and interventional maps
should be made within the society in collaboration with health team members, reli-
gious and societal leaders, NGOs, police department, and people from other similar
groups. Such a strategic intervention should be implemented (Lisboa, 2008; Women
Against Violence Europe, 2013).

More resources are needed to strengthen the prevention of intimate partner and
sexual violence, including primary prevention, i.e., stopping it from happening in
the first place.

Regarding prevention, there is some evidence from some countries that school-
based programs to prevent violence within dating relationships have shown effec-
tiveness. Several other primary prevention strategies—those that combine
microfinance with gender equality training; that promote communication and rela-
tionship skills within couples and communities; that reduce access to and harmful
use of alcohol; and that change cultural gender norms—have shown some prom-
ise but need to be evaluated further (Capaldi & Langhinrichsen-Rohling, 2012;
WHO, 2013) .

To achieve lasting change, it is important to enact legislation and develop poli-
cies that (a) address discrimination against women; (b) promote gender equality; (c)
support women; and (d) help to move towards more peaceful cultural norms.

An appropriate response from the health sector can play an important role in the
prevention of violence. Sensitization and education of health and other service pro-
viders are therefore another important strategy. To address fully the consequences of
violence and the needs of victims/survivors requires a multi-sectorial response
(Capaldi & Langhinrichsen-Rohling, 2012; WHO, 2013). Some strategies that can
enhance this multi-sectorial response are developing technical guidance for
evidence-based intimate partner and sexual violence victims since it may contribute
to strengthen the health sector’s response to such violence. Another is disseminating
information and supporting national efforts that focus on women’s rights and the
prevention of violence against women through sex education at school context,
preferably in collaboration with international agencies and organizations that aim to
reduce/eliminate violence. Violence and gender-based aggression are substantial
mental health concerns, and they require a multi-sectorial response in order for both
intervention and prevention to be successful.
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Response

Another day...

Day in, day out, and the anguish lingers, afraid of breathing, thinking and even
speaking...

Day in, day out, and it’s the exact same day; no changes, no beginnings...

Day in, day out, and one’s senses are offered more excuses, rejected by a sore
soul, hunted, perspiring solitude and dejection... “It’s harder for me than for you,
trust me”, you say to this beaten down body already used to the pain. That body,
indeed the only one that keeps crawling after each “fall”, getting back to the auto-
matic state to which I’m confined, while the memories, those won’t cease, cannot
cease and shall not forgive.

Day in, day out, and I can’t find any path to follow, fear reigns and is king: I hear
the steps on the stairs, a quiet key in the lock, a door that unlocks, a quick smile that
introduces the typical finale: questioning, accusations, screaming, pain and more
pain... flesh twisting, a soul being torn down. And close by, closer than it should, as
senses endlessly recall... hospital lights, the smell of ether, the crying of offspring,
and disillusionment ...deeply embedded in me.

Day in, day out, and I’m tired, exhausted. Enough torture, where are my little
girl’s dreams: marriage and a “happily-ever-after” future? Where are my children,
and their long lost smiles? Where is the love, the respect, the taking care of each
other? This love smothers and tortures, annihilates hope and compromises the
future... No, I dismiss this kind of love! No prior notice, that clear and simple.

Day in, day out,...but one of these days...it’ll be the day to stop... ...

Anonymous
26 July 2013
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