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ABSTRACT

Intimate partner violence (IPV) includes physical, emotional, psychological and
sexual abuse. The impact of IPV has become increasingly accepted as a significant
public health problem worldwide. This manuscript thesis has two chapters which

attempts to address the current gaps in IPV research in India.

The first chapter compares people’s attitudes about I[PV based on their gender,
age, income and exposure to IPV. In order to better understand and compare men and
women’s attitudes about IPV, 204 self-administered surveys were collected from the in-
and out-patient clinics of the Sancheti Institute for Othopedics and Rehabilitation
(SIOR), a hospital in Pune, India. The results of these surveys showed that men and
older generations were more likely to agree that wife-slapping was a justified response
to least one of the presented scenarios, and to support normatively prescribed rights of
Indian husbands to have excessive power in a marriage. Income level and experience
being a victim of IPV were not associated with attitudes towards IPV or husbands’

rights.

The second chapter explores the use of the Woman’s Abuse Screening Tool
(WAST) in a sample of 62 males. Results from the WAST indicated a 16% IPV

prevalence rate.

These two papers shed light on different aspects of IPV. Results from the first
paper suggest that men and older generations should be targeted for educational

initiatives aimed at reducing IPV. The second paper provides a much-needed estimation
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of IPV prevalence among Indian males. Together, these findings help close existing gaps

in the literature regarding IPV in India.
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PREFACE

This thesis is a ‘sandwich thesis, which combines two main manuscripts prepared for
publication in peer-reviewed journals. In this dissertation, the contributions of Shivani
Chandra in all the papers included study conception, research question identification,
study design, data analyses, interpretation of findings, and manuscript writing. The co-
authors contributed to providing advice on the design, analysis, interpretation of the
results, and critical revision of the drafts of the manuscripts. The work of this thesis was
conducted in June 2015.
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Thesis Overview

This is a manuscript-based thesis. The overall objective of this thesis is to explore
intimate partner violence (IPV) in Pune, India. IPV is becoming increasingly recognized
as a significant public health problem worldwide, but there are still gaps that exist in the
literature, particularly within the Indian context. The first chapter will serve as a general
introduction to IPV, and give a brief background of IPV within the Indian context. The
second chapter will share the results of a cross-sectional study that compared men and
women’s attitudes about IPV in Pune, India. The third chapter will describe the results of
administering the Woman’s Abuse Screening Tool (WAST) to a group of Indian men to
determine IPV prevalence in this population. The fourth chapter will conclude the thesis
body with a discussion about the significance, implications and limitations of the two

preceding chapters.
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CHAPTER 1: INTRODUCTION TO INTIMATE PARTNER
VIOLENCE

Overview

This introductory chapter will provide a general overview of intimate partner
violence (IPV), which will serve as a base to the two studies within this thesis. Because
this is a manuscript thesis, it should be noted that some content will be repeated between
the introductory chapter and the two manuscript chapters. Additionally, because data for
Chapters 2 and 3 was collected together from the same survey, there is repetition in both

surveys’ methodologies.

This chapter will provide important background information which will help to
situate the next two chapters. In this chapter, we will define IPV, discuss its prevalence
both globally and in India, provide the necessary cultural context of IPV in India, and

review the health consequences of IPV.

Because the subtopics of Chapters 2 and 3 are different, this introductory chapter
will only provide background information that the author deems to be relevant to both
manuscripts. Introductory information that is specific to each manuscript’s subtopic can

be found in its corresponding chapter.
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Definition of IPV

Tthe impact of violence against women has become increasingly accepted as a
significant public health problem worldwide, and has been taken on by researchers,
policymakers and governments to address women’s health. Because of this, many terms
and definitions for explaining violence in relationships have emerged. Several of these
definitions lack transcultural applicability which is a particularly important consideration
in the context of international studies, because what constitutes IPV can vary by culture
(Ruiz-Perez, Plazaola-Castano, & Vives-Cases, 2007). For the purpose of this paper, we
will be using the World Health Organization’s (WHO) definition of IPV: “any behaviour
within an intimate relationship that causes physical, psychological or sexual harm to those
in the relationship” (Krug, Dahlberg, Mercy, Zwi, & Lozano, 2002). Acts of physical
violence (such as slapping, hitting, kicking and beating), psychological and emotional
abuse (such as insults, belittling, intimidation, and threats of harm), sexual violence (such
as forced sexual intercourse or coercion), and controlling behaviours (such as isolating a
person from their family and friends, monitoring their movements, and restricting access

to financial resources and employment) are forms of IPV (WHO, 2012).

Prevalence of 1PV worldwide

The WHO’s 2003 multi-country study on women’s health and domestic violence
against women collected data on IPV from over 24 000 women in 10 countries of various

cultural, and economic backgrounds, confirming that IPV is an important international
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problem (Garcia-Moreno, Jansen, & Watts, 2005). All 10 countries had significant rates
of IPV. 6-59% of women who had ever been in an intimate relationship reported sexual
violence by their partner, and 20-75% reported emotional abuse (Garcia-Moreno, Jansen,
& Watts, 2005). 13-61% had experienced physical violence by a partner, and 4-49% had
been victims of severe physical violence by a partner (Garcia-Moreno, Jansen, & Watts,
2005). The Demographic and Health Survey (DHS) had similar findings in their ten-
country study of physical and sexual abuse among women. Physical and sexual violence
against ever-married women by their partner ranged from 17% in the Dominican Republic

to 75% in Bangladesh (Hindin, Kishor, & Ansara, 2008).

The WHO’s multi-country study found that different forms of IPV often coexist
in the same relationship. Women who were victims of physical violence in their
relationship were more likely to also experience sexual and/or emotional violence (Garcia-
Moreno, Jansen, & Watts, 2005). 23-56% of women who reported experiencing physical
or sexual violence had experienced both, and 61-93% of women who had reported
physical violence had also endured emotional violence (Garcia-Moreno, Jansen, & Watts,

2005).

Prevalence of IPV in India

Within India, studies measuring prevalence of domestic violence have reported
rates ranging widely, from 18% to 70%, due to varying study methodologies (Duvvury,

Nayak & Allendorf, 2002; Hassan, Sadowski, Bangdiwala, Vizcarra, Ramiro, De Paula,
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et al, 2004; ICEN, 2000; IIPS, 2007; Jejeebhoy, 1998; Jeyaseelan, Kumar, Neelakantan,
Peedicayil, Pillai, & Duvvury, 2007; Krishnan, 2005; Martin, Tsui, Maitra &
Marinshaw; 1999; Stephenson, Koenig, & Ahmed, 2006; Verma & Collumbien, 2003;
Visaria, 2000). Nation-wide studies have revealed significant differences between states
in prevalence of violence against women, but such studies are not able to reach all
communities (11PS, 2007). While focused community micro-studies do exist (Krishnan,
2005; Stephenson, Koenig, & Ahmed, 2006), they are very few in number, and focus on
physical violence. Information on psychological, emotional and sexual violence in India
is limited, by comparison. The few studies that have investigated psychological violence
in Indian communities found that psychological violence against married women ranged
from 23% to 70% (Duvvury, Nayak, & Allendorf, 2002; ICEN, 2000; Jejeebhoy, 1998;
Visaria, 2000). Additionally, the large majority of Indian studies are based on

information from married women who self-report their IPV experiences.

Indian society: Providing the context

India is a complex country, home to more than 1.25 billion citizens of varying
religions, social and economic backgrounds (Indian Statistics, 2016). It should be
acknowledged that the following may not apply to each individual of this country, and
that general statements about such a rich and diverse country will always carry

exceptions. Discrimination against women varies heavily by region (I1PS, 2007).
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India’s Patriarchal Society

In order to gain a deeper understanding of IPV in India, it is important to
recognize the country’s culture-specific patriarchal conceptualisation of gender roles.
Indian society has been organized to afford women secondary status within the
workplace and household. Various patriarchal traditions still prevail over many Indian
communities, which have had direct effects on women’s health, education, financial
status and political involvement. Indian women have less schooling, lower rates of

employment, and more health risks than their male counterparts (FSD, 2015).

India’s cultural discrimination against women is reflected most clearly in India’s
disproportionate sex ratio of 944 women per 1000 men, which are a results of high
levels of sex-selective abortions (India Online Pages, 2016). At a disadvantage from
conception in the majority of Indian society, women are perceived and treated as inferior
to men (Narasimhan, 1994). Within a marriage, women are expected to serve their
husband. They traditionally play a submissive role to their more dominant, authoritative

husband. This largely accepted dynamic make women vulnerable to IPV.

India’s heavily patriarchal society can also be blamed for social stigma that male
victims of IPV may experience. Despite a growing acknowledgement worldwide that
there are also men who are victims of I[PV, India’s strong gender roles prohibit men
from coming forward for fear of ridicule from their community (Felson & Pare, 2005;
George, 1994; Kimmel, 2002; Kumar, 2012; Mechem, Shofer, Reinhard, Hornig, &

Datner, 1999).
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Health Consequences

IPV can be severely detrimental to a victim’s physical health (Campbell, 2002;
Campobell, et al., 2002). Women who are abused by their partners are at a significant of
risk mortality; 41% of female murders are comitted by an intimate partner, and are more
likely to occur in relationships where IPV is prevalent (Greenfeld, Rand, & Craven,
1998; Sharps et al., 2001). Increased risk of disability, chronic pain and negative
pregnancy outcomes are also associated with IPV (Coker, Smith, et al., 2000; Plichta,
1996; Saltzman, Johnson, Gilbert, & Goodwin, 2003). Women who suffer sexual
violence are at an increased risk of having a sexually transmitted disease, gynecological
disorders and sexual dysfunction (CDC, 2015). Psychological consequences of IPV

include depression, post-traumatic stress disorder, and suicidal behaviour (CDC, 2015).

Objectives and scope of the thesis

This thesis includes 4 chapters. Chapter 1 is an introduction to the issues
covered in the thesis. As a sandwich thesis, the main contributions of the thesis are
covered in Chapters 2 and 3—which are based on two stand-alone manuscripts. The
overall objective of both manuscripts in this thesis is to better understand IPV in India
and address gaps in the literature. The first manuscript compares men and women’s
attitudes towards IPV (Chapter 2). The second manuscript conducts a preliminary

exploration of the Woman’s Abuse Screening Tool (WAST) in a population of Indian
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men, and examines the prevalence of male victims of IPV (Chapter 3). Both of these

papers are based on the author’s primary research.
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CHAPTER 2: Intimate partner violence in Pune, India: A
comparison of male and female attitudes.

ABSTRACT

Introduction: Intimate partner violence (IPV) involves physical, psychological or
sexual harm. In India, gender inequality is culturally rooted in patriarchal
understandings of gender roles. As a result, domestic violence against women is

commonly considered an accepted practice.

Objectives: The primary objective of this study is to compare men and women’s
attitudes about IPV. The secondary objectives of this study are to explore the association

between (1) age, (2) income, and (3) IPV exposure to attitudes about IPV.

Methods: Self-administered, cross-sectional surveys were completed by 204 individuals
(101 women and 103 men) in June 2015 at the Sancheti Institute for Orthopaedics and
Rehabilitation (SIOR) in Pune, India. Associations between acceptances of wife-
slapping and support of patriarchal husbands’ roles, and sociodemographic
charactheristics were measured using odds ratios from unadjusted binary logistic

regression models.

Key findings: Overall, men were 4 times more likely than women to condone wife-
slapping in at least one of the survey’s presented scenarios. Men were also more likely
to support dominating behaviour by husbands. They were 27 times more likely than
women to agree that a husband has the right to have sex with his wife when he wants,

even if she may not want to. Increasing age was also associated with higher approval

9
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rates for wife-slapping, and stronger support for traditional, patriarchal gender roles
whereby husbands exercise control over their wives. No statistically significant
association was found between income level and attitudes. Additionally, no statistically
significant association was found between a woman’s exposure to IPV and her attitudes

about IPV.

Conclusion: Men and older genertaions are more likely to condone wife-slapping and
patriarchal, dominating husbands’ roles. Findings need to be supported by larger studies,

with a more representative population sample.

INTRODUCTION

Intimate partner violence (IPV) is an increasingly recognized issue by
governments and policy makers worldwide, particularly in developing countries (Heise,
1998; Jones & Horan, 1997; WHO, 2005). Defined by the World Health Organization
(WHO) as “any behavior within an intimate relationship that causes physical,
psychological or sexual harm to those in the relationship”, IPV includes emotional

violence, sexual coercion and other dominating behaviours (Ruiz-Perez et al., 2007).

In countries like India where gender inequality is rooted in cultural understandings
of gender roles, domestic violence is commonly considered an accepted practice
(Koenig, et al., 2003). India’s patriarchal society traditionally supports the dominance
and control of women by men (Johnson & Johnson, 2001). Once a woman is married,

she is expected to assume a subordinate, obedient role in the marriage, and submit to her

10
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husband (Gangrade & Chander, 1991; Narasimhan, 1994; Puri, 1999; Shurei, 1997;

Singh, 1994).

A number of demographic and socioeconomic factors have been shown to be
associated with IPV. Most significantly, IPV incidence is higher among younger
women, and in lower income populations (Gunter, 2007; Jayasuriya, Wijewardena, &
Axemo, 2011; Jewkes, 2002). Additionally, having completed less education and
residing in a rural setting are positively correlated with being at a higher risk of IPV

(1IPS, 2007).

The belief that IPV is justified has also been reported as one of the primary
indicators that IPV is being practiced (Hanson, Cadsky, Harris, & Lalonde, 1997; Heise,
1998; O’Neil & Harway, 1997). Significant proportions of men and women of
developing countries justify IPV as acceptable punishment when a wife disrespects her
in-laws, commits adultery, is disobedient, or commits any other normative transgression
(Haj-Yahia, 2003; Hindin, 2003; Kazungu & Chewe, 2003; Khawaja, Linos, & El-

Roueiheb, 2008; Koenig et al., 2003; Lawoko, 2008; Rani, Bonu, & Diop-Sidibe, 2004).

According to the 2005-06 Indian National Family Health Survey (NFHS), India is
no exception. Over half of the country’s men and women justified wife-slapping in at
least one of the presented scenarios (I1PS, 2007). The NFHS was a nation-wide survey,
collecting data on a variety of topics, including attitudes towards IPV and the prevalence
of IPV. On a national level, men and women had very similar levels of acceptance

towards wife-slapping: 51% and 54%, respectively (IIPS, 2007). Between provinces,

11
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these figures ranged from 28-90%, indicating significant inter-province variation in IPV
attitudes and prevalence (11PS, 2007). Nationally, 35%, 10% and 16% of married
women under 49 years reported having been physically, sexually and emotionally
abused, respectively (1IPS, 2007). 34% of married women had been slapped in the year
preceding the survey, which was the most commonly reported act of physical violence in

a marriage (11PS, 2007).

The primary purpose of this study is to compare men and women’s attitudes about
IPV. Secondarily, the association between age, income and exposure to IPV with
attitudes towards IPV will be explored. Following the evidence that justification of IPV
is heavily associated with perpetration of IPV (Flood & Pease, 2009), the author

hypothesizes that men will be more likely than women to condone IPV against women.

METHODS

We conducted a cross-sectional study at the Sancheti Institute for Orthopaedics
and Rehabilitation (SIOR) in Pune, India. Approval for the study was obtained by the
Sancheti Hospital Research Ethics Board and McMaster University’s Hamilton

Integrated Research Ethics Board.

12
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Eligibility Criteria

Men and women were recruited to take part in the study; using convenience
sampling. SIOR’s in- and out-patient clinics were selected for the high volume of
individuals from all socioeconomic backgrounds that would pass through their waiting
rooms. To be eligible for the study, the participant had to be (1) present at the SIOR, (2)
of Indian nationality, (3) at least 18 years of age, (4) able to read and write Hindi,
Marathi or English, (5) able to separate him/herself from anyone who accompanied
him/her to the clinic, and (6) provide written informed consent. Additionally, in order to
completed the WAST section of the survey, participants had to have been in a
relationship at some point in the last 12 months. Participants who were too ill, injured or

cognitively impaired to participate in the study were excluded.

Study procedures

We collected data over a 4-week period in June 2015, in SIOR’s in-patient and
out-patient clinics. Potentially eligible participants were approached by a female
research coordinator, and asked if they would like to take part in this survey. If the
individual agreed, the research coordinator confirmed the participant’s eligibility, and
proceeded to obtain informed consent. Participants completed surveys in a private
room. Once in a secure and confidential location, the participant was provided with
more information about the survey, and written consent was obtained. Consent forms

were available in English, Hindi and Marathi (Appendix D). All participants were also

13
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able to seek on-site psychologist consultation at their request following study

participation.

Survey

We collected participant demographic data, the Woman Abuse Screening Tool
(WAST), attitudes about when I[PV may be acceptable, and attitudes about husbands’
rights. Surveys were available in English, Hindi and Marathi (Appendix C). Two
research coordinators worked together to collect the data; one was fluent in Hindi,

Marathi and English, and the other was fluent in Hindi and English.

The WAST has successfully been established as an effective IPV-assessment tool
in an Indian orthopaedic hospital setting (Sohani, et al. 2013). Known to be reliable and
valid, it is an 8-item tool that screens for verbal, emotional, physical and sexual abuse
within an intimate relationship. It asks questions such as “Do arguments ever result in
you feeling down or bad about yourself?”, “Do arguments ever result in hitting, kicking
or pushing?” and “Do you ever feel frightened by what your partner says or does?”’. The
respondents’ answers are scored (1) “Never”, (2) “Sometimes” or (3) “Often”. A
cumulative score of 13 or more on the WAST indicates exposure to IPV (Bhandari et al.,

2011).

The WAST is one of the most well-documented IPV screening tools and has been
used in several studies (Brown, Lent, Schmidt, & Sas, 2000; Chen, Rovi, & Washington,

2007; Fogarty & Brown, 2002; Halpern, Susarla, & Dodson, 2005; MacMillan et al.,

14
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2006; MacMillan, Wathen, & Jamieson, 2009; McCord-Duncan et al., 2006; Mills,
Avegno, & Haydel, 2005; Rabin, Jennings, Campbell, & Bair-Merritt, 2009; Vivilaki et
al., 2010; Wathen, Jamieson, & MacMillan, 2008; Yut-Lin et al., 2008). The WAST has
good internal reliability (Cronbach’s alpha of 0.75-0.91), and good discriminant validity,
effectively categorizing abused and non-abused women based on their total score
(Brown, Lent, Schmidt, & Sas, 2000; Fogarty & Brown, 2002; Rabin, Jennings,
Campbell, & Bair-Merritt, 2009). Brown et al. (1996) found that the WAST successfully
classified 100% of the nonabused women and 91.6% of abused women. The WAST has
also been proven to be an effective tool for IPV screening in Indian orthopaedic

hospitals (Sohani, et al., 2013).

The survey items that assess respondents’ attitudes about when IPV is acceptable,
is very similar to surveys used in several studies (CSO & UNICEF, 2012; Hindin, 2003;
IIPS, 2007; Smith, 1990). In this section, survey participants are asked if it is acceptable
for a husband to slap his wife in various culturally relevant scenarios (e.g. if she insults

his parents, comes home drunk, wears inappropriate clothing, etc.).

Most of the items in the last section of the survey were also taken from Smith
(1990), and explore the acceptance of normatively prescribed rights of husbands.
Respondents are asked if they agree or disagree with statements such as “a man has the
right to decide whether or not his wife should work outside the home”, and “a man has the

right to have sex with his wife, even though she may not want to”.

15
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These self-administered written surveys were completed by all participants. This
method of data collection was selected over in-person interviews, which are typically
least preferred by patients (MacMillan et al., 2006). Additionally, written questionnaires

normally have the least missing data (MacMillan et al., 2006).

Participant Safety

Because of the nature of the survey and its inclusion of the WAST, it was
important that the survey be explained and administered in a private location. There
could be repercussions to participants, specifically women, from members of their
family or community if it was suspected that they had revealed negative information
about their marital life. Because of this, the survey’s topic was not revealed in the
clinic’s public setting, and was only discussed once the participant had been led to a
private room, where confidentiality was guaranteed. It was also critical that they not be
accompanied by anyone other than the research coordinator to the private room; failure

to do so prevented the individual from participation in the study.

Only one possible participant was approached by the female research
coordinator(s) at a time. Once an individual had been brought to the private room and
had had the nature of the study explained in full detail, no other person who
accompanied them to the hospital was approached to participate. This ensured that the

nature of the survey would not be revealed to friends or family of the participant.
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Data Analysis

Women who scored 13 or higher on the WAST had been exposed to IPV in the
past one year, and were deemed ‘IPV-positive’. The survey also asked respondents if it
was justifiable for a husband to slap his wife in nine scenarios. Possible answers were
‘yes’, ‘no’, and ‘depends’. For the purpose of data analysis, ‘yes’ and ‘depends’ answers
were combined to express that the respondent found slapping acceptable in that
particular scenario. The last section of the survey posed general questions about IPV and
a husband’s role. This section originally had four possible answers: ‘strongly disagree’,
‘disagree’, ‘agree’, and ‘strongly agree’. For the analysis, ‘strongly disagree’ was

absorbed by ‘disagree’, and ‘strongly agree’ was absorbed by ‘agree’.

Sex, age, income and exposure to IPV were the four independent variables used in
this study. Given the sample size of this study, the seven categories of income were
dichotomized into lower income (under 20,000 Rs. per month) and higher income

(20,000 Rs. per month or more).

Unadjusted binary logistic regression was used to explore associations between
sociodemographic variables (sex, age and income), exposure to IPV, and attitudes

towards IPV.
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RESULTS

Survey Response Rate

Over the course of data collection, 11 individuals refused to complete the survey
after reviewing the questions. All 11 individuals were men, and verbally expressed that
they no longer wanted to participate in the study after having the nature of the survey
revealed to them in the private room. When asked why they were no longer interested in
participating, five men said that IPV against men was not a problem in Indian society,
and that taking this survey would be a waste of their time. Four men did not approve of
the study’s affiliation with Canada (or the “West”), explaining that studies such as these

portray Indian society in a negative and dishonest light.

Of the 215 people who were approached to participate in the study, 204 agreed to
complete the survey, resulting in a response rate of 91.2%. Men and women completed

103 and 101 surveys, respectively.

Participant Characteristics

Only women who had been in a romantic relationship within the past year were
eligible to complete the WAST. Of the 101 women who submitted the survey, 59
completed the screening tool. 25.4% of the women who completed the WAST had a

score of at least 13, establishing them has having been exposed to IPV within the last
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year. Table 1 (Appendix A) displays the prevalence of IPV and the socio-demographic

characteristics of all sampled men and women.

Attitudes towards Acceptability of Physical Abuse

Figure 1 (Appendix A) presents the percentages of men and women who believe
that it is acceptable for a husband to slap his wife in nine hypothetical scenarios. 23% of
women did not believe that any of the offered scenarios justified wife-slapping,
compared to 7% of the surveyed men. It is worth noting that for a number of
hypothetical scenarios, both men and women showed similar levels of support for wife-
slapping. For example, 42% and 40% of men and women, respectively, responded that it

was acceptable for a husband to slap his wife if she insults him in public.

Table 2 (Appendix A) displays results of the unadjusted binary logistics
regressions of respondents who believe that it is acceptable for a husband to slap his
wife in various scenarios, by socio-demographic characteristics, revealing a few trends
about IPV attitudes. Men were 4.04 times more likely to agree that wife-slapping was
justified in at least one of the survey’s proposed scenarios (95% CI = 1.65-9.92, p<0.01).
Age was also a factor in the level of respondents’ support for wife-slapping. Odds ratios
ranged from 1.20 to 1.54 for increasing 10-year increments in age, and were statistically
significant (p<0.05) in seven of the nine scenarios. There was no statistically significant

difference in support between respondents based on lower and higher income levels.
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Table 3 (Appendix A) presents the unadjusted logistic regression of women who
screened positively for IPV, who believe it is acceptable for a husband to slap his wife in
various scenarios. Although not statistically significant, the data suggested that women
who have experienced IPV are less likely to justify a husband slapping his wife, than

women who have not experienced IPV.

Attitudes about a Husband’s Rights

Table 4 (Appendix A) presents the unadjusted logistic regression of respondents
who hold certain patriarchal attitudes about husbands’ prerogatives in a marriage. Men
were 5.14 times more likely to believe that a man has the right to exercise violence
against his wife (95% C1=1.43-18.47, p<0.05), and 10.03 times more likely than women
to believe that a man has the right to decide whether or not his wife should work outside
the home (95% C1=4.57-22.00, p<0.01). Men were also 4.72 times more likely to
believe that they have the right to decide whether or not their wives should go out in the
evening with her friends (95% CI1=2.55-8.76, p<0.01), and twice as likely to maintain
that it is sometimes important for a man to show his wife that he is head of the house
(95% Cl=1.12-3.58, p<0.05). Compared to women, men were 27.16 times more likely
than women to agree that a man has the right to have sex with his wife when he wants,
even though she may not want to (95% CI1=3.58-205.84, p<0.01). Despite these

significantly different attitudes of a husband’s right within a marriage, men and women
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did not differ significantly in their beliefs about whether domestic violence is tolerated

by the general public, or if it is a common problem in their society.

In addition to male gender, increased age was also associated with the many of
the same beliefs. For every increasing increment of 10 years, individuals were 1.57
times more likely to believe that domestic violence is tolerated by the general public
(95% CI1=1.04-2.38, p<0.05), and 1.48 times more likely to believe that a man has the
right to decide whether or not his wife should work outside the home (95% CI=1.16-
1.89, p<0.05). With every increase of 10 years, individuals were also 1.63 times and
1.62 times more likely to believe that a man has the right to decide whether or not his
wife should go out in the evening with her friends, and that it is sometimes important for
a man to show his wife that he is head of the house, respectively (95% C1=1.27-2.08,
p<0.01 for both). Lastly, individuals were 1.77 times more likely to believe that a man
has the right to have sex with his wife when he wants even though she might not want

to, with every 10 year increase in age (95% CI=1.28-2.45, p<0.01).

Although not statistically significant, similar trends can be seen among high-
income respondents. The only attitude that differed significantly (p<0.05) between low
and high income individuals, was that high income individuals were 3.84 times more
likely to believe that domestic violence is a common problem in society (95% CI=1.07-

13.82).
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Table 5 (Appendix A) presents a logistic regression, comparing the attitudes of
IPV-positive and IPV-negative women. There is no statistically significant difference in

attitudes between these two groups of women.

DISCUSSION

This study’s aim was to compare men and women’s attitudes about IPV. Other
studies have sought to collect data about the general Indian population’s attitudes
towards IPV (IIPS, 2007) and while Nayak, et al.’s (2003) cross-nation study did
explore the Indian gender gap in IPV attitudes, the sample population was limited to
undergraduate students. To our knowledge, no other study has run comparisons of
attitudes towards IPV between Indian men and women. In doing so, this study makes
several important contributions in gaining contextual information about where women’s

attitudes about IPV fall in relation to men’s.

This study found men and women to display similar levels of acceptance towards
wife-slapping in individual scenarios. Overall however, men were four times more likely
than women to condone wife-slapping in at least one scenario. It is therefore not
surprising that men were also five times more likely to believe that husbands have the
right to exercise violence towards their wives. The patriarchal nature of Indian society
fosters norms that support the utilization of physical violence as a means to punish
women and maintain men’s sense of entitlement and ownership over women (Heise,

1998; Koenig et al. 2006). This was supported by our findings: men were ten times more
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likely to believe that they had the right to control whether or not their wives could work
outside the home, and five times more likely than women to believe that a man has the

right to decide whether or not his wife should go out in the evening with her friends.

Our study found that men were 27 times more likely to agree that a man has the
right to have sex with his wife when he wants, even if she may not want to. The
province in which Pune is found, Maharastra, has one of the highest rates of rejecting
women’s justifications for refusing to have sex with her husband (IIPS, 2007). Until
India’s Protection of Women from Domestic Violence Act in 20053, it was considered
within a man’s legal and conjugal right to have sex with his wife, regardless of her
wishes (Ministry of Women & Child Development, 2005). Marital rape was not a crime,
reflecting Indian society’s widely held view that it is a husband’s prerogative to engage
his wife in sexual relations whenever he may desire (Khan, Townsend, Sinha, &
Lakhanpal, 1997; Maitra & Schensul, 2004). Further exacerbating this problem is the
fact that Indian husbands do not always perceive sexual coercion as being against the
wishes of their wives (Babu & Kar, 2009). Data from this study suggests that there is a
significant disconnect between men’s and women’s attitudes about IPV, and that men
are much more likely to subscribe to patriarchal ideals of husbands’ rights within a

marriage.

This study demonstrates that increasing age is associated with higher approval
rates for wife-slapping, and stronger support for traditional, patriarchal gender roles

whereby husbands exercise control over their wives. Despite the reverse association

23



MSc. Thesis- Shivani Chandra; McMaster University- Global Health

being reported in Zimbabwian and Palestinian populations (Hindin, 2003; Khawaja,
Linos & El-Roueiheb, 2008), it is encouraging that younger generations are more likely

to condemn violence against women in India.

This study reported a 25% IPV prevalence rate which is similar but somewhat
lower than previous studies that have found an IPV prevalence rate closer to 30-35% in
female Indian populations (1IPS, 2007; 2006; Sohani, et al. 2013). However, unlike
other studies (Khawaja, Linos, & El-Roueiheb, 2008), no association was found between
a woman’s exposure to IPV and her attitudes about IPV. Additionally, there was no
association between income level and attitudes about IPV. Despite the majority of
previous studies reporting that higher socioeconomic status acts as a protective buffer
against IPV (Hindin, 2003; Jeyaseelan, Kumar, Neelakantan, Peedicayil, Pillai, &
Duvvury, 2007; Martin, Tsui, Maitra, & Marinshaw, 1999), attitudes about IPV were not

more liberal among the high income respondents.

Attitudes have a fundamental relationship with the perpetration of IPV. In addition
to being associated with the prevalence of IPV, attitudes about IPV also impact how
women respond to this victimization, and how the community and presiding institutions
respond to IPV (Flood & Pease, 2009). For this reason, a significant shift in attitudes
about IPV is required on an individual and societal level. In order to do this, education
initiatives about healthy gender roles within a marriage may prove necessary.
Considering men’s higher propensity to believe that being a husband allows for

extremely dominating behaviour, they should be targeted in education initatives.
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Already, it seems that a natural trend towards more progressive thinking is
occurring. Perhaps due to increased levels of education and exposure to different global
ideologies, younger Indians have more liberal views about gender equality than their
older counterparts. This is a hopeful sign for the future of India and its women. We
hope that with the steady retirement of traditionally patriarchal beliefs which are the

foundation of IPV in India, their new generations will usher in greater gender equality.

Limitations

One major limitation of this study was the setting. Despite using the not-for-
profit wing of SIOR, which serves patients from all socioeconomic backgrounds, the
hospital itself is private. Also, the NFHS reported that IPV prevalence varies widely by
state (1IPS, 2007). For these two reasons, the sample population may not have been
representative of the greater Indian population. Another limitation was the use of self-
administered surveys, which required that participants be literate. Consequently,
uneducated individuals of the lowest socio-economic class were not represented in our
sample population, despite being at considerable risk of IPV (Gonzalales-Brenes, 2004;
Heise, 1998; Yllo, 1983). This study also had methodological strengths, including wide
inclusion criteria, an evenly distributed sample population with regards to age and
socioeconomic background, and the respondents’ ability to complete the surveys in

complete privacy.
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CONCLUSION

Men and older generations are more likely than women and younger generations
to condone wife-slapping and dominating husbands’ roles. This study did not find
income or female exposure to IPV to produce any statistically significant differences in
attitudes about IPV or patriarchal gender roles. Further research with a larger and more

representative population sample is needed to verify these findings.
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APPENDIX A

Table 1: IPV prevalence and socio-demographic characteristics of all sampled men and women

Variables Women with a Total women Males Females Total
WAST score of 13 | who completed
or higher WAST
Age group
18-30 1 (5.6%) 18 39 50 89
31-50 13 (35.1%) 37 46 42 88
51+ 0 (0%) 3 18 8 26
Income
High income | 13 (33.3%) 39 54 33 87
Low income | 2 (10.0%) 20 48 68 116
Total 15 (25.4%) 59 103 101 204

Figure 1: Percentage of men and women who believe it is acceptable for a husband to slap his
wife in various scenarios

She won't do what he tells her
She insults him at home

She insults his parents

She insults him in public

= Women = Men

She neglects the children

She wears inappropriate clothing
She comes home drunk

She hits him first in an argument
She has an affair

Did not agree with any reason
Agreed with at least one reason

”
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Table 2) Logistic regression of respondents who believe that it is acceptable for a husband to

slap his wife in various scenarios, by socio-demographic characteristics

It is acceptable for a husband to

slap his wife when:
She won’t do what he tells her.
She insults him at home.

She insults his parents.
She insults him in public.

She neglects the children

She wears inappropriate
clothing.
She comes home drunk.

She hits him first in an
argument.
She has an affair.

Percentage who did not agree
with any reason.
Percentage who agreed with at
least one reason.

*p<0.05, **p<0.01

Male Gender

Age by
Increasing

Increments of 10

High Income

Unadjusted OR (95% CI)

1.90 (0.98-3.68)
1.69 (0.93-3.07)

1.60 (0.92-2.79)
1.11 (0.64-1.95)

1.45 (0.83-2.53)
1.27 (0.73-2.19)
1.67 (0.93-3.01)
0.97 (0.56-1.68)
2.24 (1.18-4.28)
0.25 (0.10-0.61)

**

4.04 (1.65-9.92)
**

32

1.35(1.05-1.73) *

1.53 (1.20-1.95)
**

1.20 (0.96-1.50)
1.41 (1.11-1.77)
**

1.55 (1.22-1.97)
**
1.35 (1.07-1.71)
**
1.58 (1.20-2.09)
**
1.21 (0.97-1.51)

1.52 (1.13-2.05)
**

0.61 (0.41-0.90) *

1.65 (1.11-2.47) *

0.88 (0.45-1.70)
0.96 (0.53-1.75)

1.20 (0.69-2.10)
1.02 (0.58-1.80)

1.53 (0.87-2.68)
1.06 (0.61-1.85)
1.46 (0.80-2.66)
0.88 (0.50-1.54)
1.42 (0.74-2.72)
0.52 (0.23-1.21)

1.92 (0.83-4.42)
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Table 3) Logistic regression of IPV-positive respondents who believe that it is acceptable for a
husband to slap his wife in various scenarios.

IPV-Positive Women

Unadjusted OR (95% CI)

It is acceptable for a husband to slap his wife

when:

She won’t do what he tells her. 0.85 (0.20-3.62)
She insults him at home. 0.60 (0.14-2.47)
She insults his parents. 0.46 (0.13-1.56)
She insults him in public. 0.66 (0.19-2.25)
She neglects the children 0.36 (0.09-1.47)
She wears inappropriate clothing. 0.88 (0.27-2.83)
She comes home drunk. 1.39 (0.41-4.74)
She hits him first in an argument. 1.53 (0.47-5.01)
She has an affair. 0.93 (0.27-3.25)
Percentage who did not agree with any reason. 4.12 (0.48-35.27)
Percentage who agreed with at least one reason. 1.54 (0.25-9.39)

*p<0.05, **p<0.01
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Table 4) Logistic regression of respondents who hold the following attitudes about IPV in

society, sorted by sociodemographic characteristics

Male Gender

Age by
Increasing

Increments of 10

High Income

Unadjusted OR (95% CI)

A man has the right to exercise
violence against his wife.
Domestic violence is tolerated
by the general public.

5.14 (1.43-
18.47)*
1.57 (0.69-3.58)

1.29 (0.91-1.84)

1.57 (1.04-2.38)*

1.20 (0.45-3.26)

2.24 (0.90-5.59)

Domestic violence is a common
problem in our society.

0.48 (0.17-1.33)

0.92 (0.63-1.34)

3.84 (1.07-
13.82)*

A man has the right to decide
whether or not his wife should
work outside the home.
A man has the right to decide
whether or not his wife should
go out in the evening with her
friends.

10.03 (4.57-
22.00)**

4.72 (2.55-
8.76)**

1.48 (1.16-
1.89)%*

1.63 (1.27-
2.08)**

0.97 (0.53-1.80)

1.35 (0.77-2.40)

Sometimes it is important for a
man to show his wife that he is
head of the house.
A man has the right to have sex
with his wife when he wants,
even though she may not want
to.

*p<0.05, **p<0.01

2.00 (1.12-3.58)*

27.16 (3.58-
205.84) **
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Table 5) Logistic regression of IPV-positive respondents who hold the following attitudes about
IPV in society.

IPV-Positive Women
Unadjusted OR (95% CI)

A man has the right to exercise violence against his wife.

Domestic violence is tolerated by the general public. 0.83 (0.14-4.82)

Domestic violence is a common problem in our society. 0.31 (0.04-2.42)
A man has the right to decide whether or not his wife should  2.50 (0.49-12.76)
work outside the home.

A man has the right to decide whether or not his wife should = 2.98 (0.87-10.23)
go out in the evening with her friends.

Sometimes it is important for a man to show his wife that he  1.29 (0.39-4.31)
is head of the house.

A man has the right to have sex with his wife when he wants, | --
even though she may not want to.

-- Too few cases answered positively to this statement. Cannot be included in the model.
*p<0.05, **p<0.01
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CHAPTER 3: Use of WAST to measure intimate partner
violence in Indian men

ABSTRACT

Introduction: The vast majority of the research in intimate partner violence (IPV)

focuses on female victims. Very limited data exists on IPV against men in India.

Objective: To use the Woman’s Abuse Screening Tool (WAST) to measure IPV in

Indian men.

Methods: 62 men completed the WAST as part of a larger cross-sectional study in June
2015 at the Sancheti Institute of Orthopaedics and Rehabilitation (SIOR).The prevalence

of IPV was determined based on a score of 13 or more on the WAST.
Discussion: 16.1% of men (n=10) screened positively for IPV with the WAST.

Conclusion: Currently, no IPV screening tool for men’s use in India exists. The WAST
has potential to be used in this setting, but further studies are required to investigate if it
is valid in the male, Indian population. Additionally, our results suggest that male
victimization may be far more common than previously understood. The lack of

research on male victims of IPV in India needs to be addressed by future studies.
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INTRODUCTION

Intimate partner violence (IPV) is an internationally recognized public health
concern. The World Health Organization (WHO) defines IPV as “any behaviour within
an intimate relationship that causes physical, psychological or sexual harm to those in
the relationship”, including physical violence (e.g. slapping, pushing, kicking),
psychological or emotional abuse (e.g. humiliation, intimidation) and sexual coercion
(Harvey, Garcia-Moreno, & Butchart, 2007; Krug, Dahlberg, Mercy, Zwi, & Lozano,
2002). Possible outcomes of IPV include increased risk of physical trauma, mental
health problems, suicidal behaviour, drug abuse, and economic instability (Campbell,
Jones, et al., 2002; Capaldi & Owen, 2001; Patel, Rodrigues, & DeSouza, 2002; Plitcha,
2001; Ridley & Feldman, 2003; Saltzman, L.E., Fanslow, J.L., McMahon, P.M., &

Shelley, 2002).

The vast majority of IPV literature focuses on the female victim; comparatively,
very little research has been conducted assessing IPV in male populations. Several
factors contribute to this discrepancy. Firstly, there is equal if not greater social stigma
against male victims of IPV, who often feel pressure to keep their abuse hidden for fear
of being perceived as weak and feeling emasculated (George, 1994; Felson & Pare,
2005; Kimmel, 2002; Kumar, 2012; Mechem, Shofer, Reinhard, Hornig, & Datner,
1999). This stigma may be stronger in India’s patriarchal society, which supports the
husband’s role as a dominant and authoritative partner to a submissive wife (Johnson &

Johnson, 2001; Gangrade & Chander, 1991; Shurei, 1997; Singh, 1994). Secondly, the
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prevalence and severity of IPV is reportedly higher among women than men (Feder &

Henning, 2005; Whitaker, Haileyesus, Swahn, & Saltzman, 2007).

However, studies that focus specifically on physical aggression have suggested
that men and women have similar rates of assaulting their partners (Cercone, Beach, &
Arias, 2005; Straus & Gelles, 1986; Straus, 2005; Swan, Gambone, Caldwell, Sullivan,
& Snow, 2008). Archer’s meta-analytic review (2000) found that women were more
likely to be physically violent with their partners than men. In response, critics of
Archer’s findings explained the results of his study by separating IPV into two
categories: 1) “intimate terrorism” which is the systemic control of men over women,
and 2) “situational couple violence” which is the outcome of an escalating conflict and
can be perpetrated by either sex (Flynn & Graham, 2010; Johnson, 1999; Johnson,
2005). Whereas men and women can both perpetrate “situational couple violence”, only
men can commit the more severe “intimate terrorism”. Despite having conflicting
reports on domestic violence and IPV, it is clear that IPV is not exclusively

unidirectional against women, and that men can also be victims.

There is very limited data on IPV against men in India. Previously, no studies have
asked men to report on their own experiences as victims of IPV. However, India’s
National Family Health Survey (NFHS) did ask women to self-report as perpetrators of
IPV; 1% of married women reported initiating physical violence against their husbands
(1IPS, 2007). By contrast, the International Dating Violence Study self-reporting surveys

found that female university students from Pune, India were more likely to physically

38



MSc. Thesis- Shivani Chandra; McMaster University- Global Health

assault their parnters than men (Strauss, 2004). Not only is literature on the male
prevalence of IPV limited and contrasting, but investigators commonly ask women to
self-report as perpetrators, and focus solely on physical violence which is only one of

four IPV components.

IPV Screening Tools

The focus of IPV research on women is reflected in the number of IPV screening
tools that have been developed for women compared to men. Of the 32 IPV screening
tools recognized by the Centre for Disease Control and Prevention, 12 were designed to
screen women and men, and only 1 was specific to the male population (RADAR for
Men) (Basile, Hertz, & Back, 2007). The Conflict Tactics Scale-2 (a refined version of
the original CTS) and the Hurt-Insult-Threaten-Scream (HITS) screening tools have also
been used to measure IPV in male populations in the past (Jaeger et al., 2008; Mills,

Avegno, & Haydel, 2005; Shakil, Donald, Sinacore, & Krepcho, 2005).

The WAST

The Woman’s Abuse Screening Tool (WAST) is one of the most well-
documented, validated IPV screening tools and has been used in numerous studies
(Brown, Lent, Schmidt, & Sas, 2000; Chen, Rovi, & Washington, 2007; Fogarty &

Brown, 2002; Halpern, Susarla, & Dodson, 2005; MacMillan et al., 2006; MacMillan,
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Wathen, & Jamieson, 2009; McCord-Duncan et al., 2006; Mills, Avegno, & Haydel,
2005; Rabin, Jennings, Campbell, & Bair-Merritt, 2009; Vivilaki et al., 2010; Wathen,
Jamieson, & MacMillan, 2008; Yut-Lin et al., 2008). Originally developed to be
administered by family physicians to identify female victims of IPV, the WAST is an
eight-item survey that screens for verbal, emotional, physical and sexual abuse (Brown,

Lent, Brett, Sas, & Pederson, 1996).

In Rabin et al.’s systematic review of IPV screening tools (2009), the WAST was
found to have good internal reliability, and good discriminant validity. In a purposive
sample of abused and nonabused women, the WAST successfully classified 100% of

nonabused women and 91.7% of the abused women (Brown et al., 1996).

This instrument has previously only been administered in female populations. The
purpose of this study is use the WAST in the male population investigate the prevalence

of IPV among Indian males.

METHODOLOGY

We administered a cross-sectional survey at the Sancheti Institute for
Orthopaedics and Rehabilitation (SIOR) in Pune, India. Originally completed by men

and women, this study focuses on the male population who completed the WAST.

Approval for the study was obtained by the Sancheti Hospital Research Ethics

Board and McMaster University’s Hamilton Integrated Research Ethics Board.
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Eligibility Criteria

Respondents were recruited to take part in the study using convenience sampling.
SIOR’s in- and out-patient clinics were selected for the high volume of individuals from
all socioeconomic backgrounds that would pass through their waiting rooms. To be
eligible to complete the WAST, the participants had to be (1) present at the SIOR, (2) of
Indian nationality, (3) at least 18 years of age, (4) able to read and write Hindi, Marathi
or English, (5) able to separate themselves from anyone who accompanied them to the
clinic, (6) have been in a relationship within the last 12 months, and (7) provide written
informed consent. Participants who were too ill, injured or cognitively impaired to
participate in the study were excluded. For the purpose of this study, we will be focusing

on surveys completed by men.

Study procedures

Potentially eligible participants were approached by a female research
coordinator in SIOR’s in-patient and outpatient clinics over a 4-week period in June
2015. They were asked if they would like to part in a health survey. If the individual
agreed and the participant’s eligibility was confirmed, the respondent was brought to a
private room and provided with more information about the survey. Written consent was
obtained; consent forms and surveys were available in English, Hindi, and Marathi

(Appendix C and D). Information about the on-site psychologist was also provided.
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Survey

Two research coordinators worked together to collect the data; one was fluent
Hindi, Marathi and English, and the other was fluent in Hindi and English. Available in
English, Hindi and Marathi, the original survey was composed of various IPV-related
sections but the focus of this paper will be based on the demographic and WAST

portions of the self-administered, written survey.

The WAST has successfully been established as a valid IPV-assessment tool in an
Indian orthopaedic hospital setting (Sohani, et al. 2013). It is an 8-item tool that screens
for verbal, emotional, physical and sexual abuse within an intimate relationship. It asks
questions such as “Do arguments ever result in you feeling down or bad about
yourself?”, “Do arguments ever result in hitting, kicking or pushing?”” and “Do you ever
feel frightened by what your partner says or does?”. The respondents’ answers are
scored (1) “Never”, (2) “Sometimes” or (3) “Often”. A cumulative score of 13 or more

on the WAST indicates exposure to IPV (Bhandari et al., 2011).

Participant Safety

Because of the nature of the survey and its inclusion of the WAST, it was
important that the survey be explained and administered in a private location. The
survey’s topic was not revealed in the clinic’s public setting, and was only discussed
once the participant had been led to a private room, where confidentiality was

guaranteed. It was also critical that they not be accompanied by anyone other than the
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research coordinator to the private room; failure to do so precluded the individual from

participating in the study.

Only one possible participant was approached by the female research
coordinator(s) at a time. Once an individual had been brought to the private room and
had had the nature of the study explained in full detail, no other person who
accompanied them to the hospital would be approached to participate. This ensured that

the nature of the survey would not be revealed to friends or family of the participant.

Data Analysis

Of the 103 men who were surveyed, 65 had been in an intimate relationship
within the past 12 months and were eligible to complete the WAST. In total, 62 men
completed the WAST. This sample size was the result of the limited period of time the

investigators had for data collection.

A score of 13 or more on the WAST resulted in the individual screening
positively for IPV. The frequency of each selected answer was also calculated to

distinguish which kinds of violence were most often experienced by the victims.
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RESULTS
Demographics

In total, 62 men completed the WAST and their age range was 21 to 66 years.
The mean age of survey respondents was 43.9 (SD 10.2) years. 61 of the 62 (98.4%)

respondents were married and one (1.6%) was in a relationship, but not married.

WAST Scores

The results of the WAST are displayed in Table 1 (Appendix B). Ten men
(16.1%) screened positively for IPV and received a score of 13 or more on the WAST.

The mean score was 10.5 (95% CI 9.6-11.3).

32.3% of male respondents described their relationship as having some tension,
and 35.5% marked that they had some difficulty working out arguments with their
partner. Almost 10% (9.7%) of men said they often felt down or badly about themselves
following an argument, and 22.6% of men said that this sometimes happened. 6.5% of
men stated that arguments sometimes resulted in them being hit, kicked or pushed, and
8.1% reported that this occurred in their relationship often. 17.7% of men were
sometimes frightened of their partner, and 12.9% and 6.5% were sometimes or often
physically abused by their partner, respectively. Rates of emotional abuse were higher,

with 30.6% and 9.7% of men reporting that they were sometimes or often victims of
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emotional abuse, respectively. 14.5% of men stated they were sometimes sexually

abused by their partner.

Figure 1 (Appendix B) displays the distribution of scores. The range of WAST
scores was 8 to 22. Eight was the lowest possible score one could receive in the WAST
and was also the most common score, achieved by 22 (35.5%) of the survey participants.
The majority of men (71%, n=44) scored 10 or less. Based on the internal results from
this survey, which was also originally distributed among women, the distribution of
WAST scores is different in men and women. The range of scores among female
respondents was 8 to 17. Female respondents had a more even score distribution (Figure
2, Appendix B). Men, however, had more polarizing scores- most of them either scored
8 which was the lowest possible score, or the scored over 13 (all the way up to 22). This
suggests that men who do experience IPV are more likely to experience it more severely

than women.

DISCUSSION

The purpose of this study is to examine the results of the WAST, specifically the

prevalence rate of IPV among the Indian male population.

The WAST was selected over other screening tools such as RADAR for Men,
CTS-2, and HITS for the following reasons. RADAR for Men is a screening protocol
which provides questions for the health care provider to orally ask male patients. Based

their answers, the provider categorizes men as current/past IPV victims/perpetrators.
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Jaeger et al. (2008) found that there were considerable differences in victim and
perpetrator identification based on the sex of the person administering RADAR for Men
(p=0.04). Female doctors identified perpetration and victimization in 10% and 10%
participants, respectively, versus 27% and 45%, respectively, for male doctors. The
WAST is a written questionnaire and does not require interpretation on the survey

administrator’s part.

The CTS-2 was not selected because of its length. It consists of 78 questions on
physical, sexual, emotional and psychological questions, scored 0 (never) to 6 (occurred
more than 30 times in the past year). By comparison, the WAST only has 8 items and
thus takes far less time to complete which is an important consideration, especially in a
hospital setting. Lastly, the 4-item HITS tool was not considered because it does not
include any questions assessing the occurrence of sexual violence against the
respondent. Sexual violence is one of the main components of IPV, and administering a
survey without questions on all aspects of IPV would limit its accuracy in identifying all

victims of IPV.

There is no current IPV screening tool that has been validated for men’s use in
India. 62 of 65 possible survey participants completed the self-administered
questionnaire, yielding a high response rate. This is a positive sign that the WAST is

easily administered in the Indian male population.

Though not traditionally considered victims of IPV, our data suggests that a

significant proportion of Indian men (16%) have experienced IPV within the last year.
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12.9% of men admitted that their partner sometimes abuses them physically, and 6.5%
said that this is occurs often in their relationship. Data pertaining to IPV among Indian
males is limited; emotional, psychological and sexual violence have not been studied in
this population. Any existing data reports solely on physical violence, relies on Indian
women’s self-reports to identify themselves as perpetrators, and ranges widely from 2-

41% (1IPS, 2007; Strauss, 2004).

The International Dating Violence Study found significantly high rates of
physical violence perpetrated by female students against their boyfriends in Pune, India.
Of all 31 sites around the world, rates of injury perpetration by their partner were highest
for Pune students, at 20% and 12.5% for overall and severe injury perpetration,
respectively (Strauss, 2004). For both categories, females had higher rates of
perpetrating injuries against their dating partner: 22.4% and 13.9% of women
perpetrated overall and severe injuries, respectively, compared to men’s rates of 13.0%
and 8.7%, respectively. The study also found that rates of overall assault perpetration
were 33.3% among men and 41.2% among women, and rates of severe assault
perpetration were 12.5% among males and 25.8% among females. Generally, results
suggested that male and female university students have a similar prevalence of
perpetrating physical violence. In most countries, men were more likely to be the
perpetrators, but in India, women had higher rates of perpetrating physical violence than
men. This controversial result is also supported by other studies which show that women
have similar rates of physically assaulting partners as men (Archer, 2000; Felson, 2002;
Moffitt, Caspi, Rutter, & Silva, 2001, Strauss, 1999).
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It is important to note, however, that women will oftentimes perpetrate physical
violence against their partners in self-defense. Several studies have shown that the vast
majority of domestically violent women have also be victims of violence (Cercone,
Beach, & Arias, 2005; Orcutt, Garcia & Pickett; Swan et al., 2005; Temple, Weston, &
Marshall, 2005). Self-defense is one of the most frequently stated motives for being
physically violent against their partner (Stuart et al., 2006; Swan & Snow, 2003). This
may contribute to the high levels physical violence that is self-reported by women
worldwide. It may be misleading that the WAST and other screening tools do not
explicitly inquire about whether women’s physical violence was in response to a
physical altercation with their husbands. The NHFS found that only 1% of Indian
women reported to having had initiated physical violence with their husband (I1PS,
2007). Not considering the context of why female respondents are physically violent

against their partners may overinflate male IPV prevalence rates.

This study found that psychological and emotional abuse were the most
commonly experienced types of violence among men. 30.6% of men said they were
sometimes abused emotionally by their partner, and 9.7% confirmed that they
experienced emotional abuse often. 17.7% of surveyed men said they were sometimes
frightened by something their partner said or did. Additionally, arguments with their
partners sometimes resulted in 22.7% of men sometimes, and 9.7% of men often feeling

put down or bad about themselves.
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12.9% and 6.5% of men said that their partners sometimes or often, respectively,
abused them physically. 6.5% of men said that arguments sometimes resulted in hitting,
kicking, or pushing, and 8.1% said this happened often. These rates are significantly
lower than the prevalence of IPV against women in India. In the National Family Health
Survey, 35% of married women under 49 years reported having been physically abused
(1IPS, 2007). 34% of married women had been slapped in the year preceding the survey,
and was the most commonly reported act of physical violence in a marriage (11PS,
2007). Pune is located in the state of Maharastra, in which 27.2% of women reported

having been physically abused by their husbands (I1PS, 2007).

Studies have suggested that men and women use equivalent levels of
psychological aggression (Swan & Snow, 2002; Swan et al., 2005). Women are also
more likely to use higher levels of moderate physical violence than is used against them
by their partners, and the same level of severe violence (Swan & Snow, 2002; Swan et
al., 2005). However, despite similar rates of physical violence being perpetrated by
women according to some reports, women are more likely to be more severely injured
and require medical attention for their injuries (Hamberger, 2005; Tjaden & Thoennes,

2000).

IPV against women is more severe than it is against men. However, it is
important to understand all aspects of violence in order to better understand the issue. It
is important to note that despite equivalent if not greater rates of physical violence being

initiated and perpetrated by women according to some reports, women are more likely to
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be more severely injured and require medical attention for their injuries (Hamberger,
2005; Tjaden & Thoennes, 2000). Oftentimes women will perpetrate physical violence
against their partners in self-defense. Several studies have shown that the vast majority
of domestically violent women have also be victims of violence (Cercone, Beach, &
Arias, 2005; Orcutt, Garcia & Pickett; Swan et al., 2005; Temple, Weston, & Marshall,
2005). Self-defense is one of the most frequently stated motives for a woman being
physically violent against her partner (Stuart et al., 2006; Swan & Snow, 2003). This
may contribute to the high levels physical violence that is self-reported by women

worldwide.

Many authors have suggested that men generally under-report their experience as
victims of IPV due to existing social stigma against men who would allow themselves to
be abused by their traditionally submissive and weaker wife (Felson, 2005; George,
1994; Kimmel, 2002; Kumar, 2012; Mechem, Shofer, Reinhard, Hornig, & Datner,
1999). Generally, Indian men are reluctant to share their experience with being victims
of IPV; admitting to their victimization can open them up to ridicule and shame, as this
is perceived as “feminine behaviour” (Kumar, 2012). However, high response rates for
the WAST may suggest that men are willing to disclose their experiences with IPV if

they can do so confidentially and anonymously on a self-administered survey.

A major limitation to consider in using the WAST tool is that because there is
very limited data about IPV prevalence rates among men in India and because it ranges

widely, it is difficult to assess the WAST’s sensitivity in this population. However, the

50



MSc. Thesis- Shivani Chandra; McMaster University- Global Health

WAST was generally well-received and had a nearly perfect response rate. It is clear that
there is a significant lack of research in the prevalence of male victims of IPV in India.
Future studies should be directed at validating the WAST in the male population,
verifying that the WAST is a culturally appropriate tool for screening for IPV in the
Indian population, and collecting IPV prevalence information about male victims not
only from an urban hospital setting, but from various locations in order to gain a deeper

understanding about the prevalence of male IPV in India as a whole.

CONCLUSION

There is very limited research on male victims of IPV in India. Designed to
screen for IPV among women, the WAST was applied to the Indian male population and
revealed an IPV prevalence rate of 16.1%. The authors believe that this tool has great
potential in this setting, but further studies are required to verify the sensitivity and

specificity of this tool in the population of Indian men.
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APPENDIX B

Table 1: Results of the WAST

WAST Survey ltem

sexually?

No tension Some tension A lot of
tension

In general, how would you describe 41 (66.1%) 20 (32.3%) 1 (1.6%)
your relationship?

No difficulty Some difficulty | Great difficulty
Do you and your partner work out 38 (61.3%) 22 (35.5%) 2 (3.2%)
arguments with:

Never Sometimes Often
Do arguments ever result in you 42 (67.7%) 14 (22.6%) 6 (9.7%)
feeling put down or bad about
yourself?
Do arguments ever result in hitting, 53 (85.5%) 4 (6.5%) 5 (8.1%)
kicking, or pushing?
Do you ever feel frightened by what 51 (82.3%) 11 (17.7%) 0 (0%)
your partner says or does?
Has your partner ever abused you 50 (80.6%) 8 (12.9%) 4 (6.5%)
physically?
Has your partner ever abused you 37 (59.7%) 19 (30.6%) 6 (9.7%)
emotionally?
Has your partner ever abused you 53 (85.5%) 9 (14.5%) 0 (0%)

Negative
(score 8 to 12)

Positive (score
13 or more)

WAST screen for intimate partner
violence

52 (83.9%)

10 (16.1%)
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Figure 1: Distribution of WAST scores for male population
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Figure 2: Distribution of WAST scores for female population
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CHAPTER 4: CONCLUSION

IPV is a global public health concern. Despite receiving increased attention on
the national and international stage, there are many gaps in IPV research. Two of those

gaps are addressed in this thesis.

In the first manuscript, we gained a deeper understanding of the differences
between men and women'’s attitudes about IPV against women. Perhaps unsurprisingly,
men were more likely than women to condone wife-slapping in various scenarios. Men
were also more likely to agree with several behaviours that are commonly accepted as
husbands’ normatively prescribed rights. It is encouraging that women were less likely
to justify these behaviours. If women had had the same or greater levels of acceptance as
men for these behaviours, this would have posed as an additional significant barrier to
their empowerment. Younger generations were also more likely to reject these
controlling and abusive behaviours than their older counterparts. Their denunciation of
these strictly patriarchal behaviours may be in part due to increasing levels of education
in India. The author is hopeful that this trend will continue, and younger generations will

become increasingly intolerant of IPV, moving towards greater gender equality.

The second manuscript attempted to provide a preliminary exploration of the
WAST’s use in males, and gain knowledge about the prevalence of male victims of IPV
in India. The WAST was successfully completed by 63 of the 65 eligible candidates,
revealing a prevalence rate of 16.1% in the male population. Previous research

attempting to learn about rates of IPV against men have asked women to self-report
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perpetrating physical violence. This was the first study, to our knowledge, that asked

men about their own experiences.

Limitations

IPV prevalence rates among women vary greatly by region (11PS, 2007). It can
therefore be inferred that attitudes about IPV, and male prevalence of IPV may also vary
greatly by region. Thus, it is important to note that data from either of the manuscripts
cannot be generalized to all of India. Furthermore, despite collecting data from the not-
for-profit wing of the private hospital, the sample population may not have been
representative of the general population, and may have belonged to a higher

socioeconomic bracket.

Limited data about the male use of the WAST and male prevalence of IPV in
India meant that the results of the WAST could not be strongly supported by other,

similar studies with the same population.

Further Studies

Future studies should focus on validating the WAST in male populations, and
look further into male prevalence of IPV in India. This constitutes an enormous gap in

IPV literature, which is almost wholly focused on female victims.
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APPENDIX C
English Survey

HEALTH SURVEY

Thank you for your interest in completing this questionnaire. We greatly value your
willingness to review the questions below and your responses will help us to understand
issues of health and intimate partner violence.

Some of the questions may be uncomfortable for you to answer, or you may be irritated if
the question has no bearing on your life. However, we ask that you try your best in
answering all of the question. Your participation is important to us and for those whom
would benefit from this research!

1. What is your age in years? years
2. What is your gender?

[] Male [] Prefer not to disclose
[] Female

3. What is your monthly income (Rs.)?

[] Less than 1000 [] 10,000-19,999
[]  1000-2499 []  20,000-49,000
[]  2500-4999 [] 50,000 0r more
[] 5000-9999
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4. What is your highest education level obtained?

[] Literate but no schooling

|:| Primary pass

[] 10™ class pass but no graduation
[]

Graduation

5. What is your marital status?
[] Married

|:| In a relationship, not married

[] Other (specify):

O OooOn

Bachelor’s degree
Master’s degree
Doctorate degree

Professional degree (Doctor, Eng, MBA)

[] Widowed

|:| Single

6. How long have you been in your current relationship? years

|:| N/A — Not currently in a relationship with an intimate partner.

7. What type of injury are you being treated for at the fracture clinic today?

|:| Fracture

[] Dislocation

|:| Unsure

8. Please describe the location of your injury.

[ ] Sprain or Strain

[ ] oOther (specify):
[ ] Not here for treatment (proceed to #10)
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9. Please describe how your injury occurred.

Please note that an intimate partner is someone with whom you share a relationship as
spouses, common-law partners, sexual partners, or dating partners. The following questions
refer to your current or previous relationship(s) with your spouse, common-law partner, or any
sexual or dating partner within the last 12 months.

10. In the past year, have you been in a relationship with an intimate partner?
[] Yes (continue to question 11)

[ No (skip to question 18)

11. In general, how would you describe your relationship?

] A lot of tension [ ] Some tension [ INo tension

12. Do you and your partner work out arguments with:

L Great difficulty [ some difficulty ] No difficulty

13. Do arguments ever result in you feeling down or bad about yourself?

O often [ sometimes L] Never

14. Do arguments ever result in hitting, kicking, or pushing?

[l Often [ 1 Sometimes L1 Never

15. Do you ever feel frightened by what your partner says or does?

1 Often [ ] Sometimes L1 Never
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16. Has your partner ever abused you physically?

[1 often [] sometimes 1 Never

17. Has your partner ever abused you emotionally?

[1 often [] sometimes 1 Never

18. Has your partner ever abused you sexually?

] oOften [] Sometimes L] Never

A Husband’s Role

19. A man has a right to exercise violence against his wife.

[] Strongly disagree [ Disagree [] Agree [] Strongly agree

20. Domestic violence is tolerated by the general public.

[] strongly disagree L] Disagree L1 Agree [l Strongly agree

21. Domestic violence is a common problem in our society.

[] strongly disagree L] Disagree [ Agree [] Strongly agree

22. Being a victim of violence in one’s childhood makes one more prone to perpetrating
violence.

[ strongly disagree L] Disagree [ Agree [] Strongly agree

23. Those who grow up in households with domestic violence are more likely to be violent
citizens.

[ strongly disagree (] Disagree (] Agree [] Strongly agree

24. Need to create awareness about the existence of domestic violence.

[ strongly disagree (] Disagree [1 Agree [] Strongly agree
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25. Help should be available for people who exhibit abusive behavior.

[] Strongly disagree [] Disagree [1 Agree [] Strongly agree

26. Government should spend time and money to educate people.

[] Strongly disagree [] Disagree ] Agree [0  sStrongly agree

27. A man has the right to decide whether or not his wife should work outside the home.

[] Strongly disagree [] Disagree [] Agree [] Strongly agree

28. A man has the right to decide whether or not his wife should go out in the evening with
her friends.

[] Strongly disagree [ Disagree [] Agree [] Strongly agree

29. Sometimes it is important for a man to show his wife that he is head of the house.

[] Strongly disagree [ Disagree [] Agree [] Strongly agree

30. A man has the right to have sex with his wife when he wants, even though she many not
want to.

[] strongly disagree L] Disagree L1 Agree [l Strongly agree

Would you approve of a man slapping his wife if:

31. She won’t do what he tells her to do.

L] Yes O No [] Depends

32. She insults him when they are at home.

O ves 1 No [ Depends
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She insults his parents.

] Yes ] No

She insults him in public.

] ves ] No

She neglects the children.

1 Yes 1 No

She wears inappropriate clothing.

L1 Yes ] No

She comes home drunk.

L1 ves ] No

She hits him first when they are having an argument.

L1 Yes 1 No

He learns that she has been having an affair with another man.

(1 VYes 1 No
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APPENDIX D: CONSENT FORMS

English Consent Form

Participant Information Sheet

Title of Study: A comparison of Indian male and female attitudes on intimate partner violence
(IPV) in Pune, India

Principal Investigator:

Shivani Chandra
Department of Global Health
McMaster University
Hamilton, Canada
chandrsp@mcmaster.ca

Dr. Mohit Bhandari
Department of Surgery
McMaster University
Hamilton, Canada
bhandam@mcmaster.ca

Introduction

You are being invited to participate in a research study conducted by Shivani Chandra, who is a
graduate student conducting her thesis project. You have been selected to participate because
you are an individual who is 18 years of age or older, who is present at the Sancheti Institute.

In order to decide whether or not you want to be a part of this research study, you should
understand what is involved and the potential risks and benefits. This form gives detailed
information about the research study, which will be discussed with you. Once you understand
the study, you will be asked to sign this form if you wish to participate. Please take your time to
make your decision.

What is the purpose of this study?

Intimate partner violence, also called domestic violence, is any behaviour that is purposely
inflicted by one person against another within an intimate relationship that causes physical,
psychological or sexual harm. The person causing harm can be husband/wife, former
husband/wife, and boyfriend/girlfriend or ex. Research has shown that women are most at risk to
injury and death from their husbands or boyfriends. We are also interested in asssessing how the
injuries being treated at the Sancheti Institute occurred, and if they occurred from the result of an
intentional injury. Additionally, we would like to explore the different perceptions that are held
about a husband’s role and what is and is not considered to be acceptable behaviour.
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What will my responsibilities be if | take part in the study?

If you decide to participate, we will ask you to fill out a short survey before you finish your visit
to the clinic today. This survey contains questions about whether you have experienced intimate
partner violence, your opinions on intimate partner violence, and will ask you to provide some
demographic information. If you are also a patient at this hospital, we will also ask you for
information about your orthopaedic injury. You will not be asked to come back to answer any
further questions for this study.

What are the possible risks and discomforts?

Some of the questions may make you feel uncomfortable because they are asking personal
questions relating to physical, emotional, or sexual abuse. If you do feel uncomfortable, please
fill out the survey as best as you can. If you have not experienced abuse, some of the questions
may seem irritating or unnecessary. Again, we ask that you please fill out all the questions on the
survey.

How many people will be in this study?

We would like to enroll at least 100 men and women from the Sancheti Institute to participate in
this study.

What are the possible benefits for me and/or for society?

By participating in this study, you will help inform the Sancheti Institute and the global
scientific community of commonly held perceptions of intimate partner violence, the prevalence
of injuries resulting from intentional violence, and how this may differ by gender. If you have
never experienced intimate partner violence, you may only benefit from participating in this
study by learning more about how serious this issue is in healthcare. If you are or have been a
victim of intimate partner violence, an on-site psychiatrist has been made available for you
should you wish to further discuss this issue in private.

If 1 do not want to take part in the study, are there other choices?

It is important for you to know that you can choose not to take part in the study. If you do not
wish to participate, we respect your decision and it will in no way affect your care or treatment.

What information will be kept private?

Your data will not be shared with anyone except with your consent or as required by law. The
data will be securely stored in a locked office/on a secure server/on an encrypted hard drive, etc.
The data for this research study will be retained for 10 years as recommended by the Hamilton
Health Sciences/FHS McMaster University Research Ethics Board.

For the purposes of ensuring the proper monitoring of the research study, it is possible that a
member of the Hamilton Health Sciences/FHS McMaster University Research Ethics Board may
consult your research data. By signing this consent form, you authorize such access.
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If the results of the study are published, your name will not be used and no information that
discloses your identity will be released or published.

Can participation in the study end early?

If you volunteer to be in this study, you may withdraw at any time. This will in no way affect the
quality of care you receive at this clinic. You may also refuse to answer any questions that you
do not want to answer and still remain in the study. However, your survey responses cannot be
destroyed after you leave the clinic because no personal identifying information is to be kept on
survey, so we will not know which one was yours.

The investigator may withdraw you from this research if circumstances arise which warrant
doing so.

Will I be paid to participate in this study?

You will not be paid to participate in this study.

Will there be any costs?

Your participation in this research project does not involve additional costs to you.
If 1 have any questions or problems, whom can I call?

If you have any questions about the research now or later, please contact the study’s Research
Coordinator at 9980127981.

If you would like more information or help regarding IPV, please call Dr. Susan Zachariah, a
psychiatrist at the Sancheti Institute, at +91(20) 2899 9800.

This study has been reviewed by the Hamilton Integrated Research Ethics Board (HIREB). The
HIREB is responsible for ensuring that participants are informed of the risks associated with the
research, and that participants are free to decide if participation is right for them. If you have
any questions about your rights as a research participant, please call the Office of the Chair,
Hamilton Integrated Research Ethics Board at 905.521.2100 x 42013.

This study was also reviewed by the Sancheti Institute’s Research Ethics Board. If you have any
additional questions, please feel free to call them at 9860299050.
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Patient Information and Data Release Consent Form

Title of Study: A comparison of Indian male and female attitudes on intimate partner violence
(IPV) in Pune, India

I have read the preceding information thoroughly. | have had the opportunity to ask questions,
and all of my questions have been answered to my satisfaction. | agree to participate in this
study. | understand that I will receive a signed copy of this form.

Name of Participant

Signature Date

Consent form administered and explained in person by:

Name and title

Signature Date

Principal Investigator of Study:

Name and title

Signature Date
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Hindi Consent Form
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Marathi Consent Form
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ggceHd, HIS]

chandrsp@mcmaster.ca

S1. Higld HeRl
G ffb faumT
. :

giecd, HAS]

bhandam@mcmaster.ca

LESICEI

R g1 e iR R & U USSu Usy H0d Hed. TRl 3¢ IuERIS ddt
A I Iddl fRceye AW IR WUH M IS Hoodl MY NId TgHFN
SIS T AT HRuard A 9.

1 MY SEL YN AGITEl DI ATel § SRAJUARIST T SN B 38 9 Ao
U e § HBIG HIUA 3Med & G HIled Sl 3azad oM. a1 Bhid A MY
g IR Tfea @t SR & Weuld qHwRN ddiel dol ke, & Y
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3NN THhal TR TG § I HN A TRl 3Rie 0 3= BIHR oM
T RO Hide ose. AR Ui Juary gl 3a=ad qdel 9 uq, e,

T STETET 8 BT AT ?

gl aiets, e W TR Sfig WU, ®UN 3R arTue Sl gEM
JHAT Aot JHAdvg FOABRD §Addl, 3R FOABRS dNUGHIHS ARG,
RIS fhar 3 3o 81 THd. 3RA o PRURY et g1 eit/dell, Garam Teit/gel,
foar Ao Ot Hoict oy Xbe. TRNYAGR o fGgd offey 38 3T @A/,

Tadl SEICH HY IUIR o SIdld Ard odihd b o 38 DI 9 IlaRIad
Uil YA BIUGIOEl B! 818 hdld d e il B adud WHRE

3fTe fdrar TGt TSl e YT 3T HRIadTEl SHIR.

H SR A1 YTATT HEHTT YdST ak HISH SEaeR! &1 380 ?

7 Sngrd eHrlt A Rt SRAS W TuTdl, TR [FeRder AT UaisAieR,
T TRTOT U FAUmdt YRAGe! HRUAN ¢d, M AT SR AN YRATERIERd
TR I SidoTehgd TEE [FURRME 3MYd Udol 3 &I, odN Jlelddal
T A DT 3MTed 3= U= JHE 380, SR Rl I1 giiiced 3Rl 36 &R
T g1l gUUKIaEGe! HIlgd! [AaRe! Se®, T SNRANIG W=A™! I qUarga!
TN WRd Sie1dd SuR Tgl.

Yo HHTT N B 3MMed ?

fraRUara = gzAtet el TS Rl AR 8 SIS BRUT § U= Rl
BT ARG, YaRE 3al e TEES NS, SR Rl AR ST TS

WgST Jel MUBIde airel difgdl HRUATEl U &1L SR}l qRel 3 HIA[ERT

89



MSc. Thesis- Shivani Chandra; McMaster University- Global Health

3HT TS S Risl Blol U= MaRAD ATl SHUdl IS MUV 3HTd 3G RIS
qeE. NG e T:3d TRIGT T & U Faeumedr Id T IR ra.

T AT el Ui JHART D2

T NG THTT BIUOrITd! Iekdl gifRcadYyd HHld HHl oo Tl ST JHAS
B YU T TBT 3R,

I ST 9 FHISTOT HBUR JHTST BTae S 3MRd ?

Tql AN JeUN U el Iddl SKIege d SIdd AR FHSIS], SarHed
NaomeeT Foad ARG Ha Nad d I JUidydd Hoqdl SAERIGT
I%aoadl SEHdl Hhed Sl gidl d A fOMIuR M deadad ardl $1d HRugN
UGd BRI, NaeT=l JAERMEN R RGN SJHd o T80, R a1 HNHe
TEHFTe deaigesedr g fawa frdt iR o aees offe Remer fies. R
3N YbRAT SIaeTTa FHRRTE Rl HET 90T ToT 316 R 3idd Jeiiid gt
Bl 914, SR gHdl 31 3G, HFYRIRGRRN S 2dhdl S JRI0T geAe! Juds

FHEA o1 TE.

M SR T ATATT HEHTT Td0T A8t dX HOT 39 Higl ydig 3Mgd &I 2

TR § AIfed 30 3id He@ 3R &I SNarTd JgHrft 7 gvaran yafg qwl Fag
FHAl. SR RG] TgUTTE! FBI e R gHal [l oMg™ 9k A1 8%, a9d

JHAT AR Uegdid Il DIgigl YRUMH BIUR T8l

FIvrd Afgedt @Rl WeuE 3adt WEe ?
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PG MaAhdl 3G Jdel 9 Jadl d0d e Al AMRER ghe difgdl
PUTHE! fed WOR AR g AfRd Tl $gU UidoRdl BEied/IB RIgH
HEIAR/TDT ol U SRS BT8GR PIATUU Hofad! 3r8®. giHage gay
=N / U%.T9.09.(FHS) AohAReR JRgRIE Rud tRe dis ai ReRIgaR
77 WRNR At 0 I S We.

GNYT MG UTgUll HRIE=Al B, BHOCT goY WY / Uh.TH.UH.(FHS)

Hparex gReRid Rud thiey disfn el g4™e a1 2y sngr! Arfgdiarad
A PO, § YATST ol S a8 HRUAN gl SMUBR UgH Hid 38T

1 MY NI (Thy SR UHIRE Mo R o 3t ®idel gH=ar Tarr Suan
&1 SUR Alel 9 3N HIUKdial Arfgd! Gor B! SUIR Arel forearges et fadid
MW HFG YAl YHII 0.

AWTATHE AEHTT dB3MMGY €Y ASS BT 2

Tl NI JeHTT oddl AR ol JeT0T DIUAR! dd AN odl 50, aud gwRiel
feoar SN dge Yo UGS T $lele! URUMH BIOR TS 1A TTeTd
fAaRGGA T=AUS! TH YT 3FH YAl I Rl B DT 9 3 AHREAGG!
T 3 Terd YeyTll g 2rdhdl. dUifl, JHAaRIe SUAR Juqd qrl fde-ieayd
TRR ST N At Al A dxMd 590! oM. fadl AF A= &eT SR AL
U 327 HifgdHed THA AR 3ies@id! Hifgdl T9® TS PIUI! Hifgdl Hiumdl
318 § 3MRTOTE! HeBUR gl.

FIel ARy Tt 7 =it eazadmar SUEer dRd Wd&d qHd A1d SO e HH
CIGIR

YT® AGHNTEES HST HIal ATAF STH BI5e HI1?

61, A1 SNANIAe AeHNEES g PIvdme! 3Miid J1Y §IUR &L
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g1 AEUNTEES UOT STal 39 I ONdie 312

el 1 YeUTTEES JRT0! HIUdTe! UHRdl 3ifid e Sie Il SRR ATl

UST SR Higl WA YT ST qoary Ut Hionzit Jud |rurar?

T NGNS gRer 3Tl fhal FaR Pig! Uz 3o R AWNie J2Ndd JH-addh
T ]_¢0RVR(E AV AT HRI. SR RN P Hifgd! §dl SRS 3@l foraa

ARG THT +3(R0)¢’-R]¢00 TY TGS AT,

& 3N giGed gfeies Rud TRe 918 &g TRIaee HRua S 38, Il
NN Gou ol Hieieed JeHTl Saadi-l HauAl Sudrd e 3Mg ATt
Gl e gl SEEgRT a1 gieed Sfeics Rud thiey disfh s, a¥a wgv
i ITEl GgUTT arg 3fg $i ATel & oxiquard quf Wi 8. a1 SPaNKie

TR dSa FRTGA THE TN Qo4 .4R.3200 x ¥3023 JY TUH .

T ST Wt S tegean ROd thiey 9IS arehgg! TRIESIHT 3o 10 317,
SR TR ®Ta! 3 U2 3o ak F:Hdbaun {¢&oR_0%0 TR B Bl

SR Aifght @ wfge ufRreh<h Twed-

3N Red: HRAKe gor 38 g Adeadiaiear J@HEed HRAT Wl 9 73y
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gruafh mifecdt ft qofuol araet o, weT vEA fauruard et dvar et Bkt @
A §d FRAE ITR A GHYM B¢ Udel Aol NSt Sffe. H AT ST GEH
YU JOR 318 HOT HAUAT 38 &1 A1 BIHd! U Tl Hoo! Ud ol HBUR 3.

HeUMMGRI A1 (Name of Participant) faHid (Date)

ol (Signature)

g udiea g geege Oiffae 9 oo

(Consent form administered and explained in person by)

gl (Signature) fai® (Date)

3N W ¥derd (Principle Investigator of Study)
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sl (Signature) faAid (Date)
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