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South Asian Victims of Intimate Partner Violence More
Likely than Non-Victims to Report Sexual Health Concerns

Anita Raj,1,5 Rosalyn Liu,2 Jennifer McCleary-Sills,3 and Jay G. Silverman4

To assess relationships between intimate partner violence (IPV) and sexual health among
South Asian women in Boston. Surveys assessed demographics, IPV and sexual and repro-
ductive health outcomes of women in relationships with men (N = 208). In-depth interviews
explored these issues with women with a history of IPV (N = 23). Subjects were majority
Indian, non-U.S. citizens, and highly educated. Quantitative data were assessed by logistic
regression, qualitative data by a grounded theory approach. About 21.2% of the survey sam-
ple reported IPV in the current relationship. These women are 2.6 times as likely to report
discolored vaginal discharge in the past year (95% CI = 1.27–6.50), 3.1 times as likely to
report burning during urination in the past year (95% CI = 1.52–6.31) and 3.4 times as likely
to report unwanted pregnancy in the current relationship (95% CI = 1.33–8.66). Interviewed
women described how abuse reduces sexual autonomy, increasing risk for unwanted preg-
nancy and multiple abortions. Study findings demonstrate the need for increased gynecologic
health outreach to abused South Asian women in the U.S.

KEY WORDS: women’s health; battered women; pregnancy, unwanted; female genital diseases and
pregnancy complications; emigration and immigration; South Asian American women.

INTRODUCTION

There is extensive evidence that physical and
sexual intimate partner violence (IPV) is associ-
ated with adverse sexual and reproductive health
outcomes for women, including pelvic pain, men-
strual abnormalities, unwanted pregnancy and sexu-
ally transmitted diseases including HIV (STD/HIV)
(see Heise et al. (1) and Amaro and Raj (2) for
reviews). Although research has demonstrated the
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link between IPV and sexual and reproductive health
concerns among women in the United States, this
work has been limited to predominantly White,
Black and Latino samples. The published literature
is devoid of similar studies probing the relationship
between IPV and reproductive and sexual health
among Asian women in the U.S. or among recent im-
migrant communities. Given the increasing efforts to
address these issues at a population level (3), it is nec-
essary to understand the scope and landscape of IPV
and its inter-relationship with sexual and reproduc-
tive health across diverse populations. The current
study extends previous work to a new, predominantly
immigrant population (4), assessing IPV and sex-
ual and reproductive health in a community-based
sample of South Asian women residing in Greater
Boston.

The South Asian population in the U.S. has
more than doubled the past decade to become the
third largest Asian American group in the nation;
there are now over 1.7 million U.S. residents of South
Asian descent (4). Recent research with South Asian
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women in the U.S. suggests that two in five women in
relationships have experienced physical and/or sex-
ual IPV within the context of that relationship (5),
a rate disproportionately higher than that reported
by other racial/ethnic groups in the U.S., including
Asian and Pacific Islanders overall (6). This rate is
also higher than many of those observed in Indian
provinces, which range from 18 to 45% (7), suggest-
ing that South Asian women in the U.S. may be at
greater risk than those residing in India. Yet data
from South Asian women in the U.S. demonstrate
low levels of help-seeking, and little is known about
this population’s IPV-related health needs (8).

While there has been no study of IPV and sex-
ual and reproductive health among South Asians in
the U.S., studies have examined these concerns from
women in South Asia. Qualitative research involving
women in India indicates that abused Indian women
do not feel they can protect themselves from sexual
risk from abusive partners and that the risk of vio-
lence as a consequence of their sexual negotiation is
not worth potential protection from HIV (9). These
findings are consistent with U.S. research demon-
strating that abused women experience and fear neg-
ative reactions from partners towards requests for
safer sex significantly more than do women not in
abusive relationships (10, 11). Inability to negotiate
and engage in safer sex is a major concern for abused
women, especially given growing evidence that abu-
sive male partners more frequently have sex outside
the relationship (12–14), a factor likely further in-
creasing abused women’s risk for STD/HIV. Consis-
tent with this research, history of IPV is associated
with a self-reported history of STDs among women
(11, 12).

Reduced ability to negotiate sexual protec-
tion can increase risk for unplanned or unwanted
pregnancies, as well. A study conducted in India
demonstrated significantly more unplanned pregnan-
cies among married women reporting IPV as com-
pared with those not reporting IPV (15). Recent re-
search from a clinic-based sample of abused women
in Massachusetts further suggests that higher rates
of unplanned pregnancy are a consequence of re-
duced control over sexual decision-making, particu-
larly decision-making about birth control use (16).

Lack of power in birth control negotiation re-
sults not only in unplanned and unwanted pregnan-
cies, but also in induced abortion, sometimes forced
by the partner. A Canadian study demonstrated that
abused women are more likely to have had induced
abortions and to have had multiple (three or more)

induced abortions when compared to non-abused
women (17), complementing a recent U.S. study indi-
cating that abusive male partners may force women
to have abortions subsequent to forcing unsafe sex
(16).

Overall, these findings suggest that abused
South Asian women in the U.S. may be at increased
risk for sexual and reproductive health concerns.
Thus, the purpose of this study is to assess the re-
lationship between IPV and sexual and reproductive
health outcomes including gynecologic health prob-
lems, unwanted pregnancy, sterilization, and acquisi-
tion of gynecologic care among a community-based
sample of South Asian women residing in Greater
Boston.

METHODS

We conducted this study in two parts, 1) a quan-
titative survey assessment with South Asian women
currently in heterosexual relationships (N = 210),
and 2) in-depth interviews with South Asian women
reporting a history of victimization from a male part-
ner (N = 23).

We recruited participants in the cross-sectional
survey (N = 210) via community outreach (fliers,
snowball sampling, referrals) to participate in a
South Asian women’s health study conducted from
August 2001 to January 2002; the recruitment strate-
gies used did not allow the assessment of re-
sponse rates. We collected survey data through
15-min, anonymous surveys offered either at loca-
tions deemed convenient by participants (e.g., partic-
ipants homes or nearby libraries) or over the phone
for women who preferred not to complete the sur-
vey in person (n = 9). The survey included demo-
graphic questions and assessments of history of IPV
and health outcomes. All survey data were collected
in English. Data included in the current analyses
excluded two participants who did not answer IPV
questions, yielding a sample size of 208 for the cur-
rent analyses.

We recruited in-depth interview participants
(N = 23) via referral from community leaders known
for assisting battered women as well as via outreach
to all participants of the cross-sectional survey; we
asked women with a history of IPV to participate
in a study of IPV in South Asian immigrant women
conducted from August 2001 to May 2002. Two of
the 23 survey participants were recruited from cross-
sectional survey participants. Again, the recruitment
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strategies did not allow assessment of response rates.
We collected interview data on IPV, help-seeking,
the immigrant experience, and health through 60–
90 min confidential audio-taped interviews offered
in convenient and secure locations of the partici-
pants’ choosing; we also collected survey data on de-
mographics, IPV and related help-seeking. Due to
resource limitations, we planned to collect all data
in English; however, some interviewees lapsed into
South Asian languages for parts of interviews. We at-
tempted to elicit repetition of the information in En-
glish, but when participants were unable to translate,
we translated interviews upon transcription. We tran-
scribed or translated/transcribed tapes and linked
them to survey data via unique identifiers to preserve
confidentiality.

We obtained written consent from all partic-
ipants surveyed or interviewed in person; we ob-
tained verbal consent from all telephone partici-
pants. All participants from both studies received a
list of referrals for culturally-tailored IPV, mental
health, and sexual health services upon survey or in-
depth interview completion. Telephone participants
received this list verbally at the time of the inter-
view, and later received a copy of the list as well
as the consent form and the monetary incentive by
mail. South Asian women trained in women’s health
as well as survey and in-depth interview administra-
tion served as proctors and interviewers for the stud-
ies. All participants received $15 incentive for sur-
vey participation and $50 incentive for in-depth inter-
view participation. The Institutional Review Board
of Boston University Medical Center approved these
studies.

Sample

Participants in the cross-sectional survey (N =
208) ranged in age from 18 to 68 (median age =
30 years). The vast majority of participants (95.7%)
were Indian; 91.0% were not U.S.-born. One-third
of the sample (36.8%) were U.S. citizens; 26.3%
were legal permanent residents and 21.1% were on
spousal visas. Immigrants reported immigration from
1 month to 40 years ago (median = 6.5 years); 25.1%
of the sample had immigrated within the past 2 years.
The sample was relatively high-income and highly
educated, with 66.5% reporting an annual household
income of $50,000 or greater and 46.2% reporting
post-graduate training; 12.9% of the sample reported
a high school education or less. The majority of

participants (82.1%) were married, and (94.6%) re-
ported that their current partner was of South Asian
descent.

In-depth interview participants (N = 23) ranged
in age from 25 to 53 years (median age = 37 years).
This sample was less educated and lower income
than the survey sample. One-fourth of interviewees
(26.0%) reported a high school education or less;
39.1% of the sample had post-graduate training.
One-third of the sample (34.8%) reported an annual
household income of $20,000 or less; 34.7% reported
an annual household income of $50,000 or more.
The majority of the interview sample (65.2%, n = 15)
was Indian, and 30.4% (n = 7) were Bangladeshi;
one participant was Nepali. All were non-U.S. born;
56.5% (n = 13) were legal permanent residents,
17.4% (n = 4) were U.S. citizens and 13.0% (n = 3)
were on spousal visas. Participants had been in the
U.S. for 5–20 years (median = 6 years); 56.5% came
to the U.S. because of marriage. Approximately half
of interviewees (47.8%, n = 11) were currently in-
volved with their abusive partner.

Survey Measures

Demographics

Single items assessed age, income and marital
status.

Intimate Partner Violence Ever

Four items adapted from the Massachusetts Be-
havioral Risk Factor Surveillance System (18) as-
sessed physical abuse, sexual abuse and injury from
abuse by their current male partner; response op-
tions for these items were “Yes, 1–2 times in the
past year,” “Yes, more than 2 times in the past year,
“Not in the past year but previously in our rela-
tionship,” and “Never in our relationship.” We cre-
ated an “IPV ever” variable from a summation of
these items and dichotomized it as “IPV ever” vs.
“IPV never.”

Sexual and Reproductive Health Outcomes

We measured sexual health concerns via indi-
vidual items. Single items measured frequency of
discoloration in vaginal discharge in the past year
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and frequency of burning during urination in the
past year. The 5-point response pattern ranged from
never to always; we dichotomized it as “never”
vs. “ever” for purposes of analysis. Single yes/no
items assessed unwanted pregnancy and sexually
transmitted disease in the current relationship and
Pap Smear acquisition in the past year. Two yes/no
items assessed whether the woman had obtained a
tubal ligation or a hysterectomy; these were com-
bined to create a sterilization variable.

Measurement for the in-depth interviews in-
volved 12 open-ended questions regarding partici-
pant’s relationship with the abusive husband, types of
abuse experienced, perceived health-related effects
of the abuse, present health status, and utilized or
needed social, legal and health services.

Survey Data Analyses

We conducted frequency analyses to assess
prevalence of sexual and reproductive health out-
comes for the total of cross-sectional survey par-
ticipants and for sub-samples participants based on
history of IPV. Adjusted logistic regression analy-
ses controlling for demographics significantly related
to the dependent variable in bivariate analysis as-
sessed the relationship between IPV and sexual
and reproductive health outcomes (discoloration of
vaginal discharge in the past year, burning dur-
ing urination in the past year, unwanted pregnancy,
STD history, sterilization, and Pap Smear acquisi-
tion). We assessed significance using 95% confidence
intervals.

We conducted qualitative analysis of transcribed
in-depth interviews using a grounded theory ap-
proach to iteratively generate codes based on emer-
gent themes (19). This technique provides the re-
searcher with tools to link concepts, facilitating the

development of a model for understanding human
experience (19–21). Based on this approach, our
qualitative research team (two trained coders and the
Principal Investigator) read each transcript, identify-
ing and recording (“memoing”) themes. Following
review of the 23 transcripts, memos were reviewed
for recurring themes across transcripts. These were
viewed as emergent codes. Following memoing, the
two coders reviewed text for each code category and
memoed linkages across categories. Inter-coder re-
liability was assessed using the technique used by
Carey et al. (22). This technique involved the division
of each transcription into segments; coders then inde-
pendently coded the segments. Each segment could
have multiple codes. In cases of discrepancy between
coders, the coders worked to reach consensus; if con-
sensus was not reached, the Principal Investigator
made the final decision.

RESULTS

Survey Findings

One in five (21.2%) participants in the cross-
sectional survey reported physical or sexual abuse
perpetrated by her current male partner; 15.2% re-
ported IPV in the past year from that partner. Of
women reporting IPV in their current relationship,
54.6% reported physical assault, 90.9% reported sex-
ual assault, and 29.6% reported injury from assault.
No participants in this study reported a history of
STD in the context of the current relationship; how-
ever, as seen in Table I, 25.1% reported burning
during urination and 21.5% reported discoloration
in vaginal discharge in the past year. Additionally,
11.1% reported unwanted pregnancy in their cur-
rent relationship, and 6.7% reported acquisition of
sterilization. Approximately one-third (31.1%) of

Table I. Cross-Sectional Survey with Community-Based Sample of South Asian Women (N = 210): Sexual and Reproductive Health
Outcomes of the Sample as a Whole and Stratified by Victims and Non-Victims of IPV Perpetrated in the Current Relationship with Odds

Ratios and 95% Confidence Intervals

Sample IPV victims Non-victims of IPV Odds ratios
(N = 208) (%) (n = 44) (%) (n = 164) (%) (95% CI)

Discolored vaginal discharge, past year 21.7 36.4 17.8 2.64 (1.27–6.50)
Burning during urination, past year 25.4 44.2 20.4 3.10 (1.52–6.31)
Unwanted pregnancy, ever 10.7 23.3 7.4 3.39 (1.33–8.66)a

No Pap Smear, past year 31.4 34.3 30.8 1.17 (.56–2.43)a

Sterilization 6.7 11.4 5.6 2.01 (.60–6.79)b

aAnalysis adjusted for age.
bAnalysis adjusted for marital status and age.
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participants reported no Pap Smear acquisition in the
past year.

Logistic regression analyses demonstrated sig-
nificant relationships between IPV and sexual and
reproductive health outcomes. As seen in Table I,
victims of IPV as compared with women report-
ing no history of such victimization were 2.6 times
as likely to report discolored vaginal discharge in
the past year (95% CI = 1.27–6.50) and 3.1 times as
likely to report burning during urination in the past
year (95% CI = 1.52–6.31). Additionally, victims of
IPV as compared with non-victims were 3.4 times as
likely to report unwanted pregnancy in their current
relationship (95% CI = 1.33–8.66). Although a sig-
nificant relationship between sterilization and IPV
did not emerge in this sample, a strong trend was
evident.

In-Depth Interview Findings

Survey data from in-depth interviewees, all of
whom reported abuse by a male partner, revealed
a 78.3% prevalence of physical IPV, a 73.9% preva-
lence of sexual IPV, and a 73.9% prevalence of injury
from IPV.

Poor Gynecologic Health Outcomes

Consistent with findings observed in the cross-
sectional data, abused women participating in in-
depth interviews reported poor gynecologic health
outcomes, with 60.9% reporting burning during uri-
nation and 26.1% reporting discoloration in vaginal
discharge. Qualitative data from these participants
additionally suggest problems with pelvic pain, ovar-
ian cysts and menstrual problems as a consequence
of the abuse, particularly sexual assault.

They gave me a sleeping pill without my knowing it.
That was when he raped me and I was unconscious.
Now, I think 7–8 years I had very bad bleeding. I
went to Pune [India] and got operated over there,
now I don’t get my periods [for] almost 10–12 year[s]
past.

It’s painful all the time if you don’t want anything,
and you always . . . he is getting on you all the time
you, don’t want him up, you know . . . Ok, once in a
while I am willing to pay, but I am not paying you
everyday, every, every second, every time you get
angry, you cannot get on me and rape me. So that’s
exactly what he was doing . . . My period started get-
ting white, you know.

Unwanted Pregnancy and IPV

Approximately two in five (39.1%) women par-
ticipating in qualitative interviews indicated that
there was an unwanted pregnancy in their abusive re-
lationship. Some women described how lack of sex-
ual and reproductive control in the abusive relation-
ship resulted in that pregnancy.

So many times I told him that I don’t want any more
children, I don’t want any more children. But he just
forces me. Its like, its like a, like a raping. I told
him. Because I was not happy. I didn’t want any
children . . . Because we had two girls, he wants boy.
That was also force, that was also a force.

He always comes and he doesn’t use anything. He
doesn’t allow me to see the doctor, nothing. When
I got married I was 14; after two months, I got
pregnant . . . He always wanted so much baby. I don’t
know why; so much baby . . . [I had] one when I was
15, one when 16, one when 19. But between 16
and 19 I had so many abortions . . . Yes, I think 9
or 10.

I had pregnancy right after the twins were born,
within few months to three months I got pregnant
again. So I had to have a D&C [abortion procedure].
Because the doctor advised me that I had just given
birth to twins and there was no way another preg-
nancy is gonna be healthy for me or for the twins . . . I
said no more . . . A lot times he would force himself,
you know. I mean that was his way of, you know,
control again.

Other women described being pregnant when
the abuser did not want the baby. Women re-
ported that some men were abusive as a response
to the pregnancy, and in some cases this resulted in
miscarriage.

We started yelling at each other as we argued over
my work permit. Then suddenly, without any warn-
ing, he slammed me up against our dresser and then
punched me in my belly and screamed, “And I don’t
want that baby either!” As I stood there in front of
him, bent over, weak and crying, my husband just
ran out of the house . . . Around 10:30 or 11:00 pm
that night, I noticed that I was bleeding.

He used to hit me and all five months baby was mis-
carried. I was bleeding to death. Same thing hap-
pened now my third baby when she was five months
in my womb, he hit me so badly in my stomach. I had
to hold my stomach and I was running and running
and went to the hospital. I don’t know what hap-
pened but the water was flowing.

Women also reported feeling forced by their
abuser to undergo an abortion when they did not
want it.
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I did not want to go for abortion. I always longed
to have children. I never thought I would go for an
abortion because I, I mean it was a sort of forcing
that I went for the abortion because . . . he used to
speak bad and say like, “You know if this child is
born, I don’t know how I am going to react to that
child. And I do not think I am worth having the child
with you [it is beneath his worth].” . . . I did not want
this child to be born and suffer and not receive the
proper care.

He said that he was not ready yet for us to have chil-
dren. I told him that I was ready and that I could care
for the baby with my family’s help. I explained to
him that I did not believe in aborting my own child,
especially my first child. My husband became very
anxious and started really pressuring me to have the
abortion. He even called his sister to have her con-
vince me to have an abortion . . . My husband started
threatening me with separation if I did not agree to
have an abortion . . . While he was pulling my hair,
he kept yelling at me to sign the papers or abort the
baby; he said I only had two choices: abort the baby
or return to India.

Sterilization and IPV

Quantitative data from in-depth interviews with
abused women indicated that 8.7% had obtained
tubal ligation or hysterectomy. Qualitative data sug-
gests that, for some of these women, sterilization was
a consequence of damage to gynecologic health re-
sulting from sexual assault.

I feel that when he raped me I was badly injured. My
doctor told me after that and that was the reason for
the operation. It became cancer type; it was in my
uterus. The stuff I don’t know, my doctor said we
have to remove it before it spreads . . .

CONCLUSIONS

Consistent with studies of U.S. women from
other racial/ethnic communities (2), South Asian
women involved with an abusive male partner are
significantly more likely to report gynecologic health
concerns and unwanted pregnancy. Notably, how-
ever, our findings demonstrate that acquisition of gy-
necologic care is not greater for women reporting
abuse as compared with those not reporting abuse.
Previous research demonstrates lower satisfaction
with health care among IPV victims as compared
with non-victims, and this may deter abused women
in need from seeking care (23). These findings clearly
outline the need both to address IPV in this popu-
lation and to identify barriers to gynecologic health

care acquisition for abused South Asian women in
the U.S.

Data from in-depth interview participants sup-
port findings from the quantitative study. Consis-
tent with studies from India and of non-Indians in
Massachusetts (9, 15), qualitative data findings addi-
tionally suggest that gynecologic health concerns of
abused women may often be a result of sexual as-
sault. As seen in other IPV studies (7, 24, 25), his-
tory of sexual violence was high among both women
in the cross-sectional survey reporting IPV (90.9%)
and abused women participating in in-depth inter-
views (73.9%). Interviewees described how their lack
of sexual and reproductive control places them at risk
for unwanted pregnancy, which, in turn, appears to
place them at risk for multiple abortions. Further,
consistent with findings from other studies (9, 15),
qualitative data demonstrates that when unintended
pregnancy is unwanted by an abusive male partner,
risk for abuse is increased and coerced abortion may
result. Use of a small sample with small numbers
of women reporting sterilization limits interpreta-
tion of data on associations between sterilization and
IPV, but qualitative data suggests sterilization can
be the outcome of gynecologic complications from
assaults.

Overall, the pervasiveness of IPV in this popula-
tion and the demonstrated heightened sexual and re-
productive health risk among South Asian victims of
IPV as compared with non-victims demonstrate the
need for prioritization of sexual health and IPV inter-
vention with this population. Specifically, efforts to
increase Pap Smear acquisition among South Asian
women in the U.S. are needed in light of the finding
that nearly one-third of women in this study were not
screened in the past year.

Limitations

The primary limitation of this study is the
use of a non-representative sample of higher
socio-economic status, predominantly Asian Indian
women. Due to varying immigration patterns across
diverse populations, prevalence of concerns related
to spousal visa status may vary by immigrant group.
Another limitation of this study is its reliance on self-
report. However, under-reporting of abuse is likelier
than over-reporting. A previous study with a simi-
lar sample that used a more extensive measure of
IPV and contextualized these experiences as “fight-
ing” rather than “abuse” found a far higher (40% vs.
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20%) prevalence of IPV (14). This important and oft-
neglected issue merits additional research, both qual-
itative and quantitative, with larger and more repre-
sentative samples from other immigrant groups.
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