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Abstract

The aim was to estimate the prevalence
of sexual and physical intimate partner vio-
lence (IPV) and its associated factors, in a
sample of pregnant women using antenatal
care (ANC) in Nampula province -
Mozambique. This cross-sectional study
was carried out in six health units in
Nampula, from February 2013 to January
2014. Overall, 869 participants answered
the Conflict Tactics Scale 2. The lifetime
and past year prevalence of sexual abuse
was 49% and 46%, and of physical abuse
was 46% and 44%, respectively. Lifetime
and past year sexual abuse was significantly
associated with living as a couple, alcohol
drinking and having a past diagnosis of
gonorrhea. Lifetime and past year physical
abuse increased significantly with age and
was associated with living as a couple, alco-
hol drinking and history with syphilis. The
prevalence of lifetime and previous year
violence among women using ANC was
high and similar showing that most women
were constantly exposed to IPV. ANC pro-
vides a window of opportunity for identify-
ing and acting on violence against women.

Introduction

Intimate partner violence (IPV) is a
major public health problem, with one in
every three women worldwide ever having
experienced sexual or physical IPV.!
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Violence against women is a violation of
human rights, it limits the social participa-
tion of women, and results in a large range
of health consequences, particularly repro-
ductive health.2-> Women sexually or phys-
ically abused by their partners often present
serious clinical conditions (e.g., mental dis-
orders, cardiovascular diseases and hyper-
tension) and societal adverse outcomes such
as physical and psychological trauma, limit-
ed sexual reproductive control and health
care seeking, illegal and unsafe
abortions.:*7 Women who have been sexu-
ally or physically abused by their partners
are twice likely to have an abortion, almost
twice likely to experience depression, and,
in some World Health Organization (WHO)
African regions! an increased risk for unin-
tended pregnancy.® Beyond the reported
consequences on women health, it can be
recognized that they are 16% more likely to
have a low-birth-weight baby and other
adverse pregnancy outcomes compared to
women who have not experienced partner
violence.® Although studies on violence
against women from Africa are scarce,
available data from the WHO shows that the
Africa region presents a lifetime prevalence
of 36.6% of physical and/or sexual IPV
among ever-partnered women.'# In addi-
tion, there are African countries where the
prevalence against women is much higher,
such as South Africa,” and Zimbabwe,!?
with estimated prevalence of physical/sexu-
al partner violence of 55.5% and 42.8%,
respectively. In Mozambique, there is limit-
ed research on [PV against women, particu-
larly in northern part of the country where
the current study was carried out. However,
a previous study conducted in Maputo, the
capital of the country, found that 69.4% of
women reported one or more types of vio-
lence during the previous year.!! In a coun-
try with high gender inequities, it is expect-
ed a high prevalence of violence against
women and therefore is of paramount
important to implement strategies to moni-
tor the problem in these contexts, to intend
to reduce sexual and physical consequences
of violence against women.

In developed countries there is evidence
that screening [PV during pregnancy might
be of great contribution to plan interven-
tions in reproductive health services and
therefore to prevent and minimize the
impact of such violence.!%!2 Antenatal care
can provide an important point of contact
where women can be screened for physical
and sexual violence and, for those who
report IPV, referred to services that can
assist them. This could serve as a supple-
mental screening tool to detect women who
have been victims of IPV, these could allow
to formulate public health intervention for
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detection and prevention of violence.®13 In
the African context, asking women about
violence during antenatal care may repre-
sent a unique opportunity to reach these
women and to assess the magnitude of this
issue though in such context we can expect
women to delay or omit antenatal care.

Thus, this study aimed to estimate the
prevalence of sexual and physical intimate
partner violence against women and its
associated factors, in a sample of women
using antenatal care in Nampula province,
in Mozambique.

Materials and Methods

Participants and setting

The participants were recruited in six
health wunits in Nampula Province,
Mozambique (Hospital Geral de Marrere,
Centro de Satde 25 de Setembro, Centro de
Saude 1° de Maio, Centro de Saude de
Muhala Expansdo, Centro de Satde de
Namicopo and Centro de Saude Hospital
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Psiquiatrico), from February 2013 to
January 2014. Pregnant women, who visit-
ed these primary health care facilities for
their first prenatal appointment, were eligi-
ble to participate in the study.

Design/procedure

In each health facility, maternal and
child health nurses were trained to perform
the study procedures, namely to conduct the
interviews using a structured questionnaire.
After the training, a pilot study was con-
ducted to allow nurses to be familiarized
with the questionnaire as well as to harmo-
nize procedures. The sampling procedure
consisted in inviting to participate one in
every three women attending their first pre-
natal appointment. 1216 women gave their
informed consent among them 946 were or
have been in a relationship lasting more
than one month and were, therefore, eligible
to answer the Conflict Tactics Scale 2
(CTS2).

Of the 946 women, 77 were excluded
from the analysis due to missing informa-
tion on violence measures. Therefore, 869
women were included in the final analysis,
among those, 40 women were not at the
moment of the interview in a relationship.

Measures

The questionnaire was administered by
trained nurses and information was collect-
ed on sociodemographic characteristics,
tobacco, alcohol and illegal drugs use, sex-
ual behavior (age at the first intercourse,
number of sexual partners in the last 6
months), gestational age at the first appoint-
ment, history of neonatal deaths, and also
diagnosis of sexually transmitted infections.

IPV was assessed using the conflict tac-
tics scales.!* Women were asked whether
they had been victims of various types of
IPV. The CTS2 covers psychological
aggression, physical assault, sexual coer-
cion, physical assault with injury. The acts
may have occurred once, twice, 3 to 5, 6 to
10, 11 to 20 or more than 20 times during
the previous year, had not occurred during
the previous year but before or never
occurred.

Data analyses

For analysis, maternal age was catego-
rized in five categories ( >18, 18-20, 21-25,
26-29, >30 years), education was catego-
rized according to the Mozambique educa-
tion system (no education/did not finish pri-
mary school, primary school including the
first and second degree, secondary school,
and pre-university and university degree),
marital status was categorized in married or
in cohabitation vs. single or separated, and
occupation was classified in three cate-
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gories:  housewife or unemployed,
employed or farmer, and student.

Information was obtained on the age at
the first sexual intercourse and then cate-
gorised as <14, 15-19, >19 years, having
more than one sexual partner in the previ-
ous 6 months was recoded in yes or no.
Parity was classified as 0, 1, 2, 3, 4 or more,
the gestational age at the first appointment
was recoded in <14 weeks, 15-27 weeks,
>28 weeks, roughly corresponding to
trimesters. For history of neonatal deaths
women were categorized as primigravidae,
multigravidae with no neonatal deaths and
multigravidae with neonatal deaths. Women
were also asked about previous diagnosis of
HIV, syphilis and gonorrhoea.

In this analysis we only used physical
assault acts (e.g., beat up), sexual coercion
acts (e.g., threaten to have sex) and injury
(e.g., bruises). For the present analysis we
considered that women had been abused
during the previous year, if they disclosed at
least one occurrence of abuse during that
period, independently of chronicity.

Statistical analysis

The data entrance was double checked.
The Chi-square test was used to compare
proportions. Significance level was set at
0.05. The odds ratio (OR) and respective
95% confidence intervals (95% CI) were
calculated through logistic regression, with
adjustment for the potential confounders.
The data analysis was performed using the
statistical software SPSS, version 22.

Ethical considerations

Participants were informed of study
procedures, benefits and risks of participa-
tion, and provided written informed consent
for interviews. All study procedures were
taken to ensure confidentiality and did not
change the health care provision routines.
The interviews were conducted in a consul-
tation office, where pregnant women fol-
lowed all the clinical recommended proce-
dures. Health care and support services
were offered for victims of either sexual or
physical violence.!> The study was
approved by Ministry of Health of
Mozambique and by National Bioethics
Committee of Mozambique.

Results

In this sample of 869 pregnant women
the lifetime prevalence of IPV sexual abuse
was 48.8% and that of physical abuse was
46.0%. During the previous year a similar
prevalence was found both for sexual abuse
(45.6%) and physical abuse (43.4%). The
sample characteristics are presented in
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Table 1. Briefly, almost two thirds of
women were 25 years old or younger, 599
(68.9%) had primary school or less, 678
(78.0%) were housewives or unemployed
and 791 (91%) lived as a couple. As for
their sexual life, approximately half were 15
to 19 years old in their first sexual inter-
course and 735 (84.6%) had only one sexual
partner in the previous six months. In terms
of reproductive characteristics, 270 (31.1%)
were nulliparous and almost 20% (n=173)
had had four or more deliveries, 61 (7.0%)
had a neonatal death before. As for gesta-
tional age at the time of the first prenatal
appointment, 63 (7.2%) women were 14 or
less weeks, 455 (52.4%) were between 15
to 27 weeks and 334 (38.4%) were 28 or
more weeks. Drinking alcohol was reported
by 73 (8.4%) women. Previous diagnosis of
HIV was reported by 60 (6.9%) women, of
syphilis by 35 (4.0%) and of gonorrhoea by
21 (2.4%) women. Sexual and physical I[PV
occurred in every age group. However,
physical violence tended to increase signif-
icantly with age after the age of 21-25
years, and this remained after adjusting for
education and living in couple (Table 2).
More educated women (secondary school
and pre-university and university degree)
were less likely to have experienced sexual
and physical IPV, both during lifetime and
in the previous year (Table 2). As well, stu-
dents were significantly less likely to report
both lifetime and past year sexual IPV, this
association was not statistically significant
for physical IPV. Women living as a couple
had approximately twice the odds of report-
ing sexual [PV both lifetime and past year.
This association was not statistically signif-
icant for physical IPV. History of alcohol
consumption was significantly associated
with reporting sexual and physical IPV at
any time period. There were no significant
differences in the prevalence of sexual
abuse and physical violence among women
who had one partner compared with those
who had more than one partner during the
previous six months. Women with their first
sexual intercourse after the age of 15 years
were significantly less likely to be physical-
ly abused both in lifetime and in the previ-
ous year, as well as those with their first
sexual intercourse after the age of 19 were
less likely to report lifetime physical abuse.
There was a crude association between mul-
tiparity with no deaths and with one or more
neonatal deaths and physical abuse, both in
lifetime and in the previous year (Table 1),
but this association lost significance after
adjustments (Table 2). No associations were
found for any other reproductive character-
istics.

Pregnant women who reported a previ-
ous diagnosis of syphilis had twice the odds
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Table 1. Prevalence of sexual abuse, physical abuse and injury according to sociodemographics and behavioural characteristics, adverse
maternal outcomes and sexually transmitted infections; 2013/2014, Nampula, Mozambique.

Age, years

<18 148 (17.0) 44.6 1 439 1 34.5 1 33.8 1

18-20 207 (23.8) £88 1.18(0.77,1.81) 454 1.06 (0.69,1.62) 41.1 1.32 (0.85,2.05) 37.7 1.18 (0.76, 1.84)

21-25 218 (25.1) 495 122(0.80,1.85) 468 112 (0.74,1.71)  49.1 183 (1.19,2.82) 463 1.69 (1.10,2.61)

26-29 128 (14.7) 492 120(0.75,1.93) 469 1.13(0.70,1.81) 51.6 2.02 (1.25,3.29) 46.9 1.73 (1.06,2.81)

=30 154 (17.7) 513 1.31(0.83,2.06) 455 1.06(0.68,1.67) 552 2.34 (147,3.73) 53.2 2.23 (140,3.55)
Education

No education/did not finish school 300 (34.5) 54.0 1 50.7 1 51.3 1 48.3 1

Primary school 299 (34.4) 485 080 (0.58,1.11) 452 0.80 (0.58, 1.11) ~ 47.5 0.86 (0.62,1.18) 44.8 0.87 (0.63, 1.20)

(1stand 2 Jevel completed)

Secondary School 199 (22.9) 462 0.73 (0.51,1.05) 432 0.74 (0.52,1.06)  38.7 0.60 (0.42,0.86) 35.7 0.59 (0.41,0.86)

Pre-University/University 61 (7.0) 295 0.36 (0.20,0.65)  27.9 0.37 (0.21,0.69)  36.1 0.53 (0.30,0.94) 36.1 0.60 (0.34, 1.07)
Living as a couple

No 70 8.1) 314 1 28.6 1 34.3 1 32.9 1

Yes 791 (91.0) 501 2.19(1.30,3.69) 469 221(1.29,3.78) 47.0 1.70 (1.02,2.84) 44.2 162 (0.97,2.72)
Occupation

Housewife/unemployed 678 (78.0) 50.4 1 478 1 46.9 1 447 1

Employed/Farmer 75 (8.6) 547 1.18(0.73,1.91)  44.0 0.86 (0.53,1.39) 48.0 1.04 (0.65,1.68) 40.0 0.82 (0.51,1.34)

Student 110 (12.7) 336 0.50 (0.33,0.76)  32.7 0.53 (0.35,0.81) 39.1 0.73 (0.48,1.10) 37.3 0.73 (0.49, 1.11)
Alcohol drinking

No 787 (90.6) 475 1 443 1 4.1 1 414 1

Yes 73 (84) 61.6  1.77 (1.09,2.90) 575 1.70 (1.05,2.76)  65.8 2.43 (1.47,4.03) 63.0 2.41 (1.47,3.96)
Age at first sexual intercourse, years

<14 187 (21.5) 54.5 1 48.1 1 54.5 1 49.7 1

15-19 444 (51.1) 482 0.77 (0.55,1.09)  46.6 0.94 (0.67,1.32) 441 0.66 (0.47,0.93) 42.6 0.75 (0.53, 1.06)

>19 32 (3.1 50.0 0.83 (0.39,1.76) 438 0.84 (0.39, 1.78)  40.6 0.57 (0.27,1.22) 40.6 0.69 (0.32, 1.48)
More than one sexual partner in the previous six months

No 735 (84.6) 478 1 44.9 1 442 1 419 1

Yes 118 (13.6) 50.0 1.09 (0.74,1.61) 449 1.01(0.68,1.48) 534 1.44(0.98,2.13) 49.2 1.34 (0.91,1.98)
Parity

0 270 (31.1) 474 1 45.2 1 374 1 35.2 1

1 154 (17.7) 422 081(0.54,121) 403 0.82 (0.55,1.22) 409 1.16 (0.77,1.74) 39.6 1.21 (0.80, 1.82)

2 136 (15.7) 47.1 0.9 (0.65,149)  45.6 1.02 (0.67,1.54) 434 128 (0.84,1.95) 41.2 1.29(0.84,1.97)

3 128 (14.7) 578 152 (1.00,2.32)  53.9 1.42(0.93,2.16) 53.9 1.96 (1.28,3.00) 532 2.02 (1.32,3.10)

=4 173 (19.9) 49.1  1.07 (0.73,1.57) 428 0.91 (0.62,1.33) 584 2.35 (1.59,347) 52.6 2.04 (1.38,3.02)
Gestational age at the first appointment, weeks

<14 63 (7.2) 429 1 42.9 1 36.5 1 36.5 1

15-27 455 (52.4) 486 1.34(0.79,2.28) 453 1.19(0.70,2.02) 468 1.53 (0.89,2.64) 44.0 1.36 (0.79,2.35)

=28 334 (38.4) 49.1  129(0.75,223) 455 1.13(0.66,1.95) 46.1 149 (0.85,2.59) 43.1 1.32 (0.75,2.30)
Neonatal deaths

Primigravidae 237 (213) 45.1 1 43.5 1 371 1 354 1

Multigravidae, no deaths 558 (64.2) 486 1.15(0.85,1.57) 446 1.05(0.77,142) 471 1.51 (1.10,2.06) 43.7 1.41 (1.03,1.94)

Multigravidade, =1 deaths 61 (7.0) 574 1.64(0.93,2.89)  55.7 1.64 (0.93,2.89) 639 3.00 (1.67,5.39) 63.9 3.23 (1.80,5.80)
Previous HIV diagnosis

No 794 (91.4) 485 1 452 1 448 1 422 1

Yes 60 (6.9) 533 121(0.72,2.05) 517 129(0.77,2.19) 60.0 1.85(1.08,3.15) 583 1.92 (1.13,3.26)

Do not know 5 (0.6)
Previous syphilis diagnosis

No 814 (93.7) 483 1 458 1 443 1 423 1

Yes 35 (4.0) 514 1.11(0.56,2.19) 429 0.89 (045, 1.76)  62.9 2.08 (1.03,4.19) 62.9 2.31 (1.15,4.65)

Do not know 7(0.8)
Previous gonorrhoea diagnosis

No 823 (94.1) 4.0 1 488 1 452 1 42.6 1

Yes 21 24 762 347 (1.26,9.55) 714 3.08(1.18,8.01) 619 1.97(0.81,4.80) 61.9 2.18 (0.90,5.33)

Do not know 19 (2.2)

*Proportions in this column do not add up to 100 due to missing values. IPV, intimate partner violence; OR, odds ratio; Cl, confidence interval; HIV, human immunodeficiency virus.
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of reporting physical violence in their life- previous gonorrhoea diagnosis and sexual and sexual abuse, it lost significance after
time (aOR=2.07; 95% IC: 0.99-4.34), and abuse in lifetime and in the previous year. adjusting for age, education and living in
in the previous year (aOR=2.30; 95% IC: Although there was a crude significant couple.

1.10-4.81). Similar findings were found for association with previous HIV diagnosis

Table 2. Association (Adjusted OR (95% CI) between sexual abuse, physical abuse and injury, sociodemographics and behavioural char-
acteristics, adverse maternal outcomes and sexually transmitted infections; 2013/2014, Nampula, Mozambique.

Age, years

<18 1 1 1 1

18-20 1.19 (0.77,1.83) 1.06 (0.69, 1.63) 1.36 (0.87,2.12) 1.21 (0.77,1.89)

21-25 1.30 (0.85, 2.00) 1.18 (0.77, 1.82) 1.93 (1.24, 3.00) 1.76 (1.13, 2.73)

26-29 1.11 (0.69, 1.81) 1.03 (0.63, 1.68) 2.00 (1.22,3.28) 1.70 (1.04, 2.80)

=30 1.28 (0.80,2.05) 1.02 (0.64, 1.63) 2.29 (142, 3.69) 2.16 (1.34, 3.49)
Education

No education/did not finish school 1 1 1 1

Primary school (1%t and 2" degree) 0.81 (0.58, 1.11) 0.81 (0.58, 1.11) 0.96 (0.69, 1.34) 0.97 (0.69, 1.35)

Secondary School 0.74 (0.51, 1.06) 0.74 (0.52, 1.07) 0.67 (0.46, 0.98) 0.66 (0.45, 0.97)

Pre-University/University 0.38 (0.21, 0.69) 0.40 (0.22,0.74) 0.53 (0.30, 0.96) 0.60 (0.33, 1.08)
Living as a couple

No 1 1 1 1

Yes 2.10 (1.23, 3.60) 2.14 (1.23,3.72) 1.59 (0.93, 2.71) 1.53 (0.89, 2.63)
Occupation

Housewife/unemployed 1 1 1 1

Employed/Agriculture/Farmer 1.28 (0.77, 2.13) 0.88 (0.53, 1.46) 0.94 (0.56, 1.57) 0.69 (041, 1.18)

Student 0.58 (0.37,0.92) 0.62 (0.39, 0.99) 1.25 (0.78, 1.99) 1.24 (0.7, 1.99)
Alcohol drinking

No 1 1 1 1

Yes 2.11 (1.25, 3.56) 1.98 (1.18,3.33) 244 (1.42,4.20) 242 (141, 4.09)
Age at first sexual intercourse, years

<l4 1 1 1 1

15-19 0.85 (0.59, 1.21) 1.04 (0.74, 1.49) 0.57 (0.39, 0.83) 0.68 (0.46, 0.99)

>19 1.02 (0.47,2.20) 1.02 (0.47,2.22) 0.41 (0.18, 0.93) 0.52 (0.23, 1.17)
More than one sexual partner in the last six months

No 1 1 1 1

Yes 1.06 (0.71, 1.58) 0.96 (0.64, 1.44) 1.34 (0.90, 2.01) 1.25 (0.83, 1.87)
Parity

0 1 1 1 1

1 0.78 (0.52, 1.18) 0.79 (0.52, 1.19) 0.93 (0.59, 1.46) 1.02 (0.65, 1.60)

2 0.99 (0.65, 1.50) 1.02 (0.67, 1.55) 0.91 (0.55, 1.50) 0.94 (0.57, 1.57)

3 1.42 (0.92, 2.20) 1.32 (0.85,2.04) 1.32 (0.77, 2.26) 1.40 (0.82, 2.41)

=4 0.92 (0.62, 1.37) 0.77 (0.51, 1.15) 1.43 (0.80, 2.55) 1.18 (0.66, 2.11)
Gestational age at the first appointment, weeks

<14 1 1 1 1

15-27 1.16 (0.67, 2.01) 1.02 (0.59, 1.76) 1.42 (0.81, 2.50) 1.27 (0.72, 2.22)

=28 1.20 (0.68, 2.10) 1.04 (0.59, 1.82) 1.25 (0.70, 2.23) 1.11 (0.62, 1.98)
Neonatal deaths

Primigravidae 1 1 1 1

Multigravidae, no deaths 1.12 (0.82, 1.53) 1.02 (0.75, 1.40) 0.97 (0.64, 1.46) 0.96 (0.63, 1.45)

Multigravidade, =1 deaths 1.50 (0.83, 2.70) 1.50 (0.83, 3.80) 1.69 (0.86, 3.33) 1.91 (0.97, 3.76)
Previous HIV diagnosis

No 1 1 1 1

Yes 1.09 (0.63, 1.88) 1.25 (0.72, 2.16) 1.47 (0.83, 2.58) 1.54 (0.88,2.71)
Previous syphilis diagnosis

No 1 1 1 1

Yes 1.18 (0.59, 2.36) 0.93 (0.46, 1.36) 2.07 (0.99, 4.34) 2.30 (1.10, 4.81)
Previous gonorrhoea diagnosis

No 1 1 1 1

Yes 3.32 (1.15,9.64) 2.88 (1.04,7.93) 1.54 (0.59, 4.01) 1.70 (0.65, 4.41)

*Adjusted for education and living in couple; °Adjusted for age, education and living in couple. IPV, intimate partner violence; OR, odds ratio; CI, confidence interval; HIV, human immunodeficiency virus.
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Discussion

The lifetime prevalence of sexual and
physical IPV was high, with 48.8% of preg-
nant women experiencing sexual violence
and 46.0% physical abuse during their life-
time. A similar prevalence was found both
for sexual abuse (45.6%) and physical
abuse (43.4%) during the previous year,
indicating that abuse is a continuum in life.
These high prevalence are consistent with
studies conducted worldwide,'® and in
Africa showing an overall prevalence of
20%-70%.5*17 Similar results were found
in the neighbouring Zimbabwe where the
prevalence was estimated at 46.2% for
physical and/or sexual violence.!? The high
prevalence observed in this study of IPV
could be related to the patriarchal ideology
in traditional societies such as found in
Mozambique, where gender roles are dis-
torted to justify violence against women,
who are mostly assigned an inferior role to
men.!$19 In addition, the low level of edu-
cation, young age and low socio-economic
status and HIV diagnosis could contribute
for higher prevalence of IPV.# On the other
hand, more educated women were shown to
report less violence, supporting that increas-
ing women’s education empowers them.

Physical abuse increased with age,
being approximately twice as likely in
women aged 21 years and over, even after
adjusting for education and living with a
partner. These results are similar to those of
a study in Rwanda, which shows that
women aged 26 -34 were more likely to suf-
fer physical abuse,?’ suggesting that males
may use violence between partners to con-
trol sexual decision making and coercive
sex.?!

Initiating sexual intercourse at age 15
and older seems to be a protective factor,
with an inverse relationship between age at
the onset of sexual intercourse and the pos-
sibility of physical violence, and this trend
was maintained when adjusted for educa-
tion and living with the partner. This finding
is consistent with other studies which show
the importance of a delay in the onset of
sexual intercourse as a protective factor,22-24
on other hand the young age has been con-
sidered as a most factor associated with
increased likelihood of IPV.%

A significant association was found
between exposure to sexual violence and
diagnosis of gonorrhoea and also between
physical violence and syphilis diagnosis. It
is known that IPV is concurrent with a high-
er risk of sexually transmitted diseases
(STD), as well as a reduction in women’s
use of contraception,2®?7 due to violent
behaviour by male partner.?® However, this
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result must be read carefully as a small
number of women reported a previous diag-
nosis of these STD.

Multigravidae with one or more still-
births were at a 3-fold increased risk for
physical abuse compared to primigravidae,
although after adjustment the strength of the
association decreased. These findings seem
to show that exposure to physical violence
has an impact in pregnancy outcomes. In
this study we were not able to determine if
reported violence has occurred during preg-
nancy, however, there is strong evidence
from African studies that a history of expe-
riencing abuse in lifetime and in the previ-
ous 12 months is significantly associated
with IPV in pregnancy or just before preg-
nancy. 42930

Strengths and limitations

The Conflict Tactics Scales has been
used frequently in many studies since 1972.
The CTS is a measurement tool for research
program of the family conflicts, it was
revised by Murray Straus et al, in 1979. The
theoretical basis of the CTS is conflict the-
ory, assuming that conflict is an inevitable
part of all human. The CTS2 replaces the
matrix format developed for research with
military families,'* and the instrument has
been adapted to be applied on researches in
Mozambique context.!!

Although the questionnaires were
administered to pregnant women using
antenatal care, violence during pregnancy
was not assessed. However, a high propor-
tion of women reported sexual and physical
abuse during the previous year, and there-
fore, we may speculate that pregnancy
could not stop the violence episodes. Also,
we sampled a specific group of women that
seek for the antenatal care. It is known that
in such contexts, women tend to avoid ante-
natal care and sometimes deliver at home.
Due to its cross-sectional nature, the study
cannot provide causal links and there is
possible information/disclosure bias. Thus,
we might expect a high prevalence of vio-
lence in the general population and also an
underestimation of the associations found.

Conclusions

This study found a high prevalence of
lifetime and past year violence among
women using antenatal care in
Mozambique. Antenatal care provides a
window of opportunity for identifying and
acting on violence against women.
Therefore, it is necessary to define specific
strategies to support women in the context
of Mozambique.
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