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The objective of this paper is to review the methodological
issues that arise when studying violence against women as a
public health problem, focusing on intimate partner violence
(IPV), since this is the form of violence that has the greatest
consequences at a social and political level. The paper focuses
first on the problems of defining what is meant by IPV.
Secondly, the paper describes the difficulties in assessing the
magnitude of the problem. Obtaining reliable data on this type
of violence is a complex task, because of the methodological
issues derived from the very nature of the phenomenon, such as
the private, intimate context in which this violence often takes
place, which means the problem cannot be directly observed.
Finally, the paper examines the limitations and bias in research
on violence, including the lack of consensus with regard to
measuring events that may or may not represent a risk factor for
violence against women or the methodological problem related
to the type of sampling used in both aetiological and prevalence
studies.
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R
esearch on violence against women is con-
sidered as an important objective of any
programme designed to eradicate this pro-

blem. In the Fourth World Conference on Women,
held in Beijing in 1995, one of the strategic
objectives established was to study the causes
and consequences of violence against women and
the efficacy of preventive measures, encouraging
governments and organisations to promote
research in this area.1

Despite a growing social and political interest in
the subject, there are still few research studies on
certain aspects related to the efficacy of measures
implemented in the field of violence against
women. Furthermore, there are no epidemiological
surveillance systems that employ homogeneous
criteria in order to measure this problem, thus
permitting reliable data to be obtained on its
prevalence and incidence.

The ‘‘Multi-country study on women’s health
and domestic violence against women’’ is the first
of its type carried out by the World Health
Organization (WHO) and shows that the most
common type of violence against women is that
which is carried out by their partner. This type of
violence is far more common than attacks or rapes
carried out by strangers or other people that the
victims may know.2

In a report issued by the Center for
Communications Programs, at Johns Hopkins
University, it was shown that 10–69% of women
worldwide, and 18–58% of women in Europe,

reported having suffered physical abuse by their
partners at some point in their life.3 This variability
in figures may correspond to the actual difference
with regard to the size of the problem in different
countries, but it may also reflect major methodo-
logical differences in approaching the problem.

In Spain, the first law on measures providing
comprehensive protection for intimate partner
violence (IPV) against women was passed at the
end of 2004.4 This law, in addition to tightening up
legal measures for abusers, and developing specific
measures to increase victims’ protection, promotes
the development of activities, and training and
awareness programmes in all the professional
fields that are involved in fighting this problem,
ranging from the areas of health, law and
education to the media.

The objective of this paper is to review the
methodological issues that arise when studying
violence against women as a public health
problem. Although some of the issues examined
in this article can be applied to any type of violence
against women, we will concentrate on IPV, since
this is one of the most common phenomena of
violence against women and it has the greatest
consequences at a social and political level.

PROBLEMS DEFINING A CASE
The first problem is the lack of consensus regard-
ing the definition of violence against women.

Some authors defend a broad definition that
includes all acts or omissions that endanger
women or contribute to subordination.5 The
definition in the United Nations Declaration on
the Elimination of Violence against Women
provides a very useful conceptual, defensive frame-
work. Violence against women is defined as ‘‘any
act of gender-based violence that results in, or is
likely to result in, physical, sexual or psychological
harm or suffering to women, including threats of
such acts, coercion or arbitrary deprivation of
liberty, whether occurring in public or in private
life.’’6

The advantage of this open definition is that it
establishes violence against women in a wider
social context and enables the interested parties to
take into consideration the majority of violations
against women’s human rights, classifying them
under the heading of gender based violence. The
disadvantage is that when very broad definitions
are used, the term loses its descriptive power.

However, to facilitate research, surveillance and
follow-up, more specific, operational definitions
are required. From a research point of view,

Abbreviations: ABI, abusive behaviour inventory; CTS,
conflict tactics scales; IPV, intimate partner violence
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attempts have been made to solve this problem by focusing on
measuring behaviour and specific acts, and their effects on
women’s physical, sexual and emotional wellbeing.

In order to ensure comparability between studies, it is
important to know exactly what type of violence is being
investigated. Thus, studies may focus on gender based violence
in its broadest concept; family violence may include any family
member as the aggressor or there may be a focus on IPV.

However, for some authors IPV is not a unitary phenomenon.
Johnson, for example, identifies three major types of intimate
partner violence distinguished from each other by the control
context within which they are embedded.7 Only one of these
(intimate terrorism) is a form of violence equivalent to the one
examined here.

Considering that the definitions refer to both subjective
perception and objective action, questionnaires often ask
whether women have suffered specific acts of violence during
a certain period of time. Incidences of violence throughout the
woman’s life and within the last year should be quantified.

Likewise, further information is necessary on whether or not
the aggressor lives with the victim, the duration of violence,
frequency and type of abuse to be studied.

The majority of studies examine only physical abuse3 as it is
the violence type that is easiest to define and therefore the
easiest to measure. However, as the WHO report states,
‘‘intimate partner violence refers to any behaviour within an
intimate relationship that causes physical, psychological or
sexual harm to those in the relationship.’’ Such behaviour
includes psychological violence (constant intimidation, insults
and humiliation), sexual relations without consent and other
forms of sexual coercion, as well as various dominating
behaviours (isolating women from family and friends, watch-
ing their movements and restricting their access to information
or help).8

However, sexual violence is the subject of far fewer studies,
and psychological violence of even fewer. Humiliation and
isolation may not be recognised by the women themselves as a
form of violent behaviour that has repercussions for their
health.9 10

Another aspect to be taken into consideration is the
transcultural applicability of definitions, and this aspect arises
in the context of international studies. Anthropologists and
women’s health defenders point out how difficult it is to draw
up international classifications, because the concept of what
constitutes violence against women varies greatly from one
culture to another.

The ‘‘Multi-country study on women’s health and domestic
violence against women’’ mentioned earlier, aims to fill this gap
by developing methodologies to measure violence against
women and its health repercussions in different cultures.2

DIFFICULTIES IN ASSESSING THE MAGNITUDE OF THE
PROBLEM
The first step required in order to learn more about violence
against women is to assess the magnitude of the problem.
However, obtaining reliable data on this type of violence is a
complex task, not just because of the problems of defining the
term as described above, but also because of the methodological
issues derived from the very nature of the phenomenon, such as
the private, intimate context in which this violence takes place,
which means the problem cannot be directly observed. Taboos,
fear and feelings of guilt and shame also account for a high rate
of non-responses and of hiding the truth.11 12

For example, in Spain, the majority of the indicators available
are taken from secondary sources, such as police records of
reported violence and homicides, clinical records, legal regis-
ters, etc.13

Other indicators related to the epidemiological surveillance of
violence against women have also been developed in Spain,
such as the epidemic mortality rate from IPV (ratio between
deaths in a given month and the median of deaths during the
preceding five-year period).14–16 As can be seen in figure 1, in
2006, IPV attained epidemic figures in Spain (a rate of over
1.25) in January, February and August (rates of 1.50, 1.25 and
1.29 respectively).

However, although this information is of unquestionable
relevance, we should remember that it only accounts for
reported cases and cases that have the most tragic and tangible
consequence: death at the hands of the aggressor. Clearly, a
more precise assessment of the magnitude of the problem
should include questionnaires among the general population
and more specific groups. It is therefore necessary to use direct
methods for measuring this problem.

Using direct methods implies asking women about the
violence suffered. The information collected in this methodo-
logical approach comes from women’s direct reports, with all
the bias that this implies, because very often interviewees may
not identify or acknowledge that a certain experience repre-
sents an act of violence or abuse, as they view such a situation
as normal. In this respect, some authors recommend asking
women about specific acts of violence experienced in their
relationship.8 This can be applied to different methodologies,
ranging from in-depth, open ended interviews, to self adminis-
tered questionnaires with closed ended questions.

As with all problems, it would be advisable to use
questionnaires and measuring tools that have been demon-
strated to be reliable and valid in order to be able to correctly
identify which women are abused and which are not, in
accordance with whether they have experienced specific violent
incidents in their relationships. This need has been given
particular consideration in the United States, where a large
number of tools have been developed since the end of the 1970s
to measure, detect and diagnose IPV.17 We have recently
analysed 26 screening instruments and 14 diagnostic instru-
ments.18

These measuring instruments are not ‘‘neutral,’’ and many
have been designed using different theoretical frameworks and
are therefore based on different definitions of violence. The
conflict tactics scales (CTS) is based on conflict theory.19 With
this method, violence, as well as rational discussion and
dialogue and verbal aggression, is seen as a method to resolve
conflicts within the family. The abusive behaviour inventory
(ABI), on the other hand, attempts to reflect the feminist
perspective, where physical abuse is conceptualised as the
result of the position of power and control that the abuser has
over the victim, which is maintained and reinforced via
psychological abuse.20 As a result, the choice between one
instrument or the other depends on both the data obtained and
the reality reflected by those data.

For this reason, we highlight that when reviewing different
sets of data, comparisons must be made with great caution.

Another issue that should be taken into account when
measuring violence is the possible presence of significant bias
in studies that validate scales of diagnosis. Some of these
studies include samples of abused women from centres for
abused women or intervention programmes for abused women
in their validation process. This is true for seven of the
diagnostic tools analysed.18 This might cause significant bias in
the selection process because these women may not, in terms of
the violence they are undergoing, be representative of the group
of women who decide not to seek help.

For the above reason, we can expect questionnaires to be very
sensitive to identifying severe cases of the types of violence they
are trying to measure, but we do not know how sensitive they
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Figure 1 Mortality attributable to intimate
partner violence, epidemic index, Spain
2004–6. The epidemic index for intimate
partner violence is obtained by dividing the
number of murders that occurred in a
specific month by the median value of cases
that occurred in the same period over the
previous five years. A phenomenon is
considered to be a high level epidemic when
it achieves a score of over 1.25 on the
epidemic index; if the result is between 0.75
and 1.24, it is considered a medium level
epidemic; and the rating of a low level
epidemic is assigned to a score of less than
0.75. (Source: http://www.e-leusis.net.)

Table 1 Technical description of national and international surveys on violence against women

Name of the survey Country Year Type of violence Sample Administration

Women’s Safety Survey Australia 1996 Physical/sexual/emotional violence Random sample of 6300 women of 18
years of age or more

Telephone

Not specified Denmark 1991 Physical violence Random sample 1000 women and
1,000 men over 15 years of age

Telephone

Canadian Violence Against
Women Survey (VAWS)

Canada 1993 Fear for personal safety. Harassment and
sexual abuse. Physical violence. Threats

Random sample: 12 300 women of 18
years of age or more who are married
or living with their partner

Telephone

National Violence Against
Women Survey (NVAWS)

USA 1996–7 Physical violence/rape/harassment Random sample: 8000 men and 8000
women of 18 years of age or more

Telephone

National Survey on
Violence Against Women

Finland 1997 Physical/sexual/emotional violence Random sample: women between 18
and 74 years of age

Post

ENVEFF (Enquête nationale
sur les violences envers les
femmes en France)

France 2000 Psychological/verbal/physical/sexual
violence

Random sample: 6970 women between
20 and 59 years of age

One on one
interview

Not specified Italy 2004 Psychological/economic/physical/sexual
violence

Random sample: 30 000 between 18
and 70 years of age

Telephone

Not specified Ireland 1995 Physical/mental/sexual violence Random sample: 679 women of 18
years of age or more

Post

Not specified Iceland 1996 Physical violence Random sample 3000 men and women
over 15 years of age

Telephone

Encuesta nacional sobre
violencia contra las mujeres
(ENVIM)

Mexico 2003 Physical/emotional/sexual/economic
violence

Random sample of 26 042 women over
15 years of age who use the health
service

One on one
interview

Women’s Safety Survey New Zealand 1996 Physical/sexual/emotional violence Random sample: 500 women of 15
years of age or more

Telephone/one on
one interview

National Survey of Wife
Abuse

The Netherlands 1986 Physical violence/sexual aggression Random sample: women between 20
and 60 years of age

One on one
interview

Not specified Portugal 1995 Physical/psychological violence/
sociocultural discrimination

Random sample: 1000 women of 18
years of age or more

One on one
interview

Violence Against Women
Survey

South Africa 1998 Economic/emotional/physical and sexual
violence

Non-probabilistic sample: 1000 women One on one
interview

National Survey on
Violence Against Women

Sweden 2002 Physical/sexual violence. Threats. Sexual
harassment/controlling behaviour

Representative sample: 6926 women
between 18 and 64 years of age

Postal

Not specified Switzerland 1994 Physical/sexual/psychological violence Representative sample: 1519 between
20 and 60 years of age who have a
partner or are recently separated

Telephone

WHO Violence Against
Women Instrument

International 1997 Physical/sexual/emotional violence Women between 15 and 49 years of
age

One on one
interview

International Violence
Against Survey (IVAWS)

International 2002–3 Physical/sexual violence Women between 18 and 69 years of
age

Telephone

Source: http://www.msc.es/organizacion/sns/planCalidadSNS/pdf/equidad/genero_vg_01.pdf
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are in detecting less severe forms of these types of IPV. This
may lead to an underestimation of the real magnitude of
violence in general and of its subtypes, since the questionnaires
may not identify as ‘‘abused’’ women who suffer these forms of
non-severe abuse.21

Surveys carried out among the population are an essential
tool for the detection and measurement of violence against
women as they can provide data about the prevalence,
frequency, patterns and consequences of this violence.
Surveys can refer to violence related issues, which are relevant
to a more general piece of research, or they can focus
specifically on the evaluation of violence against women.
Each of these surveys follows a specific methodology and
definition of violence, which makes it far more difficult to
compare their results.18 Table 1 provides details of some of the
surveys about violence against women which have been carried
out at both a national and international level.

In Spain, three large scale surveys regarding violence against
women have been carried out among the population, in 1999,
2002 and 2006. The prevalence of women considered to be
‘‘technically’’ abused (those who, although they may not have
been aware of it, the research team considered to be in a
position inferior to that of their husband or partner) was 12.4%,
11.1% and 9.6%, respectively. However, only 4.2%, 4.0% and
3.6% answered ‘‘yes’’ when they were directly asked whether
they had suffered abuse in the past year.22

The differences in the figures provided may show that a high
percentage of violence is accepted by women, or seen by them
as something ‘‘natural’’ in their relationship, or that they
believe that physical abuse is the only form of violence.23

LIMITATIONS AND BIAS IN RESEARCH ON VIOLENCE
In addition to the above, the complexity of the phenomenon
requires the use of research methodologies that can often imply
significant bias or limitations.

The health setting has been identified as one of the best contexts
in which IPV can be identified and studied, mainly because of
accessibility to this population, and also because it has been
demonstrated that women who have suffered violence or abuse
make a greater use of health services than those who do not or have
not suffered such an experience.24 25 For this reason, in recent years
a great effort has been made to develop brief scales that can be
easily administered by health personnel and women alike.

However, it should be noted that there is no scientific
evidence of the benefits of universal screening for violence in
the health setting.26 False positive test results, most common in
low risk populations, may compromise the clinician-patient
relationship. Additional possible harms of screening may
include loss of contact with established support systems,
psychological distress and an escalation of abuse. However,
none of these potential harms has been studied.27 28

Nevertheless, what different international and national
expert organisations do recommend is that health professionals
(particularly those involved in primary health care, emergency
departments, gynaecology and mental health) should always be
on the lookout for symptoms of abuse, and should include
some questions on abuse in the routine history taking of adult
patients.26

However, we should point out that bias may occur if a
population sample is recruited in a health setting, because it
has been demonstrated that women who have suffered violence
or abuse make greater use of health services than those who do
not or have not suffered such an experience,29 and this could
lead to an overestimation of the prevalence of this problem in
the general population.

Another common limitation in research on IPV is derived
from the fact that women who are accompanied by their

partner at the time of the interview or questionnaire are
systematically excluded from samples. Considering that one of
the forms of control that aggressors exercise over their victims
is social isolation (often implying that women are not allowed
to go out of the house alone) it can be confirmed that a large
group of abused women is excluded from studies. However,
despite our awareness of the selection bias that this implies, all
methodologies used to investigate this subject must put
women’s safety first, as recommended in the ethical and safety
recommendations for research on domestic violence.30

Until the mid-1980s, the hypotheses and theoretical sugges-
tions to explain the violent behaviour of men towards their
partners were not sustained by sufficient empirical evidence. In
fact, one empirical study based review on possible risk factors
associated with IPV found that the only risk factor demon-
strated by literature published in the 1970s and 1980s was
related to intergenerational learning of violent partner beha-
viour.31 Although this is the only risk factor of certain
consistency, it is upheld by studies in which certain methodo-
logical problems have been detected related to the retrospective
nature of data collected.31 Almost 20 years on, some studies that
provide up to date data on this association also observe that
retrospective directionality is a limitation that underestimates
incidence.32–34 Many of these studies also refer to the presence of
memory bias.35–37

Identification of elements explaining violent behaviour by
men towards women is also part of a body of study that is not
exempt from some criticism. One of the major criticisms is
associated with a certain tendency to generate more knowledge
about the causality of the problem centred on the women who
are affected and not so much on their perpetrators.38

Furthermore, there is criticism of approaches to the problem
with a limited capacity for dealing with it in all its complexity.
For this reason, in parallel to the generation of studies centred
on analysis of the possible causal relation between a deter-
mined factor and the problem, the so called multidimensional
or ecological explanatory models are presented. Among them,
owing to its specificity in the problem of partner violence
against women and its recognition by experts in the subject, the
work that stands out is that of Heise.39 The ecological frame-
work proposed by Heise, one of the most commonly referenced
models, explains that a suitable approach to the phenomenon
should be focused on the complexity of individual, relational,
socioeconomics and political determinants—the hierarchy.

In just under a decade, follow-up studies are now emerging
that use appropriate designs for describing the phenomenon of
IPV and, furthermore, for identifying predictors of men’s
violent behaviour with women, and recurrent cases.40 Their
main limitation lies in the fact these studies are still few and far
between, and are inappropriate for cases of violence that results
in death.40

Another significant methodological issue in prevalence
studies lies in the belief that violence against women is too
delicate a subject to be studied through population based
studies. In this respect, self administered questionnaires
represent a major achievement in research into this problem.41

Despite this type of questionnaire and the improvements made
to current scales that measure the phenomenon, there is still
considerable information bias derived from women’s refusal to
participate as interviewees.42 On the other hand, other studies
observe that when direct questions are posed regarding abuse
in an ideal setting, the majority of women are forthcoming with
their answers. In fact, in Spain, studies conducted in the health
area reveal a low non-response rate.43–45

Furthermore, certain problems have been identified derived
from the lack of consensus, not with regard to measuring the
problem (IPV) but to measuring events that may or may not
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represent a risk factor. In one systematic literature review that
analysed the association between IPV and men’s alcohol intake,
significant differences between studies were found in terms of
the methods used to measure the presence or absence of alcohol
and in the definition of alcohol consumption as a risk factor for
the development of violent behaviour. This, in turn, limited the
possibility of undertaking a meta-analysis.46

Finally, another type of methodological problem should be
mentioned that is related to the type of sampling used in both
aetiological and prevalence studies. This refers specifically to
the limitations derived from convenience sampling when there
is a certain tendency to use abused women’s reports even when
the aggressors’ characteristics are actually the subject of study.47

The responses of women who are victims of violence may be
affected by the trauma caused to them by the violent relation-
ship they have with their aggressor. In other words, the practice
of asking abused women about their partners’ characteristics
may result in a classic bias of incorrect classification (memory
bias).

CONCLUSION
Research on violence against women is a key component of any
programme designed to end the problem. Given the nature of
the phenomenon, the standardisation of concepts related to it
becomes necessary, in order not only to reach a consensus on
what to consider as violence against women, but also to reduce
the heterogeneity in the methods to measure the problem and
the associated factors. Although in the past two decades the
research literature on violence against women has greatly
increased, it shows the existence of relevant research bias that
could be determining our knowledge of the problem and,
therefore, limiting the development of efficient interventions to
end it.
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