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ABSTRACT: This study was carried out to investigate prevalence and the characteristics of domestic violence (DV) against women in a rural
area in Minia governorate, Egypt, as well as its physical and psychological consequences. Seven hundred and seventy-two women were interviewed.
Sociodemographic data were collected; the WHO questionnaire was used to identify the abuse; the Structured Clinical Interview for DSM IIIR
(SCID) to detect psychiatric disorders. Abused females constituted 57.4% of the total sample. There were significant relationships between DV and
low education, low income, higher number of children, and husband’s education. Psychiatric disorders occurred in 18% of the sample. There were
statistically significant relationships between psychological and physical abuse of women and the occurrence of psychiatric disorders. In conclusion,
DV against women was related to various negative health outcomes, and it is recommended to be given its real importance in both Forensic
Medicine Council and in psychiatric assessment.
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Domestic violence (DV) against women is defined as ‘‘a pattern
of intentional, coercive, and violent behavior toward an individual
with whom there is or has been an intimate relationship’’ (1, p.
47). Violence affects the lives of millions of women worldwide,
across all socioeconomic and educational classes (2). DV occurs in
all sections of society, regardless of race, ethnicity, religion, or sex.
The most common forms of DV are physical abuse, sexual abuse,
emotional abuse, economic deprivation, and threats of violence (2).

It has been focused on as a public health issue with severe
impact on women’s physical and psychological health. Women
who experience violence are at risk for a wide range of physical
and mental health problems both in the short and long term (3).
Abused females have more physical symptoms of poor health and
more days in bed than do women who have not been abused (4).
Physical and sexual violence have also been associated with psychi-
atric problems including depression, anxiety, phobias, posttraumatic
stress disorder, and suicidality (5,6).

The aims of the current study are to determine the prevalence
of violence against women in a rural community in Minia
governorate, Egypt, and to study its effects on different aspects
of women health to give this issue its real importance in front
of Forensic Medicine Council in Egypt.

Subjects and Methods

A community-based cross-sectional study was conducted to
determine the DV among rural Egyptian females and to identify
the risk factors and psychological consequences of it. People in this
rural area depend on agriculture for their livelihood, and agriculture
in this area does not provide them with sufficient food security and
income.

By a multistage random sample, El-Minia governorate was found
to be divided into nine districts from which El-Minia district was
chosen randomly (first stage) then it was found to be divided into
41 villages from which one village was chosen; Damarees (second
stage) which was divided into eight parts (Ezba) or blocks from
which the southern part of Shalaby was chosen randomly (third
stage).

Interviews took place in a private place in or outside the respon-
dents’ homes, and care has been taken to avoid presence of other
family members during interviews. If someone came nearer during
interview, the discussion on general health was made and the inter-
view was restarted after the third person has retired. Interviewers
stressed that honest responses were needed during the interview to
gain insight into the issue. Participants were assured of the confi-
dentiality of their responses. To attain all these, care has been taken
to establish rapport with every participant prior to interviews.
Women were interviewed by women investigators.

After selecting the village, the research team met village ⁄com-
munity heads and elders before initiating the data collection, and
the purpose of the survey was explained. Rapport was established
with the community and especially the women were taken to the
confidence. The research team trained the data collectors to collect
the data properly through structured interview questionnaire. Each
data collector started by the first household, first of all she asked
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permission to enter the house, then, she introduced herself and
explained the purpose of the visit to inhabitant and asked about
women who fulfill the study criteria. When the eligible women
gave verbal consent, the data collector filled the questionnaire.
After finishing the first house, the data collector then went to the
next house until the whole village was finished. This took about
4 months duration from February 1 to May 31, 2009.

The participants were selected following accessibility criteria; all
married females; aged 16–50 years; without cognitive or perceptual
disabilities that interfere with conducting the examination.

According to the aforementioned criteria, 772 women were eligi-
ble for the purpose of the study.

Survey Instrument Measures

Women in the current study were screened using the following
tools:

• Sociodemographic sheet was used to collect data about
sociodemographic characteristics of women.

• The World Health Organization (WHO) (7) Multi-Country
Study on Women’s Health and Life Events. This tool was used
to collect data in specific areas (including violence against
women, reproductive health, mental health, and tobacco and
alcohol use) and was translated to Arabic and back translated to
English.

• The Structured Clinical Interview for DSM IIIR (SCID). Spitzer
et al. (8) was the main tool used to detect psychiatric disorders
in the sample.

According to WHO Multi-Country Study on Women’s Health
and Life Events (7) and SCID tool (8) for psychiatric evaluation, a
well-structured questionnaire had been designed for this study. The
questionnaire can be answered in 30–60 min. It included demo-
graphic characteristics, intra-household relations, financial autonomy
and treatment, decision-making power in choosing, information
about pregnancies, use of contraception, and female circumcision.
Physical, emotional, psychological, and sexual abuses were gath-
ered from all women. All subjects with a positive history of physi-
cal abuse (29.9%) were examined by inspection by the forensic
team (first three authors who participated in this work) for signs of
physical violence. Only 0.1% of all eligible women refused to par-
ticipate in this study.

The women of this study were asked if they were abused
physically (burnt, hit, slapped, kicked, pushed, received serious
contusions, a fracture or trauma to the head or internal organs, or
they had received permanent infirmity from a tool or a weapon). If
she is emotionally threatened, insulted, humiliated, been extremely
jealous, scared, verbally abused such as shouting or name calling
and ⁄or sexually abused (forced her to have sex intercourse or sex-
ual contact after being continuously being harassed). These ques-
tions had three possible responses: ‘‘many times,’’ ‘‘sometimes,’’
and ‘‘never.’’ A woman was considered to have ever experienced
physical abuse if she answered ‘‘many times’’ or ‘‘some times’’ to
any of the questions about physical abuse and the same applied to
emotional and sexual abuse.

Ethical Considerations

The study protocol has been approved by the standard ethics of
Minia University ethical committee for human experimentation;
questions in a questionnaire form were translated from English to
Arabic by investigators team and were fit with common types of
violence against women in rural areas of Egypt. Individual informed

oral consent was obtained from all participants, as mentioned
earlier. Guidelines of WHO, including the importance of ensuring
confidentiality and privacy, both as means to staff, and to improve
the quality of the data were followed.

Statistical Analysis

The Statistical Program SPSS for windows version 13 (SPSS
Inc., Chicago, IL) had been used in data entry and analysis.
Descriptive and analytic statistics were performed. For logistic
regression analyses, the dependent variables were dichotomized
(presence or absence of violence). The independent variables were
categorized into different groups as described under measurements.
The accepted level of significance was 0.05 or less.

Results

Sociodemographic Information

In sociodemographic characteristics of the sample (Table 1), it
could be seen that 87.8% of the women were housewives, 8% were
manual workers, and 2.5% were clerical workers. Nearly, half of
the women (49.5%) were illiterate, 12.4% could read and write,
31.5% received moderate education, and 6.6% had received high
education. It was found that 8.5% of husbands were not working,
while 90.5% had different types of jobs. As regards husband educa-
tion, most of them could only read and write 23.2%, while 6.5%
had high education; 33.2% of the women considered that their fam-
ily income is usually enough, 49% reported that it is sometimes
not enough, and 17.9% said that it is usually not enough.

When comparing women with history of abuse with those with-
out, statistically significant differences emerged. Women with abuse
were less educated (p < 0.03), tended to be housewives
(p < 0.000); their husbands were more commonly less educated
(p < 0.01) and used drugs of abuse more often (p < 0.000).
Women with history of abuse reported more financial hardships
than those without (p < 0.000).

Prevalence of Abuse by Type and Category

The details of frequency of different behaviors of DV including
the multiple types are shown in Table 2. Of women included in the
study, 443 (57.4%) reported some form of abuse. Fifty one (6.6%)
reported emotional abuse, 231 (29.9%) reported some sort of physi-
cal abuse, 60 (7.8%) reported sexual abuse, and 101 (13.1%)
showed multiple types of abuse.

As regards emotional abuse, the highest incidence was in ‘‘fright-
ening angry look’’ (13.2%) followed by ‘‘insulting using abusive
words’’ (11.7%), and finally ‘‘threatening with objects’’ (8.8%).

Regarding physical violence being ‘‘hit and beat’’ was the most
common form of physical violence occurring in 29.8% of the sam-
ple, followed by ‘‘slapping’’ in 29%, ‘‘hit by an object’’ in 8.3%,
and the least form of physical abuse was ‘‘burning’’ occurring in
0.6% of the sample.

Concerning sexual violence, the denial of sex showed the highest
percentage (6.7%) and the lowest percentage was in causing sexual
hurt and ⁄or injury in 1.4%.

Comparisons of Women with Different Types of Abuse in
Sociodemographic Variables

When comparing women with different types of abuse to each
other statistically significant differences emerged. In regard to age,
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women reported emotional abuse tended to be older (range 41–
50 years old) (42.2%), while those reported physical abuse were
younger (21–30 years old) (51.1%), on the other hand, those with
multiple forms of abuse were more common in age group (31–40);
the difference between groups were statistically significant
(p < 0.000). All types of abuse were more prevalent among women
who married at a younger age, and the difference between groups
was statistically significant (p < 0.000). More than half of women
in all four groups were illiterate; however, those subjected to emo-
tional abuse tended to have a higher educational level. Women’s
occupation did not significantly affect the different types of abuse
as did the husband’s occupation. Husband’s drug abuse (3.9%) was
reported by women subjected to either physical abuse or multiple
types of abuse but not in the other two groups. Women subjected
to either physical abuse or multiple types of abuse reported more
commonly that the family income was usually not enough; the

difference between groups was statistically significant (p < 0.003)
(Table 3).

Further, multivariate logistic regressions were carried out to
examine these associations, separately for each type of DV
(Table 3). The emotional abuse has significant association with the
women age and number of children. The association between
occurrence of emotional abuse and the age was inversed, as occur-
rence of violence decreased with increasing the women age. Physi-
cal violence was significantly associated with the women age, age
of marriage, and the family income. However, only age of mar-
riage, number of children, and the husband drug abuse were signifi-
cantly associated with the occurrence of sexual violence.
Regression analysis for occurrence of multiple types of abuse
revealed that age of marriage, number of children, and occupation
and monthly family income were significantly associated.

Female Circumcision in the Studied Sample

Female circumcision was carried out to 92.2% of the studied
females. It was carried out mainly by a midwife ‘‘Daya’’ (97.5%),
at home (96.8%), and the accompanied person was the mother
most of the time (96.8%). It caused organ disfigurement in 21.6%.
Statistical analyses were performed to compare those who under-
went circumcision and those how did not, and no differences
between the two groups emerged as regards the presence of any
type of abuse (Table 4).

Forensic Medical Examination

As regards the forensic medical external examination, it was
found that the most prevalent type of recent wounds was the
bruises (60.9%), while as for old wounds, scar of burn was the
most common (7.6%). Joint displacement was found in 8.7%, crip-
pling in 7.6%, and loss of teeth was detected in 4.3% (Table 5).

Psychiatric Disorders in the Sample

As regards psychiatric disorders in the sample 139 (18%) of the
women included in the study had a psychiatric disorder. The most
prevalent psychiatric disorder was panic disorder (65; 8.4%),

TABLE 1—Sociodemographic characteristics of the studied sample.

Whole
Sample

No
Abuse Any Abuse

Difference
Between
the Two

Groups (p)

N (%) N (%) N (%)

Total 772 (100) 329 (42.6) 443 (57.4)

Age
16–20 26 (3.4) 8 (2.4) 18 (4.1) 0.01*
21–30 312 (40.4) 124 (37.7) 188 (42.4)
31–40 281 (36.4) 141 (42.9) 140 (31.6)
41–50 153 (19.8) 56 (17) 97 (21.9)

Age at marriage
16–20 554 (71.8) 251 (76.3) 303 (68.4) 0.09
21–30 181 (23.4) 66 (20.1) 115 (26)
31–40 36 (4.7) 12 (3.6) 24 (5.4)
41–50 1 (0.1) – (–) 1 (0.1)

Women education
Illiterate 382 (49.5) 144 (43.8) 238 (53.7) 0.03*
Read and write 96 (12.4) 49 (14.9) 47 (10.6)
Moderate
education

243 (31.5) 110 (33.4) 133 (30)

High education 51 (6.6) 26 (7.9) 25 (5.6)
Women occupation

Housewife 678 (87.8) 260 (79) 418 (94.4) 0.000***
Manual work 62 (8) 49 (14.9) 13 (2.9)
Clerical work 19 (2.5) 14 (4.3) 5 (1.1)
Professional 13 (1.7) 6 (1.8) 7 (1.6)

Husband education
Illiterate 301 (39) 107 (32.5) 194 (43.8) 0.01*
Read and write 179 (23.2) 82 (24.9) 97 (21.9)
Moderate
education

242 (31.3) 116 (35.3) 126 (28.4)

High education 50 (6.5) 24 (7.3) 26 (5.9)
Husband occupation

Not working 66 (8.5) 31 (9.4) 35 (7.9) 0.7
Manual work 373 (48.3) 153 (46.5) 220 (49.7)
Clerical work 316 (40) 138 (41.9) 178 (40.2)
Professional 17 (2.2) 7 (2.1) 10 (2.3)

Husband drug abuse
Yes 30 (3.9) 0 30 (6.8) 0.000***
No 742 (96.1) 329 (100) 413 (93.2)

Number of children
None 60 (7.8) 17 (5.2) 43 (9.7) 0.04*
1–2 271 (35.1) 125 (38) 146 (33)
More than 2 441 (57.1) 187 (56.8) 254 (57.3)

Family income
Usually enough 256 (33.2) 135 (41) 121 (27.3) 0.000***
Sometimes not
enough

378 (49) 182 (55.3) 196 (44.2)

Usually not
enough

138 (17.9) 12 (3.6) 126 (28.4)

*p < 0.05, ***p < 0.001.

TABLE 2—Frequency of different behaviors of abuse (including multiple
type) as reported by the studied women.

Ways of abuse

Present Absent

N (%) N (%)

Emotional abuse
Frightening ⁄ angry look 102 (13.2) 670 (86.7)
Insulting abusive language 90 (11.7) 682 (88.3)
Threatened by an object 68 (8.8) 704 (91.2)
Total 51 (6.6) 721 (93.3)

Physical abuse
Hit and bit 230 (29.8) 542 (70.2)
Slapped 224 (29) 548 (71)
Hit with objects 64 (8.3) 708 (91.7)
Pushed 58 (7.5) 714 (92.5)
Punched 15 (1.9) 757 (92.1)
Scaled ⁄ burnt 5 (0.6) 767 (99.4)
Total 231 (29.9) 541 (70.1)

Sexual abuse
Denial of sex 52 (6.7) 720 (93.3)
Coerced sex 24 (3.1) 748 (96.9)
Causing sexual hurt ⁄ injury 11 (1.4) 761 (98.6)
Total 60 (7.8) 712 (92.2)
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followed by major depressive disorder (62; 8%), dysthymic dis-
order (51; 6.6%), and finally generalized anxiety disorder (34;
4.4%). Women with any form of abuse had statistically significant
higher prevalence of psychiatric disorders (p < 0.0001). When
compared women with different types of abuse with each other, it
was found that 37.6% of women with multiple types of abuse had
a psychiatric disorder, while 27.3% of those with physical abuse
showed a psychiatric disorder, 19.6% of women with emotional
abuse showed the presence of psychiatric disorder, and finally 5%
of those with sexual abuse had a psychiatric disorder. The differ-
ence between groups were statistically significant (p < 0.0001)
(Table 6).

Discussion

In this study, not all women interviewed agreed to participate in
the present study. Only 0.1% of all eligible women refused to par-
ticipate in this study. The few women who did not participate may
have done so because many women do not talk about their prob-
lems because they are afraid or ashamed to and feel the pressure of
social stigma.

The present study showed significant relationship between age of
woman and experiencing DV, this is in accordance with Yildizhan
et al. (2) and Hegarty and Bush (9) and against Keeling and Birch
(10). All forms of violence were significantly higher in illiterate

TABLE 3—Comparisons between women with different forms of abuse in sociodemographic variables.

Emotional Abuse Physical Abuse Sexual Abuse Multiple Types of Abuse
Difference Between

Groups (p)N (%) N (%) N (%) N (%)

Age
16–20 0 11 (4.8) 5 (8.3) 2 (2) 0.000*
21–30 19 (37.5) 118 (51.1) 21 (35) 30 (29.7)
31–40 11 (21.6) 63 (27.3) 17 (28.3) 49 (48.5)
41–50 21 (41.2) 39 (16.9) 17 (28.3) 20 (19.8)
OR* (95% CI) 0.3 (0.1–0.5)*** 0.8 (0.6–1.1)* 0.8 (0.5–1.3) 1.2 (0.7–1.9)

Age at marriage
16–20 38 (74.5) 162 (70.1) 56 (93.3) 47 (46.5) 0.000*
21–30 13 (25.5) 59 (25.5) 4 (6.7) 39 (38.5)
31–40 0 10 (4.3) 0 14 (38.6)
41–50 0 0 0 1 (1)
OR* (95% CI) 1.3 (0.7–2.5) 1.4 (0.9–2.1)* 0.3 (0.09–0.3)* 3.9 (2.4–6.4)***

Women education
Illiterate 26 (51) 117 (50.6) 35 (58.3) 60 (59.4) 0.000*
Read and write 4 (7.8) 20 (8.7) 6 (10) 17 (16.8)
Moderate education 11 (21.6) 85 (36.8) 17 (28.3) 20 (19.85)
High education 10 (19.6) 9 (3.9) 2 (3.3) 4 (4)
OR* (95% CI) 0.8 (0.5–1.4) 1.4 (1–2.007) 0.8 (0.5–1.3) 0.7 (0.5–1.2)

Women occupation
Housewife 45 (88.2) 223 (96.5) 54 (90) 96 (95) 0.1
Manual work 2 (3.9) 6 (2.6) 2 (3.3) 3 (3)
Clerical work 2 (3.9) 1 (0.4) 2 (3.3) 2 (2)
Professional 2 (3.9) 1 (0.4) 2 (3.3) 0
OR* (95% CI) 0.7 (0.3–1.3) 0.2 (0.1–0.6)** 1.1 (0.7–1.7) 0.5 (0.2–1.04)

Husband education
Illiterate 16 (31.4) 102 (44.2) 28 (46.7) 48 (47.5) 0.008*
Read and write 12 (23.5) 45 (19.5) 12 (20) 28 (27.7)
Moderate education 15 (29.4) 77 (33.3) 15 (25) 19 (18.8)
High education 8 (15.7) 7 (3) 5 (8.3) 6 (5.9)
OR* (95% CI) 0.6 (0.3–1.3) 0.6 (0.4–0.8) 0.9 (0.6–1.6) 0.9 (0.6–1.3)

Husband occupation
Not working 3 (5.95) 23 (10) 6 (10) 3 (3) 0.09
Manual work 27 (52.9) 122 (52.8) 30 (50) 41 (40.6)
Clerical work 21 (41.2) 81 (35.1) 22 (36.7) 54 (53.5)
Professional 0 5 (2.2) 2 (3.3) 3 (3)
OR* (95% CI) 0.7 (0.4–1.2) 0.9 (0.7–1.3) 1.1 (0.6–1.9) 1.3 (0.8–2.03)

Husband drug abuse
Yes 0 17 (7.4) 0 13 (12.9) 0.003*
No 51 (100) 214 (92.6) 60 (100) 88 (87.1)
OR* (95% CI) 0.01 (0–4.5) 0 (0–3499.1) 2.4 (1.05–5.5)* 0 (0–9435.161)

Number of children
None 6 (11.8) )27 (11.7) 0 )10 (9.9) 0.009*
1–2 20 (39.2) 77 (33.3) 27 (45) 22 (21.8)
More than 2 25 (49) 127 (55) 33 (55) 69 (68.3)
OR* (95% CI) 2.08 (1.1–3.8)** 1.1 (0.7–1.5) 0.9 (0.4–1.8) 1.9 (1.1–3.3)*

Family income
Usually enough 9 (17.6) 62 (26.8) 22 (36.7) 28 (27.7) 0.003*
Sometimes not enough 33 (64.7) 91 (39.4) 30 (50) 42 (41.6)
Usually not enough 9 (17.6) 78 (33.8) 8 (13.3) 31 (30.7)
OR* (95% CI) 0.8 (0.5–1.3 2.5 (1.8–3.4)*** 1.1 (0.6–2.02) 3.3 (2041–5478)***

Total 51 (6.6) 231 (29.9) 60 (7.8) 101 (13.1)

OR, odds ratio; CI, confidence interval.
*p < 0.05, **p < 0.01, ***p < 0.001.
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and low-educated females (p < 0.05) than others; this finding is
in accordance with Balci and Ayranci (11), O’Keefe (12), and De
Iahunte and Tulsky (13). These findings indicated the importance
of education to lower violence in the family. Similarly, the relation-
ship between family’s income level and violence was statistically
significant (p < 0.001) in all forms of abuse, these findings are in
accordance with Balci and Ayranci (11), Daly and Pelowski (14),
and Hedin and Janson (15). Ruiz-P�rez et al. (16) found that physi-
cal and sexual abuse were more frequent in women with low
income, and they explained that as women with higher income
may not feel as dependent on their partners as do women with low
income. Therefore, they may not feel the need to remain in the
abusive relationship if their partners abuse them physically or

sexually. Among the main factors which affect the type of violence
was the number of children which was related to physical violence
in the current study. This is in agreement with the study by Martin
et al. (17) and that of Vatnar and Bjørkly (18) who found that
motherhood increased the risk for longer duration of physical, psy-
chological, and sexual abuse. This could be explained by the fact
that the greater the number of children the greater the emotional
and economic difficulties are. This may lead to increased tension
inside the family paving the way for abuse to occur.

Regarding the role of husbands in all cases of DV toward mar-
ried women, they were the perpetrators in the present study, which
is in accordance with Ameh et al. (19). There was a significant
relationship between illiteracy and manual work of the husband
and emotional abuse against women in rural area in Egypt. How-
ever, a study by McGrath et al. (20) found that violence occurs
from doctors to truck drivers, from ministers to teachers, and this
difference could be attributed to the limited study group of this
research to a rural area.

In the current study, we found that the prevalence of abuse
among the studied women was 57.4%. This prevalence rate is simi-
lar to 52–54% reported among Palestinian women in the West bank
and Gaza (21). However, this prevalence rate was higher than that
found in Zambia (25.9%) (22) and that reported from Uganda
(15%) (23). These differences might be due to methodological dif-
ferences or cultural differences.

As regards the forensic physical examination in the present
study, soft tissue lesions in the form of bruises were 60.9% of all
the injuries. Another study in Turkey showed that the incidence of
soft tissue lesions was 92% in various dimensions and characters
(11). Wu (24) reported that most of abused women in China did
not suffer severe harm or permanent injury, which was ignored by
the public as it does not cause obvious injury.

Sexual abuse is unlikely to be visible; however, it has the poten-
tial not only to harm physical health, but also to impact women’s
health. The prevalence of sexual abuse in our study was 7.8%, this
contradicts the findings of Wu et al. (25) who found that sexual
violence is the most common type of abuse; this difference could
be explained by the fact that actual prevalence might be influenced
by the reluctance of some participant to disclose such a sensitive
issue to someone outside the family. Wu et al. (25) postulated that
women might fear that they would not be able to acquire any help
after disclosing such a delicate issue to authorities and they added
that the interviewers might have been perceived as authority fig-
ures. Cultural differences might play a role in the prevalence of
such type of abuse.

A highly significant association was found between physical and
sexual abuse (p < 0.0001), which agrees with Gracia-Moreno et al.

TABLE 4—Distribution of female circumcision and related events among
the studied sample.

Present Absent

Female circumcision 712 (92.2%) 60 (7.8%)
Sexual organ disfigurement 154 (21.6%) 558 (78.4%)
Dyspareunia 283 (39.7%) 459 (64.5%)

The place where circumcisions
were carried out
House 689 (96.8%)
Clinic 10 (1.4%)
Another place 13 (1.8%)

The person who did the circumcision
Doctor 18 (2.5%)
Daya 694 (97.5%)

The person who went with the women
Mother 684 (96.8%)
Grandmother 28 (3.9%)

Mean circumcision age is 9.5 € 2.2.

TABLE 5—Results of forensic external physical examination among the
studied sample.

Type of Wound Frequency Percent

Recent wound
Bruises 56 60.9%
Limb in cast 4 4.3%
Burn 2 2.2%

Old wound
Scar of wound 4 4.3%
Scar of burn 7 7.6%

Physical injury
Crippling 7 7.6%
Joint displacement 8 8.7%
Loss of teeth 4 4.3%

TABLE 6—Comparison between different modalities of abuse in relation to psychiatric disorders.

Whole Sample (772)

Emotional
Abuse (51)

Physical
Abuse (231)

Sexual
Abuse (60)

Multiple Types
of Abuse (101) Difference

Between
Groups (p)

Any
Abuse (443) No Abuse (329) Difference

Between
Groups (p)N (%) N (%) N (%) N (%) N (%) N (%)

Depression 62 (8%) 3 (5.9) 29 (12.5) 1 (1.7) 14 (13.9) 0.04* 47 (10.7) 15 (4.6) 0.009*
Dysthymia 51 (6.6%) 8 (15.7) 20 (8.7) 2 (3.3) 14 (13.9) 0.07 44 (9.9) 7 (2.1) 0.000*
Panic 65 (8.4%) 5 (9.8) 22 (9.8) 2 (3.3) 17 (16.8) 0.04* 46 (10.4) 19 (5.8) 0.02*
GAD 34 (4.4%) 1 (2) 21 (9.1) – (–) 11 (10.9) 0.02* 33 (7.4) 1 (0.3) 0.000*
Any disorder 139 (18%) 10 (19.6) 63 (27.3) 3 (5) 38 (37.6) 0.000* 114 (25.7) 25 (7.6) 0.000*

GAD, generalized anxiety disorder.
Any abuse: psychiatric disorders with any type of abuse.
No abuse: psychiatric disorders without abuse.
*p < 0.05 is significant.
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(26) who reported that considerable overlap was noted between
experiences of sexual and physical partner abuse with 20–50% of
women in most sites having experienced both kinds of violence:
consequently, the specific effect of these types of violence by itself
was difficult to establish. Similarly, the relationship between physi-
cal and emotional abuse was found to be significant. This result is
in agree with Naeem et al. (27) who reported, in their review, sev-
eral studies in Pakistan confirming the association between physical
violence and psychiatric symptoms.

Female genital circumcision remains a widely practiced custom
in our society. Grave complications may last throughout women’s
life, particularly at the time of consummation of marriage and
childbirth (28). In this study, prevalence of female circumcision
was 92.2%, performed mainly by midwives (Daya) (97.5%), and
the mean circumcision age was 9.5 € 2.2 years. These results were
in line with Tag-Eldin et al. (29) and Hassanin et al. (30). In cir-
cumcised females, genital organ disfigurement was found in
21.6% as a complication of circumcision. Dyspareunia was
reported in 39.7% of circumcised females. This is in line with
El-nashar and Abdelhady (28) who reported that dysmenorrhea,
dyspareunia, failure of orgasm, and husband dissatisfaction were
more common among circumcised females. However, the previ-
ously mentioned study reported increased marital problems and
physical abuse among circumcised females, but in our study, there
was no difference between circumcised and noncircumcised
females in the prevalence in any form of abuse. In Egypt, female
circumcision is mainly performed by excision of the clitoris and
the labia minor (29).

In this study, psychiatric disorders occurred more commonly in
women with abuse. This finding coincide with Fogarty et al. (31)
who found, in a large U.S.A. sample, that 55% of women
exposed to intimate partner violence (IPV) have depressive symp-
toms. Our results are also consistent with previous studies of IPV
(32–36). In the same line, Roberts et al. (37) reported that
women who had lifetime adult intimate abuse received signifi-
cantly more diagnosis of generalized anxiety, dysthymia, depres-
sion, and phobias than those who reported no abuse ever. In the
current study, women with multiple types of abuse showed the
highest prevalence of psychiatric disorders. The frequency and
multiplicity of interpersonal victimization have been associated in
numerous studies with greater levels of psychological distress
(38–40). On the other hand, women who were abused sexually
by their husbands showed low levels of psychopathology. This is
in contrast to several studies which reported high levels of psy-
chiatric disorders in women with sexual abuse. However, these
studies mostly included sexual abuse outside marital context (41).
Coid et al. (42) reported that DV was associated with a wider
range of mental health measures than any other abusive experi-
ence; in their study, DV had a stronger association than rape with
anxiety and depression.

Conclusion and Recommendation

In conclusion, DV is a serious public health problem in Egypt
especially in rural areas. Physical abuse was the most common type
of DV. Husband’s drug abuse, economic reasons, low education,
and great number of children were frequently associated with
women abuse in this research. DV in Egypt with all forms has
many negative effects on women’s physical, sexual, and psycholog-
ical health. So, it is recommended:

• More studies to disclose the extent of the problem and factors
affecting it.

• Additional work is needed to understand the gender relationships
and dynamics in the Egyptian society and to be able to address
DV effectively.

• Develop a screening tool to assess the risks of each female
patient.

• Give this issue its real importance in front Forensic Medicine
Council in Egypt.

• Development and evaluation of different psychological interven-
tions are necessary to offer the psychological support needed by
the abused women.
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