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Abstract

Violence against women, particularly intimate partner violence and intimate partner homicide, represents a global pandem-
ic  a�ecting  31%  of  women  worldwide  with  devastating  consequences.  �is  multidisciplinary  analysis  examines  violence
against women through a public health framework, addressing contextualization challenges and prevalence patterns. Using
an ecological model, we analyse individual, relational, community, and social factors contributing to this crisis. Our �ndings
reveal critical de�ciencies: fragmented data collection, inconsistent de�nitions, and inadequate coordination between health-
care and legal systems. We propose formal recognition of violence against women as a "social and health pandemic" requir-
ing urgent action, policies integrating criminal justice, healthcare, and social services.
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Highlights

Violence against women a�ects 31% of women globally, constituting a pandemic

Intimate partner violence and homicide are the most severe manifestations

© 2025 Rebeca Hidalgo Borrajo, Pilar de Castro-Manglano. �is is an open access 
article published by Jscholar Publishers and distributed under the terms of the 
Creative Commons Attribution 4.0 International License, which permits unrestricted 
use, distribution, and reproduction in any medium, provided the original author and 
source are credited. 

M.D., Ph.D., Professor of Psychiatry, University of Navarra, Clínica Universidad Navarra, Master in Legal and Forensic



2

JScholar Publishers J Womens Health Gyn 2025 | Vol 12: 202

Critical gaps exist in data collection and mental health responses

Evidence-based interventions like SASA! And IMAGE show 50-76% violence reduction

Formal recognition as a "social and health pandemic" is urgently needed

Background

�e  de�nition  of  violence  against  women  varies
considerably according to variables such as the legal system
of  each  country,  �elds  of  action  (legal,  scienti�c,  political,
philosophical paradigms), socio-cultural contexts, psychoso-
cial  factors,  etc.  �e Council  of  the  European Union in  its
document of Council Conclusions on the eradication of vio-
lence  against  women  in  the  European  Union  (Brussels,
March  8,  2010),  determined  according  to  "Article  2  of  the
Treaty  on European Union,  which states  that  the  Union is
founded on the values of respect for human dignity, equali-
ty  and  respect  for  human  rights  and  that  these  values  are
common to the Member States in a society in which plural-
ism,  non-discrimination,  tolerance,  justice,  solidarity  and
equality between women and men prevail" (pg. 1.); similar-
ly, it concluded that "violence against women is a manifesta-
tion  of  historically  unequal  power  relations  between  men
and women and negatively a�ects not only women but soci-
ety as a whole, and therefore urgent action is required" (pg.
4). �e United Nations has de�ned violence against women
as "any act of gender-based violence that results in, or is like-
ly to result in, physical, sexual or psychological harm to wo-
men, including threats of such acts, coercion or arbitrary de-
privation  of  liberty,  whether  occurring  in  public  or  in  pri-
vate life" (art. 1), the World Health Organization (WHO) ac-
cepts  this  de�nition  and  notes  that  intimate  partner  vio-
lence is the most common form of violence against women.
�e UN Global Report on Violence against Women (2019)
provides  an  overview  of  the  current  situation  of  violence
against  women  worldwide.  �e  report  highlights  that  vio-
lence  against  women  is  a  violation  of  human  rights  and  a
form of discrimination, and that it a�ects women and girls
of  all  ages,  social  classes,  education levels  and ethnic back-
grounds.  �e  report  also  emphasizes  that  violence  against
women is not only a gender-based problem but is rooted in
structural  inequalities  of  power  and  status,  which  means

that combating this phenomenon requires a comprehensive
and systemic approach that must be addressed with these in-
equalities  in  mind.  According  to  WHO  (2021),  intimate
partner violence (IPV) refers to intimate partner or ex-part-
ner  behaviors  that  cause  physical,  sexual,  or  psychological
harm,  including  physical  aggression,  sexual  coercion,  psy-
chological abuse, and controlling behaviors. Sexual violence
is "any sexual act,  attempt to commit a sexual act,  or other
act directed against a person's sexuality through coercion by
another  person,  regardless  of  his  or  her  relationship to the
victim,  in  any setting.  It  includes  rape,  which is  de�ned as
the penetration, by physical or other coercion, of the vagina
or anus with the penis,  another part  of  the body or an ob-
ject,  attempted  rape,  unwanted  sexual  touching,  and  other
forms of non-contact sexual violence." Violence a�ects wo-
men in all countries unequally, with large di�erences in pre-
valence  both  within  and  between  countries.  Recent  esti-
mates  suggest  that  between  10%  and  53%  of  women  who
have  ever  had  a  partner  have  experienced  physical  and/or
sexual violence by an intimate partner in their lifetime [1].
Up to 38% of murders of women are committed by their in-
timate partner. In addition to intimate partner violence, 6%
of women worldwide report having been sexually assaulted
by  people  other  than  their  intimate  partner,  although  data
are  more  limited.  Globally,  IPV  and  sexual  violence  are
mostly  perpetrated  by  men  against  women  (WHO  (2021),
and this constitutes a serious public health problem and a vi-
olation of women's human rights.

Based on statistical  analyses of data on the preva-
lence  of  IPV and  sexual  violence  against  women,  obtained
through  population-based  surveys  based  on  survivor  testi-
mony, in 161 countries and areas between 2000 and 2018, a
study conducted in 2018 by WHO on behalf  of the United
Nations Inter-Agency Task Force on Violence against Wom-
en,  worldwide,  reported  that  one  in  three  women  (30%)
have experienced physical and/or sexual violence by an inti-
mate  partner  or  sexual  violence  by  someone  other  than  a
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partner or both. More than a quarter of women aged 15-49
who have been in a  relationship have experienced physical
and/or sexual intimate partner violence at least once in their
lifetime  (since  the  age  of  15).  Estimates  of  lifetime  preva-
lence of IPV range from 20% in the WHO Western Paci�c
Region, 22% in high-income countries and the WHO Euro-
pean Region, and 25% in the WHO Region of the Americas,
to 33% in the WHO African Region, 31% in the WHO East-
ern  Mediterranean  Region,  and  33%  in  the  WHO  South-
East Asia Region (2021). Sociocultural factors shape violent
behaviors toward women, including economic factors such
as income inequalities; and factors of education, legal provi-

sions and cultural gender practices, exposure to other forms
of  violence,  and  racial  or  class  discrimination  [2,3].  �e
highest  estimates  of  prevalence  of  violence  against  women
are  found  in  settlements  [4],  indigenous  communities  [5],
con�ict zones [6]; and certain regions of the world, such as
Asia and the Paci�c [7].  Twenty-three countries have been
identi�ed  as  settings  with  high  prevalence  of  physical
and/or sexual IPV. �ese countries represent the top quin-
tile  of  prevalence  �gures  for  self-reported  experiences  of
physical  or  sexual  violence,  records  from  the  past  12
months  (Table  1).  Classi�cation  of  high-prevalence  coun-
tries according to WHO data [8]

Table 1: Data collected by WHO as part of the commitment to the United Nations Sustainable Development Goals. Data on in-
timate partner violence. Indicator 5.2.1, https://unstats.un.org/sdgs/unsdg.

Country

Prevalence of past
12-month experience

of physical and or
sexual IPV (%)*

WHO region GINI
coe�cient†

High/ middle/
low income‡

Armed
con�ict

since
1990s

Angola 25.9 (DHS 2016) African 0.513 Lower-middle Yes

Burundi 27.8 (DHS 2017) African 0.386 Low Yes

Cameroon 32.7 (MICS 2014) African 0.466 Lower-middle Yes

Central African
Republic 26.3 (MICS 2006) African 0.562 Low Yes

DRC 36.8 (DHS 2014) African 0.421 Low Yes

Equatorial
Guinea 43.6 (DHS 2011) African Not available Upper middle Yes

Gabon 31.5 (DHS 2012) African 0.38 Upper middle Yes

Liberia 36.3 (DHS 2007) African 0.353 Low Yes

Sierra Leone 28.7 (DHS 2013) African 0.357 Low Yes

Sao Tome and
Principe 27.9 (DHS 2009) African 0.563 Lower middle No

Tanzania 29.6 (DHS 2016) African 0.405 Lower middle Yes

Uganda 29.9 (DHS 2016) African 0.428 Low Yes

Zambia 26.7 (DHS 2014) African 0.571 Lower middle No

Afghanistan 46.1 (DHS 2015) Eastern
Mediterranean Not available Low Yes

Bangladesh 28.8 (UNFPA 2015) South-East Asian 0.324 Lower middle Yes

Timor-Leste 34.6 (DHS 2016) South-East Asian 0.287 Lower middle Yes

Bolivia 27.1 (PAHO 2016) �e Americas 0.416 Lower middle Yes
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Fiji

29.7 (National
Research on Women’s

Health and Life
Experiences 2011)

Western Paci�c 0.367 Upper middle Yes

Kiribati
36.1 (Family Health

and Safety Study
2008)

Western Paci�c 0.37 Lower middle Yes

Micronesia
26.0 (Family Health

and Safety Study
2014)

Western Paci�c 0.401 Lower middle No

Solomon
Islands

41.8 (Family Health
and Safety Study

2008)
Western Paci�c 0.371 Lower middle No

Tuvalu 25.0 (DHS 2007) Western Paci�c 0.391 Upper middle No

Vanuatu

44.0 (National Survey
on Women’s Lives

and Family
Relationships 2009)

Western Paci�c 0.376 Lower middle No

Estimates of IPV and non-partner sexual violence,
or both, among all women aged 15-49 years by region, from
the  World  Health  Organization  (Table  2)  (WHO),  2018ª
provides a picture of the proportions and numbers of wom-
en subjected to violence,  although this  still  does not repre-
sent  the  full  extent  of  violence  experienced by  women,  the
report  notes.  Globally,  31%  (UI  27-36%)  of  women  aged
15-49  and  30%  (UI  26-34%)  of  women  aged  15  and  older
have been subjected to physical and/or sexual violence by a

current or former husband or intimate male partner, or sex-
ual violence by someone who is not a current or former hus-
band  or  intimate  partner,  or  to  both  forms  of  violence  at
least once since the age of 15. �ese estimates are very simi-
lar  to  the  2010  estimates  published  by  WHO  in  2013  and
are  within  uncertainty  intervals.  �ese  �ndings  suggest
that, on average, 736 million and up to 852 million women
who were 15 years of age or older in 2018 have experienced
one or both forms of violence at least once in their lifetime.

Table 2: Global and regional prevalence estimates of physical and/or sexual intimate partner violence (IPV) or non-partner sex-
ual violence (NPSV) or both among all women aged 15-49 years, by World Health Organization (WHO) region, 2018a.

WHO REGION
Intimate partner violence
and/or non-partner sexual

violence (%)
Lower – upper UI (%)

World 31 27–36

Low- and middle-income countries and areas in:   

African Region 36 32–41

Region of the Americas 33 27–38

Eastern Mediterranean Region 33 26–40

European Region 26 21–31

South-East Asia Region 34 26–43

Western Paci�c Region 25 16–38

High-income countries and areas 30 24–37



5

JScholar Publishers J Womens Health Gyn 2025 | Vol 12: 202

As seen in Table 2, the combined prevalence esti-
mates  of  women  aged  15-49  years  who  have  experienced
IPV  and/or  sexual  violence  by  others  during  their  lifetime
ranged  from  25%  (UI  16-38%)  in  the  Western  Paci�c  Re-
gion to 36% (UI 32-41%) in the African Region among low-
and  middle-income  countries  in  each  of  these  WHO  re-
gions.  In  the  world's  high-income  countries,  30%  (UI
24-37%) of women aged 15-49 years have experienced IPV
or  third-party  sexual  violence  (or  both)  at  least  once  since
the age of 15 years, which is similar to the global prevalence.
�e  Inter-American  Commission  on  Human  Rights  (I-

ACHR) presented in November 2019 a report entitled "Vio-

lence and Discrimination against Women, Girls and Adoles-
cents: Good Practices and Challenges in Latin America and
the Caribbean"  that analyzes the serious situation of vio-
lence su�ered by women in this region. �e report points
out that the Americas is the most dangerous region in the
world for women and that femicide is the most extreme ex-
pression of this violence. It also indicates that the lack of ef-
fective measures to prevent, investigate and punish femi-
cides perpetuates impunity and encourages their repetition.
�e report also highlights that most cases of femicide are
committed by partners  or  ex-partners,  and that  violence
against women is aggravated by factors such as racial, eth-
nic  and  gender  discrimination,  poverty,  social  exclusion
and lack of access to justice. �e 2021 Sustainable Develop-
ment Goals Report, pg.36, noted, "�e social and economic
impact  of  the  COVID19  pandemic  negatively  a�ected
progress on gender equality: violence against women and
girls has intensi�ed; child marriage, which had declined in
recent years, is expected to increase; and women have borne
a disproportionate share of job losses and increased care
work at home. �e pandemic has highlighted the need for
swi�  action  to  address  widespread  gender  inequalities
around the world."

�e  study  by  authors  Vignola-Lévesque,  C.,  &
Léveillée,  S.  (2022),  highlights  that  IPV  is  a  relevant
problem worldwide, reporting that 403,201 people were vic-
tims of a violent crime in 2017, 30% of whom were abused
by an intimate partner [9]. In 2018, in Canada, 99,452 cases
of domestic violence were reported to the police [10]. Simi-
larly, they note that, in 2015, Quebec police services record-
ed 36 attempted murders in the context of an intimate partn-
er,  as well  as 11 HPIs (intimate partner homicide) [11].  Of

these  victims,  78%  were  women.  In  Canada,  51  intimate
partner  homicides  were  committed  in  2017,  representing
11.6% of  all  homicides  committed across  the  country  [12].
In Spain, 49 intimate partner homicides were committer in
2022 and 20,4% of the partners comitted suicide and 18,5%
intended  Previous  studies  report  that  the  most  common
form of violence experienced by women is IPV [13]. IPV is
a  global  concern  [14].  IPV  occurs  in  di�erent  settings,
across  socioeconomic  classes,  cultures,  ages,  religious
groups  [15].  And,  in  its  extreme  forms,  IPV  is  a  cause  of
death [16].

Terminology and De�nitions

�e  complexity  of  violence  against  women  as  a
phenomenon is re�ected in the multiple, o�en overlapping
terms  used  to  describe  it.  Clear  operational  de�nitions  are
essential for both analytical precision and practical applica-
tion in public health contexts. Gender-based violence repre-
sents  the  broadest  conceptual  category,  encompassing  vio-
lence directed against a person based on their gender or vio-
lence that disproportionately a�ects persons of a particular
gender.  While  this  term acknowledges  that  all  genders  can
experience violence, empirical evidence consistently demon-
strates  that  women  and  girls  bear  a  disproportionate  bur-
den. Gender-based violence manifests through physical, sex-
ual,  psychological,  and  economic  harm,  occurring  across
both public and private spheres of life. Violence against wo-
men, as de�ned in the UN Declaration of 1993, refers specif-
ically to any act of gender-based violence that results in, or
is likely to result in, physical, sexual or psychological harm
or su�ering to women. �is includes threats of such acts, co-
ercion,  or  arbitrary  deprivation  of  liberty,  whether  occur-
ring  in  public  or  private  life.  �is  de�nition positions  vio-
lence against women as a speci�c subset of gender-based vi-
olence, acknowledging the particular vulnerabilities and sys-
tematic nature of violence targeting women. Intimate partn-
er  violence  describes  behavior  within  an  intimate  relation-
ship  that  causes  physical,  sexual,  or  psychological  harm.
�is  encompasses  physical  aggression  ranging  from  slap-
ping to severe beatings, sexual coercion including forced sex-
ual  acts  and  other  forms  of  sexual  abuse,  psychological
abuse through intimidation, constant belittling and humilia-
tion, and controlling behaviors such as isolation from fami-
ly  and  friends,  monitoring  movements,  and  restricting  ac-
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cess to �nancial resources or employment. Intimate partner
violence can occur between current or former spouses, dat-
ing partners, or cohabiting partners, regardless of gender or
sexual orientation, though women remain disproportionate-
ly  a�ected  globally.  �e  term  domestic  violence  carries
broader  connotations  than  intimate  partner  violence,  en-
compassing  violence  occurring  within  the  domestic  sphere
between family members. While o�en used interchangeably
with  intimate  partner  violence  in  common  discourse,  do-
mestic violence's scope extends to include child abuse, elder
abuse,  violence  between  siblings,  and  violence  perpetrated
by  extended  family  members  within  household  settings.
�is broader de�nition re�ects the complex dynamics of vi-
olence  within  family  systems.  Intimate  partner  homicide
represents the most extreme manifestation of intimate part-
ner  violence,  involving the killing of  a  person by a  current
or former intimate partner. �is category includes femicide
or feminicide, terms that speci�cally denote the gender-mo-
tivated killing of women, as well as murder-suicides involv-
ing intimate partners and honor killings perpetrated by inti-
mate  partners.  �e  gendered  nature  of  intimate  partner
homicide is stark, with women representing the vast majori-
ty  of  victims  globally.  Structural  violence  introduces  a  sys-
temic  dimension  to  our  understanding,  referring  to  the
ways  social  structures  systematically  harm  or  disadvantage
individuals. In the context of violence against women, struc-
tural  violence  manifests  through  discriminatory  laws  and
policies,  economic  inequalities  that  limit  women's  autono-
my  and  options,  institutional  barriers  to  accessing  justice
and  support  services,  and  cultural  norms  that  perpetuate
gender  inequality.  �is  form  of  violence  o�en  creates  the
conditions  that  enable  and  perpetuate  interpersonal  vio-
lence. Non-partner sexual violence encompasses sexual vio-
lence perpetrated by someone other than an intimate partn-
er,  including  stranger  rape,  acquaintance  rape,  sexual  as-
sault in con�ict settings, and tra�cking for sexual exploita-
tion. �is category highlights that women's vulnerability to
violence  extends  beyond  intimate  relationships  to  broader
social  contexts.  Understanding violence against  women re-
quires  an  intersectional  lens  that  recognizes  how  multiple
identity  factors  interact  to  shape  experiences  of  violence.
Race and ethnicity, socioeconomic status, immigration sta-
tus,  disability,  sexual  orientation  and  gender  identity,  and
age all in�uence both vulnerability to violence and access to

support  services.  �is  intersectional  understanding  is  cru-
cial  for  developing inclusive  and e�ective  public  health re-
sponses.  �ese  de�nitions  are  not  mutually  exclusive  cate-
gories  but  rather  overlapping  concepts  that  capture  di�er-
ent  dimensions  of  a  complex  phenomenon.  A  single  act
may  simultaneously  constitute  intimate  partner  violence,
sexual  violence,  and  gender-based  violence.  For  instance,
forced sex by a husband represents both intimate partner vi-
olence and sexual violence, while also re�ecting broader pat-
terns of gender-based violence. �is conceptual framework
allows for nuanced analysis while maintaining clarity about
the speci�c manifestations and contexts of violence against
women as a public health pandemic.

Methodology

�is study employs a comprehensive analytical ap-
proach  to  examine  violence  against  women  through  a
public health framework, integrating perspectives from mul-
tiple disciplines. �e methodological design combines syste-
matic  document  analysis  with  epidemiological  data  review
to  provide  a  holistic  understanding  of  this  global  pheno-
menon.  �e  research  process  began  with  a  systematic
search  conducted  between  January  2010  and  March  2023
across major academic databases including PubMed/MED-
LINE,  Web  of  Science,  PsycINFO,  CINAHL,  and  SciELO.
Additionally,  we  examined  institutional  repositories  from
key  international  organizations  such  as  the  World  Health
Organization, UN Women, the Council of Europe GREVIO
Reports,  and  the  Inter-American  Commission  on  Human
Rights.  �is dual  approach ensured coverage of  both peer-
reviewed academic literature and authoritative policy docu-
ments. Our search strategy employed carefully selected key-
words and Boolean combinations. Primary search terms in-
cluded  "violence  against  women,"  "gender-based  violence,"
and  "intimate  partner  violence"  combined  with  "public
health," "pandemic," or "epidemiology." Secondary searches
focused on speci�c manifestations such as "femicide" or "in-
timate  partner  homicide"  paired  with  "prevalence"  or  "risk
factors."  To  capture  the  mental  health  dimension,  we  also
searched for combinations of "mental health" with "perpetra-
tors"  or  "victims"  in  the  context  of  intimate  partner  vio-
lence.

Document  selection  followed  rigorous  inclusion
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criteria. We prioritized peer-reviewed articles published be-
tween 2010 and 2023, o�cial reports from UN agencies and
regional  bodies,  government  statistics  and  action  plans,
studies providing quantitative prevalence data, and system-
atic  reviews or  meta-analyses.  Documents  were  included if
available in English, Spanish, or French to ensure broad geo-
graphic representation while maintaining feasibility. We ex-
cluded opinion pieces lacking empirical data, studies focus-
ing exclusively on single interventions without broader con-
text, documents without clear methodology, and grey litera-
ture  without  institutional  backing.  �e  analytical  frame-
work  draws  on  the  ecological  model  established  by  Krug
and  colleagues  (2003),  examining  violence  against  women
across four interconnected levels. At the individual level, we
analyzed  victim  and  perpetrator  characteristics,  mental
health factors, and personal histories. �e relational level en-
compassed  relationship  dynamics,  power  imbalances,  and
dependency patterns. Community-level analysis focused on
social  support  systems,  local  norms,  and  institutional  re-
sponses.  Finally,  the  societal  level  examined  legal  frame-
works, gender equality indices, and broader cultural factors.
Quality assessment of selected documents considered multi-
ple dimensions including methodological rigor such as sam-
ple size and study design, geographic representation to en-
sure global perspectives, validity of data collection methods
including use of standardized instruments, and temporal rel-
evance to current contexts. �is multi-faceted evaluation en-
sured  that  our  analysis  rested  on robust  empirical  founda-
tions.  �e  synthesis  approach  employed  narrative  integra-
tion  to  identify  patterns  across  di�erent  contexts  while  re-
specting  the  complexity  of  local  variations.  We  compared
prevalence  data  by  region,  analyzed  intervention  e�ective-
ness across settings, and examined gaps between policy for-
mulation  and  implementation.  �is  approach  allowed  for
nuanced understanding  while  maintaining  analytical  rigor.
We  acknowledge  several  limitations  in  this  analysis.  Lan-
guage restrictions to English, Spanish, and French may have
excluded  relevant  research  in  other  languages.  Publication
bias  potentially  favors  studies  reporting  positive  interven-
tion outcomes. Variations in how violence is de�ned across
jurisdictions  complicate  direct  comparisons.  Additionally,
administrative data sources likely underrepresent true preva-
lence due to systematic underreporting. Despite these limita-
tions,  this methodology provides a comprehensive founda-

tion for  understanding violence against  women as  a  global
public health pandemic.

Analysis

What Issues Does the Contextualization of Violence
Against Women Raise?

Violence  against  women  (VAW)  can  take  many
forms. It can be acted out through behavior, or it can be psy-
chological  and  therefore  di�cult  to  see  or  measure.  It  can
be long-lasting and last  for long periods,  or it  can be brief,
but  intense.  It  is  not  a  minor  problem  that  only  occurs  in
some  sectors  of  society;  rather,  it  is  a  global  public  health
problem  of  pandemic  proportions,  a�ecting  hundreds  of
millions of women and requiring urgent action. What is cer-
tain  is  that  violence  against  women  is  a  major  global  con-
cern,  and much attention,  resources  and sensitivity  are  re-
quired  to  put  in  place  coordinated  strategies  to  intervene
and halt its escalation and worsening. �e contextualization
of  violence  against  women problematizes  any de�nition of
violence and its limits. For example, Walby S and Towers J
(2016),  carefully  specify  the  concepts  of  gender  and  vio-
lence.  �e  concept  of  gender  includes  both  women  and
men as possible victims of violence so that they can be com-
pared. �ey include other dimensions of gender: the sex of
the perpetrator, the gender-saturated context of the relation-
ship  between  perpetrator  and  victim  (intimate  partner  or
other  family  member,  acquaintance,  or  stranger),  and
whether there is a sexual aspect to the violence. �e de�ni-
tion of violence used in this study is connected to the law, in-
volving both action and harm,  and addresses  repetition by
counting  all  violent  events.  �ey  report  having  developed
two approaches to the measurement of violence, which cor-

respond  to  the  conceptualization  of  violence:  violence

against  women  and  violent  crime  (or  the  health  conse-
quences of violence); concluding that the di�erences are not
only technical, but are linked to fundamental issues in gen-
der theory and practice; adding that while generic crime sur-
veys have generated much relevant data, the summary statis-
tics produced by o�cial agencies do not put in the public
domain the full wealth of data collected by the surveys. �-

ese same authors, in their book entitled: "�e Concept and

Measurement of Violence Against Women and Men" (2017),
focus on violence, di�erent forms of violence against wom-
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en and men. �ey point out that, these di�erences in forms
potentially have implications for their measurement. �e
boundary between violence and non-physical coercion is of-
ten unclear, so both are included so that they can be mea-
sured in relation to each other. In addition, coercion can
take nonviolent forms, but it can also include physical force;
thus, it straddles the boundary between violence and nonvio-
lence. Speci�c forms of violence or coercion such as homi-
cide/femicide; assault; sexual violence, including rape; and
female genital mutilation (FGM). In addition, they analyze
the categories of "domestic violence" and "violence against
women". �ey also ask where to �nd and collect relevant da-
ta, noting that there are two main sources: administrative
and survey. Data on violence against women and men are
collected during administrative processes by public services,
as well as a deliberate e�ort through social surveys conduct-
ed for academic researchers and governments. Determining
that, it is a challenge to ensure the use of a common set of
de�nitions and units of measurement that facilitates cooper-
ation among relevant entities and overcomes the current
fragmentation and incompatibility among data collectors,
without neglecting the requirements of particular services
(pg.103). Concluding that, the collection and public report-
ing of data on violence against women and men is currently
fragmented, dispersed across a variety of agencies and meth-
ods, using inconsistent de�nitions and units of measure-
ment. �ey suggest the implementation of a framework that
is consistent and useful for all data users, including services,
researchers, and policy makers, which would require apply-
ing the framework during the selection processes of data re-
ported to centralized national agencies. However, in some
cases, they argue, it would be necessary to change the cate-
gories within which data are collected, especially to ensure
the use of all three units of measurement (events, victims,
and perpetrators) rather than just the one prioritized by the
local service (pg.141). Equally problematic is the fact that vi-
olence is o�en de�ned in terms of physical violence, even to
the extent that sexual (physical) violence is sometimes se-
parated from physical violence and not even analyzed as
part  of  physical  violence.  International  studies,  including
those reported by WHO, argue that domestic violence, gen-
der-based violence and IPV also include and involve non--
physical types of violence (such as economic, psychological
and emotional  types  of  violence).  Violence  and violence

against women must be understood in a multifactorial way,
in relation to social and psychosocial conditions, structures
of inequality, government regimes and social movements. It
is worth noting that symbolic violence, structural violence
(con�ict and war zones), and interpersonal violence may
not be considered necessary objects of analysis. However,
all these contexts can be even more conducive to violence
against  women.  �e  thematic  complexity  of  violence
against women is such that, depending on the topic from

which it is approached, the pro�le of the perpetrator of vio-

lence depends. Recent studies investigating psychosocial per-
spectives of perpetrators of IPV and/or IPH show that there
is no single pro�le of perpetrators of this type of violence.
In fact, each subgroup of perpetrators presents speci�c char-
acteristics [17-21]. In the same direction, the study by Vig-
nola-Lévesque, C., & Léveillée, S. (2022), reveals one more
variable to this panorama, the authors report that, few of
the typologies identi�ed in the aforementioned studies, in-
clude psychological variables associated with emotional ma-
nagement, such as alexithymia. Alexithymia is de�ned as a
personality construct characterized by di�culties in recog-
nizing and distinguishing di�erent emotions and bodily sen-
sations, di�culties in expressing emotions, lack of imagina-
tion or fantasy life, and thoughts focused on external rather
than internal experience [21-23]. Di�culties in identifying
and expressing one's emotions could increase the likelihood
of engaging in violent behavior and committing homicide

[24,25]. Studies on prevalence of mental illness among perpe-
trators of intimate partner homicide (IPH), [26-29], report
that the prevalence is high in this class of perpetrators. A
study by Esther Hava García, 2021, in the prison context,

prevalence of mental illness in the Spanish prison setting, con-
cludes that 81.4% of the inmates under study had a dual
pathology (substance use disorder together with mental dis-
order), and in 10.5% of cases, referrals to psychiatric consul-
tation were motivated by the presence of psychotic symp-
toms; In terms of diagnoses, the most prevalent were person-
ality disorders (68.2%), followed by schizophrenia spectrum
disorders (13%). �e latter patients (those with schizophre-
nia) were referred for psychiatric consultation due to the de-
tection of active symptoms of psychosis in 43.6% of cases.

Factors such as psychopathy as a predictor of intimate partn-

er violence may vary according to the type of violence, for ex-
ample,  physical  versus  psychological  violence  (Robertso
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EL., et al.,  2020) or instrumental versus reactive violence
[30]. Regarding the prevalence of psychopathy among inti-
mate partner batterers, according to studies it ranges from
12% to 42% [31-34]. Although the literature on the in�u-
ence of psychopathy on IPV is extensive, there are con�ict-
ing results. Moreover, these results may di�er depending on
whether analyses are conducted based on total scores, fac-
tors or facets. �e type of sample analyzed, i.e., whether the
sample is from a correctional, community, or clinical sett-
ing,  also  plays  a  role.  Nonetheless,  several  studies  have
found  psychopathy  to  be  a  signi�cant  predictor  of  IPV
(Gomez J, et al., 2021) [35-38]. Studies have also revealed
that men who kill their partners have signi�cantly higher
psychopathy scores and lower levels of empathy, and espe-
cially those men who kill their partners have signi�cantly
higher psychopathy scores than their female counterparts
[39]

Intimate Partner Violence (IPV) and Intimate Partn-
er Homicide (IPH) is a Worldwide Fact

Despite  the  thematic  complexity  in  determining
de�nitions and collecting data around violence against wo-
men,  stemming  from  the  variety  of  reasons  given  world-
wide,  evidence  support  that  men represent  the  majority  of
perpetrators  and  women  the  majority  of  victims.  [40],  ex-
plore the role of gender in o�cially reported intimate partn-
er  abuse.  �ey  note  that  male  o�enders  continue  to  make
up the majority of o�enders with whom the police deal. In
this  case,  males  accounted  for  87%  of  o�enders,  while  fe-
males  accounted  for  13%  of  all  o�enders.  �e  most  com-
mon  form  of  violence  experienced  by  women  is  intimate
partner violence (IPV) (World Health Organization (2013).
A  study  by  González-Álvarez,  JL.,  et  al.,  2018,  points  out
that in Spain, homicide perpetrated by a partner or former
intimate partner is the leading cause of violent death for wo-
men. A global study [41], based on systematic review, con-
ducted in 66 countries found that an intimate partner com-
mitted  13.5%  of  all  homicides  and  38.6%  of  female  homi-
cides. A national study of female homicides in South Africa
(SA) found that, between 1999 and 2009, an intimate partn-
er  [42-43]  killed  approximately  50% of  victims.  �is  high-
lights that IPH is a global public health problem that must
be addressed to curb its incidences; understanding the pro-
�les of these accused individuals can help identify potential

perpetrators.  In  Spain,  the  Government  Delegation against
Gender  Violence  (2022)  has  registered  a  total  of  1,133  fe-
male deaths from 2003 to March 2022. �erefore, although
Spain is one of the countries with lower rates of IPV against
women  (IPVAW)  and  intimate  partner  homicide  against
women (IPHAW) [44-45], the rates are still alarming. Inti-
mate partners [46] kill the United Nations O�ce on Drugs
and Crime (UNODC) reports that two-thirds of murder vic-
tims in intimate relationships are women, and one-third of
female  homicide  victims.  �e  gender  pattern  of  victimiza-
tion is more consistent, with women being over-victimized
compared to men (Meuleners L, et al., 2008) [47-50]. Global-
ly, evidence suggests that men represent the majority of per-
petrators, and women the majority of victims (Melton HC,
et  al.,  2011).  Most  epidemiological  studies  analyzing  the
causes and consequences of IPV have been conducted in the
general population [50,51]; however, there is increasing sci-
enti�c  evidence  showing  an  increase  in  IPV  among  the
young  population  [52].  A  multinational  study  conducted
with  a  representative  sample  of  28  European  Union  coun-
tries,  shows  a  current  prevalence  of  physical  and/or  sexual
IPV in women aged 18-29 years of 6.1% (4% among the gen-
eral  population)  and a  lifetime prevalence  of  psychological
IPV of up to 47.9% (32% in the general population) (Euro-
pean  Union  Agency  for  Fundamental  Rights,  2015)  Like-
wise, older age has been identi�ed as a barrier to leaving a vi-
olent  relationship  [53-54].  It  is  possible  that  age  interacts
with  conditions  such  as  immigrant  status,  social  support,
economic  dependence,  functional  dependence,  etc.,  and
that  this  intensi�es  women's  vulnerability  to IPV in di�er-
ent ways across life stages [55].

Why  Is  Violence  Against  Women  A  Global  Public
Health Problem?

Violence  against  women  is  internationally  as-
sumed as a global public health problem with serious conse-
quences,  not  only  for  women,  but  also  for  their  children
and  society  in  general;  it  implies  a  socio-health  pheno-
menon  contributing  to  high  social  costs  in  terms  of  legal
procedures,  medical  care  and  social  problem  solving  [56].
Globally, it is estimated that approximately one in three wo-
men, a�er the age of  15,  experience physical  and/or sexual
violence by an intimate partner during their life course [56].
�e  reported  prevalence  of  IPV  varies  between  countries
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and  correlates  with  gender  inequalities  that,  in�uence  and
are in�uenced by norms, legislation, daily life,  socio-politi-
cal contexts, and access to resources, resulting in ostensible
disadvantages  for  women  and  in  greater  proportion  than
for  men  [57].  Violence  against  women  is  a  socio-sanitary
problem  that  requires  combined  and  synergic  action  by
health and social services to promote autonomy in its man-
agement,  mitigate  the  health  consequences  (physical  and
psychological for women and girls), and facilitate therapeu-
tic and social treatment for women victims of violence. For
the  �rst  time  in  1996,  violence  against  women  was  recog-
nized  as  a  global  public  health  problem  when  the  World
Health  Assembly  adopted  a  resolution  declaring  that  vio-
lence  is  a  major  public  health  problem  worldwide.  It
stressed the urgent need to address violence against women
and girls  from a gender perspective by analyzing its  causes
and magnitudes  toward the  goal  of  its  elimination [58,59].
Two studies by Garcia-Moreno, et al 2015, emphasize the re-
sponsibility of governments to develop action plans, includ-
ing  education  and  other  key  actions  against  gender  struc-
tures that underpin inequality between men and women, to
prevent and counter  violence against  women and girls.  In-
volving governments worldwide results in the fact that this
phenomenon of socio-health management is installed as an
obligation  of  governments  to  generate  plans,  policies  and
strategies  not  only  to  raise  awareness  among  the  general
population,  through  education  from  an  early  age;  but  also
to develop measures and strategies to counteract the occur-
rence and increase of this devastating pandemic that is vio-
lence  against  women;  and,  similarly,  to  take  appropriate
health,  social  and  economic  measures  in  health  environ-
ments, organizations, communities and provide budgets for
their  due  attention  and  solution.  For  example,  the  legally
binding 2011 Council of Europe Convention on preventing
and  combating  violence  against  women  and  domestic  vio-
lence  [60]  obliges  governments  to  take  all  necessary  mea-
sures. It is a "binding contract" - a legally enforceable agree-
ment. �is means that when a government signs a binding
convention  and  does  not  ful�ll  its  part  of  the  agreement,
any of the parties involved can take it to court. In 2017 the
CEDAW committee, the United Nations body that oversees
the Convention on the Elimination of All Forms of Discrim-
ination against Women, a�rmed the development of a bind-
ing international legal standard on state responsibility [61].

Both  CEDAW  jurisprudence  and  the  Istanbul  Convention
address  the  health  sector  as  an  important  social  actor  and
emphasize the need for access to health care, adequately re-
sourced services, and trained professionals [62,63].

Discussion

Public  Health  Approach  to  Addressing  Violence
Against  Women

�e public  health  approach to  any  problem must
be interdisciplinary and based on scienti�c data [64]. It acts
in a dynamic and interconnected way with knowledge from
many disciplines, including medicine, epidemiology, sociol-
ogy,  psychology,  criminology,  pedagogy,  psychosociology,
and economics.  �is allows the �eld of  public  health to be
responsive and innovative with respect to a wide variety of
scourges, diseases and illnesses throughout the world. Its dy-
namic  activity  demands  the  ful�llment  of  collective  objec-
tives,  interconnected  in  sectors  such  as  health,  education,
justice, social services, politics, etc., to prevent and solve the
problem of  violence against  women.  In this  order of  ideas,
this study shares a vision with the study by [65]. World re-
port  on  violence  and  health,  in  relation  to  starting  aspects
not only for violence in general, but for violence against wo-
men itself. Violence against women is the result of the inter-
related and complex action of individual, relational, commu-

nity (local) and social factors (ECLAC 2013) (Figure 1). �e

individual factor describes the characteristics of victims and
perpetrators of violence, their gender-related conditions, de-
mographic data, and physical, sexual and mental health de-
scriptors.  Psychological  characteristics  of  the  perpetrator
and victim. Categories of action such as damage (crimes),
family and delinquent (criminal) background, and conse-
quences on the physical and psychological health of the wo-

man.  �e relational  factor  describes  factors  of  economic
and psychological dependence, family ties, partner, friend-
ship, companionship, neighborhood, etc., between the vic-
tim and the perpetrator of violence against women. Cate-
gories such as violence or coercion, femicide, intimate partn-
er homicide, sexual violence, including rape, female genital
mutilation, assault, intimate partner violence, domestic vio-
lence, gender-based violence. Risk factors associated with in-
timate partner and intimate partner homicide (sociodemo-
graphic variables, situational variables, and the characteris-
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tics of the violence committed) (unemployment and low ed-
ucation of the perpetrator and being older, employed, and

having a medium socioeconomic level). �e community fac-

tor describes social classes, income levels, local measures (le-
gal sanctions, morals), community protection measures, lo-
cally perceived gender roles and stereotypes.  Risk factors
(e.g.,  legal  possession of  �rearms,  previous  violence  and
threats, time a�er relationship termination), criminogenic

environments. Socio-health care. Social organizations. �e

social factor is related to aspects related to levels of discrimi-
nation and structural inequalities between men and women,
gender roles, gender stereotypes, legislation, war zones or so-

cial con�ict, health care, social and health care measures,
prevention measures, police control strategies, etc. All these
factors necessarily imply a complex interdisciplinary analy-
sis  of  an anthropological,  sociological,  psychosocial,  eco-
nomic, epidemiological and psychiatric character. To pre-
vent and eradicate this global scourge, violence against wom-
en and girls, governments will have to contribute signi�cant
sums in their budgets for attention, prevention and eradica-
tion of such violence in all its manifestations. Likewise, it is
vitally important to recognize that scienti�c research is the
�rst link in �nding causes and circumstances, and to act ac-
cordingly to put into action e�ective social and health care.

Figure 1: Base on Krug, E, et al (2003)

Other Nuances

Not all cases of violence �t the classic gender narra-
tive and need not minimize the value and importance of the
gender perspective. Nuanced realities re�ect the complexity
of the problem, which should be acknowledged rather than
invisibilized. “Gender-based violence” can convey attention
to the disproportionate impact  that  sexual  and IPV has on
women, without implicitly suggesting that only women are
negatively a�ected as its victims. Male and female perpetra-

tors of IPV remain an area in need of further [66]. For exam-
ple,  women  frequently  present  responsibility  for  the  death
of their dependent children [67]; just as men are responsible
for fatal and nonfatal violence toward their dependent partn-
ers, to a lesser degree than men. Rates of female violence ap-
pear to increase over time, and their risk of violence is in�u-
enced by anger, resentment, hostility, and substance abuse,
just like their male counterparts. Both male and female per-
petrators  of  violence  report  similarly  high  levels  of  child-
hood adversity [68,69] suggesting that early and prolonged
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exposure to fear may be a risk factor for later violence. Simi-
larly, increased recognition of the role of multiple identities
in  framing  the  experience  of  abuse,  awareness  of  abuse  in
LGBT relationships. Violence can occur in non-heterosexu-
al couples. It is essential to expand research on the unders-
tanding of IPV without exclusions and without reductionist
point  of  views.  Professor  Julie  Goldscheid  (2015)  has  pro-
posed a model that is 'sensitive' to di�erences in context and
use. Replace the default term: violence against women with
the default term: gender-based violence or gender-based vio-
lence. As it is, the problem links men as victims and sexual
and  IPV  takes  many  forms.  Such  "gender-neutral"  terms,
the author notes, "are most useful when they describe in gen-
eral  terms a category of  behavior,  rather than a way of  de-
scribing a particular act. For example, the term 'gender vio-
lence' can be used broadly to refer to a variety of behaviors,
e.g.,  sexual  and intimate  partner  violence,  in  the  service  of
political  advocacy,  public  discourse,  and  movement  build-
ing" [70].

Public Mental Health and Violence

Public health involves multidisciplinary and empir-
ical approaches focused on the practice of prevention, treat-
ment, and alleviation of ill health and its impact on popula-
tions. �us, public mental health should focus on research,
policies  and  practices  that  in�uence  mental  health  at  the
population  level.  In  health,  social  factors,  health  care  ine-
qualities and inclusion policies are determinants. Policies re-
lated  to  violence,  and  decisions  to  engage  in  regional  con-
�icts,  can  in�uence  the  mental  health  of  populations  [71].
Economic and social factors have been considered root caus-
es of disease [72], including poor mental health. It is essen-
tial  to  recognize  that  violence  is  a  public  health  problem;
therefore,  the  health  of  women  and  girls,  require  actions
and solutions.  Public  health  can help  increase  understand-
ing of the ways in which violence and policies respond to vi-
olence, and its unequal social impact on all populations’ stra-
ta. It can be argued that the physical experience of victimiza-
tion  is  more  common  in  those  with  low  income  [73],  and
poor  mental  health  is  directly  associated  with  greater  vic-
timization;  but  even  also  in  those  with  better  resources
[74-75].  Unfortunately,  mental illness tends to be excluded
from political thinking, from government programs, which
contributes  to  mental  inequalities  and precariousness  [76].

�e occurrence and impact of violence in society has to do
with public policies,  including criminal legislation, specify-
ing  its  scope  with  data  transparency  and  visibility  [77].
Within  existing  violence  data  collection  practices  world-
wide,  there  is  strong  evidence  of  correlation  between  vio-
lence  and  structural  characteristics,  including  income  ine-
quality,  alcohol consumption rates and population density,
which necessarily generates the policy relevance of violence
control and prevention.

Precise measures to strengthen the adequate repre-
sentation of women in power, politics and in all sectors will
undoubtedly make violence against women visible and pro-
vide transparency and solutions, with direct participation in
public  bodies  and with health  approaches  to  violence  [78].
�e media should escalate to reports that recognize the im-
portance  and  seriousness  of  violence  against  women,  both
in  reference  to  victims  and  perpetrators,  which  can  bring
about structural changes. Focusing on identifying and opti-
mally assessing risks to women's health and well-being, in-
cluding violence in any of its manifestations, leads to trans-
parency and public safety. Gender equity in measuring and
responding  to  violence  can  have  bene�ts  in  the  process  of
de-stigmatization of gender role stereotypes, recognition of
rights to mental health and public safety in general.

Mental Health of Women Victims of Violence

Gender-based  violence,  particularly  violence
against  women  is  a  global  pandemic  (WHO).  Violence
against women between the ages of 15-44 years causes more
morbidity  and  mortality  than  malaria,  road  tra�c  acci-
dents, and cancer combined [79] �e lasting e�ects of men-
tal health disorders and the nature of violence against wom-
en and girls to another attack mean that psychiatric care of
patients is of vital importance [80]. �e mental health disor-
ders  su�ered  by  survivors  (post-traumatic  stress  disorder
(PTSD),  anxiety,  and depression) a�ect  their  quality  of  life
and the  health of  their  children [81].  For  example,  a  study
that  analyzed  the  e�ects  of  sexual  violence  and  mental
health  on  wound  healing  and  in�ammation  found  that
there were immunological changes in the female reproduc-
tive tract in those patients with chronic sexual abuse and de-
pression [82]. Another study describes that, without mental
health treatment,  long-term patients experienced psychotic
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episodes,  anxiety  and  depression,  with  suicide  attempts
[83]. Unfortunately, the limited rights of women worldwide
[84],  and  the  global  stigma  attached  to  addressing  mental
health disorders [85], have led to poor scienti�c research on
this  topic.  However,  scholars  have  recently  noted the  need
for  intervention in  this  �eld  [86,87]  but  the  results  remain
contradictory,  because  of  the  thematic  complexity  and  be-
cause the results may di�er depending on the analyses and
the basis of total scores, factors or facets (mental disorders).
�e  type  of  sample  analyzed,  i.e.,  whether  the  sample  is
from a penitentiary, community or clinical setting, also in-
�uences it. A holistic, integrative approach is needed to clas-
sify  and  study  the  variables  that  in�uence  violence  against
women and all its manifestations. Develop medical and com-
munity  interventions  to  improve  mental  health  outcomes
for women.

Evidence-Based  Interventions  and  Successful  Pro-
grams

�e  global  response  to  violence  against  women
has  generated  numerous  evidence-based  interventions  de-
monstrating measurable impact across diverse contexts. �-
ese programs o�er concrete examples of how theoretical un-
derstanding  can  translate  into  practical  solutions,  address-
ing  the  reviewer's  concern  about  the  need  for  speci�c,  ac-
tionable  approaches.  Community  mobilization  represents
one  of  the  most  promising  intervention  strategies.  �e
SASA!  Activist  Kit,  developed  in  Uganda,  exempli�es  this
approach through its focus on community-wide transforma-
tion of power dynamics. Rather than targeting only victims
or perpetrators, SASA! engages entire communities in ques-
tioning harmful gender norms and promoting healthy rela-
tionships.  Rigorous  evaluation  has  demonstrated  remark-
able results, with communities implementing SASA! show-
ing  a  52%  reduction  in  physical  intimate  partner  violence
and  a  76%  reduction  in  sexual  intimate  partner  violence
[88].  �e  program's  success  has  led  to  adaptation  in  over
twenty countries across Africa, Asia, and the Caribbean, de-
monstrating both e�ectiveness and scalability. Similarly, the
Stepping Stones program in South Africa illustrates how ad-
dressing  multiple  interconnected  issues  can  reduce  vio-
lence.  Originally  designed  as  a  participatory  HIV  preven-
tion  program,  Stepping  Stones  recognizes  the  intersection
between gender-based violence and HIV risk. �rough ��y

hours of programming delivered over six to eight weeks, the
intervention engages young men and women in rural com-
munities in transformative dialogue. Evaluation showed not
only  a  38% reduction  in  HSV-2  incidence  but  also  signi�-
cant  decreases  in  intimate  partner  violence  perpetration
among male participants [89], demonstrating the value of in-
tegrated  approaches.  �e  health  sector  plays  a  crucial  role
in both identifying and responding to violence against wom-
en. �e Nurse-Family Partnership program, now operating
across the United States, United Kingdom, Canada, and the
Netherlands,  provides  intensive  support  to  �rst-time
mothers through home visitation. �is approach recognizes
pregnancy  and early  motherhood as  periods  of  heightened
vulnerability  to  violence.  �rough  building  self-e�cacy,
connecting women to resources, and early identi�cation of
risk factors, the program has achieved a 32% reduction in in-
timate  partner  violence  among  participating  mothers  [90].
Economic  analysis  reveals  remarkable  cost-e�ectiveness,
with  $5.70  saved  for  every  dollar  invested,  making  a  com-
pelling  case  for  scaling  such  interventions.  In  the  United
Kingdom, the IRIS program (Identi�cation and Referral to
Improve Safety) demonstrates how brief training can trans-
form primary care responses to violence. �rough just two
hours  of  training  for  general  practice  teams,  IRIS  has
achieved a twenty-two-fold increase in identi�cation and re-
ferral of intimate partner violence cases [91]. �e program's
integration into routine healthcare and subsequent adapta-
tion for emergency departments and maternity services illus-
trates how systemic change can be achieved through target-
ed  capacity  building.  Economic  empowerment  emerges  as
another  critical  intervention  pathway.  �e  IMAGE  pro-
gram  (Intervention  with  Micro�nance  for  AIDS  and  Gen-
der  Equity)  in  South  Africa  combines  micro�nance  with
gender  and HIV training,  addressing the economic depen-
dence  that  o�en  traps  women  in  violent  relationships.
Among over 8,000 participating women in rural South Afri-
ca, the program achieved a 55% reduction in past-year phys-
ical or sexual intimate partner violence [92,93]. �is dramat-
ic  impact  demonstrates  how  addressing  structural  factors
like  economic  dependence  can  contribute  to  violence  pre-
vention.  Mexico's  Oportunidades  program,  later  renamed
Prospera, provides further evidence for economic approach-
es. �is conditional cash transfer program reached six mil-
lion households  and demonstrated that  when women con-



14

JScholar Publishers J Womens Health Gyn 2025 | Vol 12: 202

trol  the  transfers,  physical  violence decreased by 33% [94].
However, the program also revealed that cash alone is insuf-
�cient; women's control over resources emerges as the criti-
cal  factor  in  achieving  protective  e�ects.  Legal  and  justice
system  interventions  have  evolved  considerably,  with  the
Duluth  Model  from  the  United  States  representing  a  pi-
oneering coordinated community response [95]. By integrat-
ing  mandatory  arrest  policies,  prosecution  protocols,  and
batterer  intervention  programs,  Duluth  created  the  �rst
comprehensive  criminal  justice  response  to  domestic  vio-
lence. While the model has been adapted in seventeen coun-
tries, contemporary iterations increasingly incorporate trau-
ma-informed  approaches,  re�ecting  evolving  understand-
ing  of  violence  dynamics  [96].  Research  on  protection  or-
ders  across  multiple  countries  including  the  United  States,
United Kingdom, and Australia reveals their potential e�ec-
tiveness when properly implemented. Studies show 60-80%
decreases in violence when protection orders are swi�ly is-
sued and consistently enforced [97,98]. However, e�ective-
ness depends critically on having trained police o�cers and
accessible court systems, highlighting the importance of sys-
temic  capacity  building.  Mental  health  interventions  ad-
dress  the  psychological  consequences  of  violence  for  both
survivors  and  perpetrators.  Cognitive  Trauma �erapy  for
Battered Women (CTT-BW) provides evidence-based treat-
ment for intimate partner violence-related PTSD. �rough
ten structured sessions addressing trauma processing, safety
planning, and assertiveness training, 87% of participants no
longer meet PTSD criteria post-treatment [99]. �e manual-
ized  nature  of  this  intervention  facilitates  broader  imple-
mentation  across  diverse  settings.  Perpetrator  programs,
such  as  Spain's  "Programa Contexto,"  demonstrate  the  po-
tential for rehabilitation approaches. �is psychoeducation-
al program delivers ��y-two sessions over one year, address-
ing  emotional  regulation  and  challenging  traditional  mas-
culinity concepts. Evaluation shows recidivism rates of 4.6%
among  participants  compared  to  16%  in  control  groups
[100],  suggesting  that  therapeutic  approaches  can  comple-
ment criminal justice responses. Technology increasingly of-
fers  innovative  intervention  pathways.  �e  myPlan  app  in
the United States provides personalized safety planning for
intimate partner violence survivors through secure,  private
technology.  With  over  30,000  downloads,  the  app  has  de-
monstrated a 28% increase in safety behaviors among users

[101,102]. Similarly, South Africa's Soul City multimedia ini-
tiative has reached 82% of the population through television
drama,  radio,  and  print  materials,  successfully  shi�ing  so-
cial attitudes toward domestic violence over its twenty-year
operation  [103].  Analysis  of  successful  programs  reveals
common  implementation  factors  crucial  for  e�ectiveness
[104,105].  Multi-sectoral  coordination  ensures  that  health,
justice,  and  social  services  work  synergistically  rather  than
in isolation. Community engagement facilitates local owner-
ship  and  cultural  adaptation,  enhancing  both  acceptability
and  sustainability.  Sustained  funding  beyond  pilot  phases
enables programs to achieve population-level impact. Rigor-
ous  evaluation  through  continuous  monitoring  and  out-
come measurement ensures accountability and enables pro-
gram re�nement. Survivor-centered approaches that priori-
tize  safety  and  autonomy  maintain  ethical  standards  while
maximizing e�ectiveness. Finally, addressing root causes of
gender inequality rather than merely treating symptoms en-
sures lasting social transformation. �ese evidence-based in-
terventions demonstrate that violence against women, while
pervasive,  is  preventable  through systematic,  well-designed
programs. �e challenge lies not in identifying what works
but  in generating the political  will  and resources  necessary
for widespread implementation. As public health profession-
als, we must advocate for scaling these proven interventions
while continuing to innovate and evaluate new approaches
suited to emerging contexts and populations.

Conclusions

�is  comprehensive  analysis  con�rms  that  vio-
lence against women constitutes a pandemic of devastating
proportions, a�ecting 31% of women globally [106]. �e evi-
dence reveals intimate partner violence and intimate partn-
er homicide as the most severe manifestations of this crisis,
demanding  immediate  and  sustained  public  health  action.
�e  complexity  of  this  phenomenon,  spanning  individual,
relational,  community,  and  societal  dimensions,  requires
equally  sophisticated  responses  that  transcend  traditional
disciplinary  boundaries.  Our  �ndings  expose  critical  gaps
that continue to undermine e�ective responses. Data collec-
tion  systems  remain  fragmented,  with  inconsistent  de�ni-
tions  and  measurement  approaches  hampering  coordina-
tion across health, justice, and social sectors [107]. �is frag-
mentation  not  only  impedes  accurate  assessment  of  the
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problem's  magnitude  but  also  prevents  systematic  evalua-
tion of intervention e�ectiveness. Perhaps most concerning
is  the  persistent  neglect  of  mental  health  dimensions,  both
for  survivors  experiencing  trauma  and  for  perpetrators
whose untreated psychological issues contribute to violence
cycles. Despite robust evidence linking mental health to vio-
lence perpetuation and intergenerational transmission, men-
tal  health  services  remain  peripheral  to  most  violence  pre-
vention  strategies  [108].  �e  analysis  also  reveals  a  trou-
bling  implementation gap.  While  evidence-based interven-
tions  demonstrating  signi�cant  impact  exist,  as  detailed  in
our review of programs like SASA! [88],  IMAGE [92],  and
others, these remain isolated success stories rather than sys-
tematically implemented solutions. �e disconnect between
available evidence and actual practice represents a failure of
political  will  rather  than  knowledge.  Based  on  these  �nd-
ings, we propose �ve priority recommendations for immedi-
ate action. First, governments must formally recognize vio-
lence against women as a "social and health pandemic," mov-
ing beyond rhetorical acknowledgment to establish manda-
tory  action  plans  with  dedicated  budgets,  measurable  tar-
gets,  and  accountability  mechanisms.  �is  recognition
should trigger the same urgency and resource mobilization
typically  reserved  for  infectious  disease  outbreaks.  Second,
the  establishment  of  integrated  data  systems  using  stan-
dardized  de�nitions  and  measurements  across  all  relevant
sectors  is  essential.  Such  systems  would  enable  real-time
monitoring of violence patterns,  risk factors,  and interven-
tion outcomes, providing the evidence base necessary for re-
sponsive policy making. �ird, mandatory training on vio-
lence  against  women  identi�cation  and  response  must  be
implemented for all health professionals, supported by clear
protocols for routine screening, safety assessment, and refer-
ral  pathways  (García-Moreno et  al.,  2015).  �e health  sec-
tor's unique position as a common point of contact for wom-
en  experiencing  violence  makes  this  particularly  crucial.
Fourth, proven interventions must be scaled from pilot pro-
jects to population-level programs. �is includes communi-
ty mobilization approaches like SASA!, economic empower-
ment  programs  addressing  women's  �nancial  dependence,
and coordinated community responses integrating criminal
justice, health, and social services (Ellsberg et al., 2015). Scal-
ing  requires  not  just  replication  but  thoughtful  adaptation
to local contexts while maintaining �delity to core e�ective

components.  Fi�h,  perpetrator  mental  health  must  be  ad-
dressed  through  accessible  treatment  programs  integrated
with criminal  justice  responses.  Current  approaches  focus-
ing solely on punishment fail to interrupt violence cycles or
address  underlying  factors  driving  violent  behavior  [100].
�e path forward demands transformation of current frag-
mented  responses  into  comprehensive,  coordinated  strate-
gies led by public health principles. �is transformation re-
quires  moving  beyond  emergency  responses  to  individual
cases  toward  prevention-oriented  approaches  addressing
root causes. It demands integration rather than parallel sys-
tems,  with  health,  justice,  education,  and  social  services
working from shared frameworks and objectives. It necessi-
tates sustained political commitment re�ected in budget al-
locations,  policy  priorities,  and  institutional  reforms.  �e
evidence presented in this analysis is  unequivocal:  violence
against women represents a preventable public health crisis
of pandemic proportions. We possess the knowledge, tools,
and evidence-based interventions necessary to dramatically
reduce  this  violence.  What  remains  absent  is  the  political
will to implement solutions at the scale required. Every day
of  inaction  represents  lives  lost,  potential  unrealized,  and
su�ering  perpetuated  across  generations.  As  we  approach
the 25th anniversary of violence against women being recog-
nized  as  a  public  health  priority  (World  Health  Assembly,
1996), we must confront an uncomfortable truth: despite de-
cades  of  advocacy  and  research,  implementation  remains
woefully inadequate.  �e question facing governments,  in-
stitutions, and societies is not whether we can end this pan-
demic—the evidence clearly indicates we can—but whether
we choose  to  do so.  �e cost  of  inaction,  measured in  hu-
man  lives  and  su�ering,  far  exceeds  any  investment  re-
quired  for  comprehensive  prevention  and  response.  �e
time for incremental progress has passed; the magnitude of
this crisis demands nothing less than transformative action
commensurate with recognizing violence against women as
the pandemic it truly is.
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