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Intimate partner violence
against ever-partnered women
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associated factors—Results from
the violence against women
EU-wide survey
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Institut de recherche interdisciplinaire sur les enjeux sociaux, UMR8156 CNRS – U997 Inserm –

EHESS – USPN, Aubervilliers, France

Study questions: To describe the prevalence of physical, sexual, and

psychological intimate partner violence (IPV) against women in the European

Union (EU) and to search for their determinants among demographic,

socioeconomic, health-related factors, and partner characteristics.

Methods: Observational study. Data from the violence against women survey,

the first study conducted in the EU, which simultaneously measured all

dimensions of IPV and many characteristics. The EU Agency for Fundamental

Rights randomly conducted face-to-face interviews among the 28 countries

with 42,002 women aged 18–74 who resided in the survey country and spoke

the language. IPV is defined by a positive answer to at least one question

about physical, sexual, or psychological violence perpetrated by a current

or ex-partner.

Findings: Among the 40,357 women having already been in a relationship,

51.7% (51.2–52.2) reported having been victims of violence in their lifetime.

The prevalence of physical, sexual, and psychological IPV was, respectively,

20.0% (19.6–20.4), 8.4% (8.2–8.7), and 48.5% (48.1–49.0). Women, who were

younger, employed, had highly qualified work, had at least one immigrant

parent, lived in an urban setting, were unmarried, separated, divorced,

widowed, childless, cohabited with a partner, and others over the age of 18,

had worse self-perceived health, or a history of violence before the age of

15 were more likely to report IPV. It was the same when their partners had a

lower level of education, no work, were home staying, earned less than they

did, were involved in 10 years of relationship, were frequently drunk, or were

violent otherwise.

Major implication: The lifetime prevalence of reported IPV among women

in Europe is high and likely underestimated. The results emphasize the

importance of a comprehensive definition of IPV and partners’ characteristics.

They highlight socioeconomic di�erences and poorer health status for victims

of IPV.
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Introduction

Not only does intimate partner violence (IPV) against

women constitute a major violation of women’s rights, but

it also is a public health problem. IPV refers to behavior by

an intimate partner or ex-partner that causes physical, sexual,

or psychological harm, including physical aggression, sexual

coercion, psychological abuse, and controlling behaviors (1).

More than a third of women’s homicides would be caused by

IPV (2). IPV causes physical injuries, which at times may require

surgical management (3). From a psychological standpoint, IPV

is associated with incident depressive symptoms and suicide

attempts (4), post-traumatic stress disorder (5), and an increase

in drug use (6). IPV is also significantly associated with HIV

(7). Women who have experienced violence would also be

more exposed to cardiovascular diseases (8) and have molecular

alteration causing, in general, greater long-term morbidity (9).

Furthermore, IPV exposition is gradually recognized as a form

of child abuse, which harms the health of children who witness

violence (10). IPV against women is a European issue (11),

although obviously present internationally (12). Recently, the

issue of IPV has had all the media coverage during the COVID-

19 pandemic, particularly with the lockdown measures (13).

In 2013, the World Health Organization (WHO) compiled

evidence on the lifetime prevalence of physical or sexual IPV,

which has been estimated at 25.4% among European women

(14). Risk factors seemed to be identified, such as young age, low

education level, unemployment, low income, acculturation, the

experience of child abuse, divorced status, and cohabitation (15).

Available European data about IPV are derived from several,

usually asynchronous and heterogeneous studies (Appendix A).

The definition of IPV varies across studies, and its measure is

often partial, that is, considering only one or two dimensions.

Sexual and psychological IPV are often excluded from analyses.

Although one study explored up to 18 potential determinants,

most studies consider a much more limited number of

determinants at the same time. To date, no large-scale

study has been conducted in the European Union (EU) that

consistently and simultaneously measured all physical, sexual,

and psychological dimensions of IPV and a broad range of

demographic, socioeconomic, and health-related characteristics.

The present study aimed to describe the prevalence of physical,

sexual, psychological, and overall IPV against exposed women in

the EU general population and searched for their determinants

among demographic, socioeconomic, health-related factors, and

partner characteristics.

Abbreviations: CI, Confidence interval; EU, European Union; FRA, Agency

for Fundamental Rights; IPV, Intimate partner violence; MD, Missing

data; OR, Odds ratio; PSUs, Primary sampling units; WHO, World Health

Organization.

Materials and methods

Study design and participants

Data came from the violence against women EU-wide survey

(VAWS), a multi-country, population-based, and cross-sectional

study conducted by the EU Agency for Fundamental Rights

(FRA) (16). A questionnaire was developed over 2 years by the

FRA survey team composed of established academic experts and

practitioners in the field of violence against women. To develop

the questionnaire, FRA referred to the International Violence

Against Women Survey and the WHO multi-country study on

women’s health and domestic violence. Details of the methods

and response calculations have been described elsewhere (17).

A random sample was compiled using addresses of households

across the 28 member states of the EU using a two-stage

clustered stratified randomization design. Primary sampling

units (PSUs) were selected with probability proportional to size:

wherever possible, local electoral territorial units were used as

PSUs. Census enumeration districts or local authorities were

used as PSUs where local electoral territorial units were available.

Samples were stratified by geographical region and by urban or

rural character. Then a geographical cluster sampling occurred.

Addresses were randomly selected in each cluster. The survey

was introduced at the door about women’s wellbeing and safety.

All women aged 18–74 years living under the same roof in the

household who could speak one of the official languages of the

country were eligible. Only women away from the household

for 3 months or longer were excluded. A contact sheet was

developed to document the respondent selection process and

ensure that households and individuals were randomly selected.

Patient and public involvement

Agency for Fundamental Rights carried out a pilot study

in six countries in 2011 (17). This one was designed to test

the draft survey through the use of face-to-face interviews and

focus group discussions. Interviewers were trained to carry out

interviews with randomly selected women (15 respondents in

each country) and with women who were identified by women’s

shelters and other victim support organizations as having been

victims of violence (10 respondents in each country). Attention

was also given to having women from different age groups

participate. The interviews were based on a questionnaire

that the interviewer and the interviewee completed together,

followed by a cognitive interview. The cognitive interviews

explored different women’s understanding of key concepts to be

examined. They related, in particular, to experiences of physical,

sexual, and psychological violence in the intimate sphere as well

as new settings, such as internet-based social networks. The

interviews with women identified by women’s shelters and other

support organizations were recorded. Researchers listening to
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the recorded interviews used and agreed the criteria to code

instances where the interviewee had problems answering a

particular item or asked for more information. Following the

results of the pretest, FRA revised the draft survey questionnaire

before it was used. The results highlighted the role of the

associations as a resource for interviewees who would like to

continue talking about their experiences with someone after

the survey.

Procedures

Physical, sexual, and psychological IPV were defined by

a positive answer to at least one question about, respectively,

physical, sexual, or psychological violence perpetrated by a

current or previous partner (Appendix B). IPV was defined as

the manifestation of at least one type of physical, sexual, or

psychological IPV. To identify items corresponding to IPV and

choose which category each item belonged to, that is, physical,

sexual, or psychological IPV, we used the WHO definition (18).

This definition only gives four examples of physical violence,

two of sexual violence, and six of psychological violence whereas

we had 52 items to classify (Appendix B). When it was not

sufficiently precise, we used the Center for Disease Control and

Prevention definition, which gives a more exhaustive definition

of IPV, six pages long (19). Other variables were relative to

women (eight variables to demographic and socioeconomic

status, six to marital status and household composition, and five

to health) and their partners when they had one at the time of the

study (eight variables). Violence before the age of 15 was defined

by a positive answer to at least one question about violence

before the age of 15 (Appendix C). It was considered domestic

if the father, mother, brother, or sister perpetrated it. Trained

female interviewers did the measurement of all the variables.

In-person and face-to-face interviews in interviewees’ homes

were conducted using the standard questionnaire translated

into the main languages used in the EU member states. The

interviewers had to have a minimum of 3 months of experience

in random probability survey work and the ability to follow

precise instructions. They could decline to work on the project

if they were not comfortable with the topic. Training for

interviewers focused on discussion of the random methodology

and how to deal with distressed respondents. Households had to

be located by the interviewer with women after a minimum of

three visits or calls and when information about the household

was not refused by the first contact.

Statistical methods

Numeric variables were categorized. The R
R©
3.6.0 software

was used. We used the frequency function for proportions and

the Wald method for their 95% confidence interval (95% CI).

Associations were analyzed by bivariable logistic regressions.

Three models of multivariable logistic regressions were run

to control for confounding: demographic and socioeconomic

model (Model 1); marital status, couple, and home-related

model (Model 2); and health-related model (Model 3). Factors

related to women were explored only among women in couples

or having a previous couple relationship and referred to

lifetime IPV. A multivariable logistic regression model was run,

including only variables related to current partners, only among

women in couples, and referred to current IPV. All multivariable

models were adjusted on age. The odds ratio (OR) and their

95% CI were obtained with a tidy function. Each result was

weighted by svydesign and svrepdesign functions. All factors

and models were analyzed in each group of victims of overall

physical, sexual, or psychological violence. Missing data (MD)

were counted as a category.

Results

Participants

Agency for Fundamental Rights collected data between

March and September 2012. Eligible women were 77,109. The

questionnaire response rate was 42.1% (17). Less than 1% of

people contacted were unable to take part because they did not

speak one of the official languages. The statements of 42,023

women were collected, and 21 of them were removed from the

dataset at the data cleaning stage. Among 42,002 statements,

31,222 women (74%) reported being in a relationship, and

26,765 (64%) reported having been at least once in a relationship.

Descriptive data

Demographic data

Women were 30% to be over the age of 60, and 70% lived

in an urban area (Table 1). At least one of their parents was an

immigrant for 12% of them. The majority of them were married

or in a civil partnership (60%) and had children (75%).

Socioeconomic data

Most women reported a secondary level of education (43%).

The majority had paid work (52%, mainly with an employed

status), and 36% were unemployed during the past year.

Health-related data

A majority of women (69%) considered their health to be

good, and only 5% perceived a disability. They reported having

experienced child abuse in 36% of cases.
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TABLE 1 General characteristics of ever-partnered whole population and victims and non-victims of intimate partner violence.

All women Non-IPV IPV OR (95% CI)

N = 40,357 (%) N = 19,485 (%) N = 20,872 (%)

Age

MD (N = 65)

18–29 7,528 (18.7) 3,130 (16.1) 4,398 (21.1) Ref

30–39 7,992 (19.8) 3,484 (17.9) 4,508 (21.6) 0.92 (0.82–1.03)

40–49 8,368 (20.7) 4,075 (20.9) 4,293 (20.6) 0.75 (0.66–0.85)

50–59 7,574 (18.8) 3,850 (19.8) 3,724 (17.8) 0.69 (0.60–0.78)

≥ 60 8,829 (21.9) 4,918 (25.2) 3,912 (18.7) 0.57 (0.50–0.64)

Highest level of education

MD (N = 148)

Primary 14,791 (36.7) 7,663 (39.3) 7,128 (34.2) Ref

Secondary 17,335 (43.0) 8,090 (41.5) 9,245 (44.3) 1.23 (1.14–1.33)

Tertiary 8,083 (20.0) 3,665 (18.8) 4,418 (21.2) 1.30 (1.18–1.42)

Employment status

MD (N = 131)

Paid work 21,071 (52.2) 9,575 (49.1) 11,496 (55.1) Ref

Retired 6,825 (16.9) 3,773 (19.4) 3,053 (14.6) 0.67 (0.61–0.74)

Homemaker 5,326 (13.2) 2,968 (15.2) 2,359 (11.3) 0.66 (0.59–0.74)

Student, in training 2,439 (6.0) 1,097 (5.6) 1,342 (6.4) 1.02 (0.83–1.26)

Unemployed 3,472 (8.6) 1,566 (8.0) 1,907 (9.1) 1.01 (0.88–1.17)

Other 1,093 (2.7) 418 (2.1) 674 (3.2) 1.34 (1.08–1.67)

Employment during past 12 months 14,702 (36.4) 1,778 (9.1) 2,452 (11.7) 1.62 (1.41–1.86)

MD (N = 21,425)

Occupation type

MD (N = 258)

Employed 16,708 (41.4) 7,901 (40.5) 8,807 (42.2) Ref

Farmer or fisherwomen 816 (2.0) 446 (2.3) 370 (1.8) 0.74 (0.55–1.00)

Professional 1,462 (3.6) 615 (3.2) 847 (4.1) 1.24 (1.02–1.51)

Owner 2,265 (5.6) 1,073 (5.5) 1,192 (5.7) 1.00 (0.84–1.18)

Management 4,874 (12.1) 2,267 (11.6) 2,608 (12.5) 1.03 (0.92–1.16)

Supervisor 266 (0.7) 101 (0.5) 165 (0.8) 1.47 (0.96–2.26)

Manual worker/servant 10,162 (25.2) 4,807 (24.7) 5,355 (25.7) 1.00 (0.91–1.10)

Never done paid work 3,546 (8.8) 2,126 (10.9) 1,420 (6.8) 0.60 (0.52–0.68)

Citizen 39,006 (96.7) 18,949 (97.2) 20,057 (96.1) 0.69 (0.56–0.87)

MD (N = 46)

At least one migrated parent 4,844 (12.0) 2,026 (10.4) 2,818 (13.5) 1.48 (1.14–1.93)

MD (N = 442)

Type of locality

MD (N = 226)

Urban 28,082 (69.6) 12,997 (66.7) 15,085 (72.3) Ref

Rural 12,049 (29.9) 6,354 (32.6) 5,696 (27.3) 0.62 (0.55–0.69)

Married or in a civil partnership 24,754 (61.3) 13,420 (68.9) 11,333 (54.3) 0.54 (0.49–0.58)

MD (N = 114)

Cohabitation with a partner 26,286 (65.1) 13,352 (68.5) 12,993 (62.0) 0.75 (0.68–0.82)

MD (N = 487)

Children

MD (N = 47) 30,234 (74.9) 16,246 (83.4) 13,988 (67.0) 0.40 (0.37–0.44)

(Continued)
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TABLE 1 (Continued)

All women Non-IPV IPV OR (95% CI)

N = 40,357 (%) N = 19,485 (%) N = 20,872 (%)

Number of people living in the household

Under the age of 18

MD (N = 872)

0 21,982 (54.5) 10,333 (53.0) 11,650 (55.8) Ref

1 8,075 (20.0) 3,969 (20.4) 4,106 (19.7) 0.92 (0.84–1.00)

2 or more 9,429 (23.4) 4,810 (24.7) 4,619 (22.1) 0.85 (0.78–0.93)

Aged 18 and over

MD (N = 336)

1 6,507 (16.1) 2,592 (13.3) 3,915 (18.8) Ref

2 or more 33,514 (83.0) 16,745 (85.9) 16,769 (80.3) 0.66 (0.60–0.73)

Last relationship

MD (N = 3,114)

No 13,402 (33.2) 9,363 (47.0) 4,239 (20.3) Ref

Separation 16,697 (41.4) 6,008 (30.8) 10,688 (51.2) 3.85 (3.55–4.17)

Divorce 4,291 (10.6) 964 (4.9) 3,327 (15.9) 7.46 (6.50–8.57)

Widowhood 2,854 (7.1) 1,604 (8.2) 1,250 (6.0) 1.68 (1.48–1.92)

Perceived healthiness

MD (N = 26)

Good 29,095 (72.1) 14,595 (74.9) 14,500 (69.5) Ref

Fair 8,466 (21.0) 3,778 (19.4) 4,688 (22.5) 1.25 (1.14–1.37)

Bad 2,770 (6.9) 1,101 (5.7) 1,669 (8.0) 1.53 (1.31–1.78)

Limitation 5,583 (13.8) 2,186 (11.2) 3,397 (16.3) 1.54 (1.40–1.70)

MD (N = 70)

Perceived disability 1,823 (4.5) 678 (3.5) 1,145 (5.5) 1.14 (0.92–1.42)

MD (N = 34,863)

Violence before the age of 15 14,343 (35.5) 4,858 (24.9) 9,465 (45.4) 2.53 (2.33–2.75)

MD (N = 37)

Domestic violence before the age of 15 11,442 (28.4) 3,718 (19.1) 7,724 (37.0) 2.52 (2.31–2.74)

MD (N = 37)

Source: FRA Violence Against Women Survey dataset, 2012.

IPV, being a victim of intimate partner violence; OR, odds ratio; CI, confidence interval; MD, missing data.

IPV population is compared to the non-IPV population for each variable (e.g., age), and results are given by OR.

For each variable, the reference category is indicated as “Ref” (e.g., for age, the 18–29 age class is the category of reference for OR).

When not specified, “no” is used as a reference.

OR computed with logistic regression models.

MD was considered as a category.

Partners-related data

When women had current partners, those were 23% to

be over the age of 60 (Table 2). A majority of women

reported that their partner had a secondary level of education

(69%) and paid work (69%), mainly with an employed status.

A majority of women reported that their partner earned

more than them (61%). Most reported that their partner

was not drunk more than once a month (93%). Only 7%

of them declared that their partner was violent outside

the family.

Outcome data

Lifetime prevalence of IPV

The lifetime prevalence of overall reported IPV was 51.7%

(95% CI 51.2–52.2) (Table 3). The prevalence of physical, sexual,

and psychological IPV was, respectively, 20.0% (19.6–20.4),

8.4% (8.2–8.7), and 48.5% (48.1–49.0). Women could have

experienced only one or two of the three IPV dimensions

during their life or all three. Women were 6.3% to report

having experienced all three (Table 4). The most prevalent form
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TABLE 2 General characteristics of current partners of the whole population and victims and non-victims of intimate partner violence.

All current partners Non-IPV IPV OR (95% CI)

N = 31,222 (%) N = 20,199 (%) N = 11,023 (%)

Age

MD (N = 990)

18–29 3,963 (12.7) 2,166 (10.7) 1,797 (16.3) Ref

30–39 6,056 (19.4) 3,640 (18.0) 2,417 (21.9) 0.80 (0.69–0.93)

40–49 6,800 (21.8) 4,607 (22.8) 2,193 (19.9) 0.57 (0.48–0.68)

50–59 6,208 (19.9) 4,202 (20.8) 2,007 (18.2) 0.58 (0.49–0.67)

≥60 7,205 (23.1) 4,735 (23.4) 2,470 (22.4) 0.63 (0.53–0.74)

Highest level of education

MD (N = 1,251)

Primary 2,352 (7.5) 1,438 (7.1) 914 (8.3) Ref

Secondary 21,664 (69.4) 13,905 (68.8) 7,759 (70.4) 0.88 (0.76–1.01)

Tertiary 5,956 (19.1) 3,841 (19.0) 3,115 (19.3) 0.87 (0.73–1.03)

Employment status

MD (N = 1,041)

Paid work 21,465 (68.7) 13,798 (68.3) 7,666 (69.5) Ref

Retired 5,639 (18.1) 3,656 (18.1) 1,983 (18.0) 0.98 (0.88–10.8)

Homemaker 149 (0.5) 69 (0.3) 80 (0.7) 2.08 (1.20–3.63)

Student, in training 843 (2.7) 520 (2.6) 323 (2.9) 1.12 (0.81–1.55)

Unemployed 1,416 (4.5) 843 (4.2) 573 (5.2) 1.22 (1.00–1.50)

Other 669 (2.1) 417 (2.1) 251 (2.3) 1.08 (0.84–1.39)

Occupation type

MD (N = 1,188)

Employed 7,081 (22.7) 4,566 (22.6) 2,515 (22.8) Ref

Farmer or fisherwomen 900 (2.9) 568 (2.8) 332 (3.0) 1.06 (0.81–1.39)

Professional 1,365 (4.4) 846 (4.2) 518 (4.7) 1.11 (0.93–1.32)

Owner 3,149 (10.1) 2,020 (10.0) 1,130 (10.2) 1.02 (0.88–1.17)

Management 5,044 (16.2) 3,243 (16.1) 1,801 (16.3) 1.01 (0.88–1.15)

Supervisor 656 (2.1) 448 (2.2) 209 (1.9) 0.85 (0.61–1.17)

Manual worker/servant 11,184 (35.8) 7,103 (35.2) 4,081 (37.0) 1.04 (0.94–1.16)

Never done paid work 655 (2.1) 428 (2.1) 227 (2.1) 0.96 (0.70–1.34)

Drunkenness

MD (N = 1,364)

Less than a couple of times a month 28,955 (92.7) 18,713 (92.6) 10,242 (92.9) Ref

One or two times a week 674 (2.2) 304 (1.5) 371 (3.4) 2.23 (1.71–2.90)

Every day 229 (0.7) 66 (0.3) 163 (1.5) 4.53 (3.01–6.80)

Violence outside the family 2,205 (7.1) 1,012 (5.0) 1,213 (11.0) 2.32 (1.94–2.77)

MD (N = 2,024)

Earning

MD (N = 2,719)

Roughly the same than woman 5,864 (18.8) 3,770 (18.7) 2,093 (19.0) Ref

More than woman 19,179 (61.4) 12,416 (61.5) 6,763 (61.4) 0.98 (0.88–1.09)

Less than woman 3,461 (11.1) 2,001 (9.9) 1,460 (13.2) 1.31 (1.13–1.53)

Length of relation with woman

MD (N = 1,518)

<1 year 1,074 (3.4) 743 (3.7) 331 (3.0) Ref

1–10 years 9,504 (30.4) 5,085 (25.2) 4,419 (40.1) 1.95 (1.42–2.69)

(Continued)
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TABLE 2 (Continued)

All current partners Non-IPV IPV OR (95% CI)

N = 31,222 (%) N = 20,199 (%) N = 11,023 (%)

11–20 years 6,112 (19.6) 4,138 (20.5) 1,974 (17.9) 1.07 (0.78–1.48)

20–30 years 5,260 (16.8) 3,655 (18.1) 1,605 (14.6) 0.99 (0.71–1.37)

>30 years 7,755 (24.8) 5,419 (26.8) 2,336 (21.2) 0.97 (0.70–1.34)

Source: FRA Violence Against Women Survey dataset, 2012.

IPV, being the current partner of a victim of intimate partner violence; OR, odds ratio; CI, confidence interval; MD, missing data.

IPV current partner population is compared to the non-IPV current partner population for each variable (e.g., age), and results are given by OR.

For each variable, the reference category is indicated as “Ref” (e.g., for age, the 18–29 age class is the category of reference for OR).

When not specified, “no” is used as a reference.

OR computed with logistic regression models.

MD was considered as a category.

TABLE 3 Prevalence of lifetime physical, sexual, psychological, and overall intimate partner violence perpetrated by a previous or current partner.

Current partner Previous partner Current or previous partner

N = 31,222 (%) (95% CI) N = 26,765 (%) (95% CI) N = 40,357 (%) (95% CI)

Physical IPV 2,178 (7.0) (6.7–7.2) 6,439 (24.1) (23.5–24.6) 8,075 (20.0) (19.6–20.4)

MD (N = 941) MD (N = 732) MD (N = 20,262)

Sexual IPV 717 (2.3) (2.1–2.5) 2,866 (10.7) (10.3–11.1) 3,404 (8.4) (8.2–8.7)

MD (N = 1,806) MD (N = 1,461) MD (N = 22,693)

Psychological IPV 10,720 (34.3) (33.8–34.9) 13,469 (50.3) (49.7–50.9) 20,429 (48.5) (48.1–49.0)

MD (N = 5,992) MD (N = 8,884) MD (N = 17,558)

Physical, sexual, or psychological IPV 11,023 (35.3) (34.8–35.8) 13,803 (51.6) (51.0–52.2) 20,872 (51.7) (51.2–52.2)

MD (N = 5,926) MD (N = 8,673) MD (N = 17,185)

Source: FRA Violence Against Women Survey dataset, 2012.

IPV, intimate partner violence; OR, odds ratio; CI, confidence interval; MD, missing data.

of isolated IPV was psychological IPV (29.6%), and isolated

physical or sexual IPV was reported in<1% of cases. Cumulated

physical and psychological IPV was the most two-dimensional

IPV reported (12.8%). Psychological IPV was the most prevalent

isolated reported type of IPV (29.6%). Physical, respectively

sexual IPV was about 3-fold, respectively about 4-fold less

reported when the declared perpetrator was the current partner

(respectively 7.0% for the current partner vs. 24.1% for the

previous partner and 2.3 vs. 10.7%).

Bivariable associations between IPV and
characteristics of women and partners

Demographic data

Women who reported lifetime IPV had more likely at

least one immigrant parent and were more likely separated

or divorced (Table 1). Conversely, women who reported no

lifetime IPV were more than the others over 40 years old,

more often a citizen of the country where they reside, living

in rural areas, married or civil partnered, having children, and

cohabiting with their partner, several children, or others over the

age of 18.

Socioeconomic data

Women who reported lifetime IPV had more likely a higher

level of education and an intellectual profession and were

more likely employed during the past 12 months (Table 1).

Conversely, women who reported no lifetime IPV were more

than the others who retired or were homemakers and had less

often been in paid employment.

Health-related data

Women who reported lifetime IPV were more likely to

perceive their health as worse, to declare more often a disability,

and to have been victims of violence before the age of 15

(Table 1).

Partner-related data

When they reported IPV perpetrated by their current

partner, this partner was more often than the others <40 years

old, a homemaker, drunk more than once a week or every day,

violent otherwise, having a lower earning, and engaged in a

relationship of 1–10 years (Table 2). When they declared less

current IPV, their partners were more than the others, over 40

years old.
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TABLE 4 Lifetime prevalence of all combinations of reported types of intimate partner violence (psychological, physical, and sexual) in

ever-partnered women (n = 40,357).

Physical violence Sexual violence Psychological violence

N = 40,357 (%) N = 40,357 (%) N = 40,357 (%)

Physical violence 358 (0.9) 10 (0.0) 5,158 (12.8)

Sexual violence 75 (0.2) 769 (1.9)

Psychological violence 11,952 (29.6)

N = 40,357 (%)

Physical, sexual, and psychological violence 2,549 (6.3)

Source. FRA Violence Against Women Survey dataset, 2012.

The table reads as a matric, for example, 1.9% of ever-partnered women reported having experienced both IPV sexual and psychological violence in their lifetime.

The last line indicates that 6.3% of ever-partnered women experienced sexual, psychological, and physical IPV in their lifetime.

Direction and magnitude of e�ects

Associations between IPV and women’s age, current marital

status, having children, and composition of the household

not reduced to the couple were not consistent according to

which IPV dimension was considered and could be of opposite

effects. The magnitudes of associations (OR, 95% CI) ranged

from 1.24 (1.14–1.33, secondary level of education) to 7.46

(6.50–8.57, divorce as a mode of ending the last relationship)

for women’s characteristics and from 1.31 (1.13–1.53, partner

earning less that woman) to 4.53 (3.01–6.80, partner everyday

drunkenness) for partner characteristics. Results of bivariable

models for physical, sexual, and psychological IPV are reported

in Appendix D–I.

Multivariable associations between IPV and
characteristics of women and partners

Demographic data

Overall reported IPV was associated with the following

women characteristics: being younger, having at least one

immigrant parent, living in an urban setting, being unmarried,

cohabiting with a partner, or others over the age of 18, being

childless, and having been separated, divorced, or widowed

(Table 5).

Socioeconomic data

Overall reported IPV was associated with being employed

and having highly qualified work (Table 5).

Health-related data

Overall reported IPV was associated with having worse self-

perceived health and reporting a history of violence before the

age of 15 (Table 5).

Partner-related data

Overall, IPV was also associated with several partner

characteristics: lower level of education, not working or home

staying, earning less than the woman, engagement in a

relationship of 1–10 years, frequency of drunkenness, and being

violent otherwise (Table 6).

Associations by type of violence

Never having done paid work and being married or

civil partnered were significantly associated with less lifetime

reported IPV, regardless of the type of IPV (Table 5). Having

at least one immigrant parent, being separated, divorced, or

widowed, a worse perceived health, and reporting a history

of violence before the age of 15 was significantly associated

with more lifetime reported IPV but also the frequency of

partner drunkenness, regardless of the type of IPV (Table 6).

Women aged 40–49, as well as those who had children, declared

significantly more physical or sexual lifetime IPV and conversely

less psychological lifetime IPV (Table 5).

Links between health and IPV

Regarding health, there was a positive and significant

association between IPV and women’s poor perceived health

(OR close to 1.50 with regard to all dimensions of IPV), as well as

a history of violence before the age of 15 (domestic or otherwise),

regardless of the type of IPV (Table 5). Physical and sexual IPV

were also associated with more women’s limitations. There was

a positive association between each type of IPV and partner

drunkenness and between overall physical and psychological

IPV and partner violence otherwise (Table 6).

Discussion

Key results

European women reported a high lifetime prevalence of

IPV: 51.7% for overall IPV and 29.6% for isolated psychological

IPV. Psychological IPV aside, most cases were two or three-

dimensional IPV that combined physical and psychological

(12.8%) or physical, psychological, and sexual dimensions

(6.3%). The major component of the 20.0% prevalence of
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TABLE 5 Associations between overall, physical, sexual, and psychological intimate partner violence (IPV) and ever-partnered women

characteristics.

Overall IPV Physical IPV Sexual IPV Psychological IPV

OR (95% CI) OR (95% CI) OR (95% CI) OR (95% CI)

Model 1: Demographic and socioeconomic status

Age

18–29 Ref Ref Ref Ref

30–39 0.84 (0.73–0.97) 1.16 (0.93–1.44) 1.33 (0.98–1.80) 0.85 (0.73–0.98)

40–49 0.69 (0.60–0.79) 1.26 (1.03–1.54) 1.53 (1.14–2.07) 0.68 (0.59–0.79)

50–59 0.64 (0.56–0.73) 1.04 (0.86–1.28) 1.21 (0.89–1.64) 0.62 (0.54–0.72)

≥ 60 0.58 (0.49–0.68) 0.96 (0.75–1.22) 1.22 (0.82–1.81) 0.58 (0.49–0.68)

Highest level of education

Primary Ref Ref Ref Ref

Secondary 1.04 (0.96–1.12) 0.83 (0.74–0.94) 0.82 (0.70–0.96) 1.06 (0.97–1.15)

Tertiary 0.98 (0.87–1.10) 0.69 (0.59–0.80) 0.73 (0.58–0.91) 0.98 (0.86–1.12)

Employment status

Paid work Ref Ref Ref Ref

Retired 0.77 (0.51–1.18) 0.65 (0.35–1.21) 0.61 (0.25–1.46) 0.81 (0.50–1.30)

Homemaker 0.68 (0.45–1.02) 0.71 (0.41–1.23) 0.73 (0.33–1.62) 0.70 (0.44–1.11)

Student, in training 0.77 (0.49–1.21) 0.71 (0.39–1.28) 0.69 (0.29–1.64) 0.83 (0.52–1.33)

Unemployed 0.84 (0.55–1.28) 0.89 (0.51–1.55) 0.78 (0.36–1.69) 0.88 (0.57–1.35)

Other 1.38 (0.90–2.11) 1.28 (0.75–2.18) 1.75 (0.83–3.70) 1.42 (0.93–2.17)

Employment during past 12 months 1.23 (1.06–1.42) 1.19 (1.02–1.40) 1.20 (0.93–1.56) 1.22 (1.06–1.41)

Occupation type

Employed Ref Ref Ref Ref

Farmer or fisherwomen 1.00 (0.80–1.25) 1.57 (1.12–2.21) 2.38 (1.32–4.28) 0.99 (0.77–1.27)

Professional 1.25 (1.02–1.52) 1.08 (0.86–1.36) 1.16 (0.79–1.69) 1.28 (1.04–1.57)

Owner 0.05 (0.86–1.29) 1.09 (0.88–1.35) 1.09 (0.82–1.43) 1.07 (0.91–1.26)

Management 1.09 (0.97–1.23) 1.08 (0.90–1.28) 1.21 (0.95–1.54) 1.09 (0.96–1.23)

Supervisor 1.53 (1.06–2.20) 1.56 (0.94–2.60) 1.93 (1.00–3.69) 1.60 (1.07–2.38)

Manual worker/servant 1.04 (0.94–1.14) 1.14 (1.02–1.27) 1.21 (1.01–1.44) 1.05 (0.96–1.14)

Never done paid work 0.64 (0.53–0.77) 0.61 (0.48–0.77) 0.62 (0.44–0.88) 0.64 (0.54–0.76)

Citizen 0.92 (0.69–1.23) 0.91 (0.68–1.22) 1.01 (0.65–1.57) 0.88 (0.69–1.13)

At least one migrated parent 1.23 (1.07–1.41) 1.26 (1.10–1.45) 1.30 (1.05–1.62) 1.22 (1.07–1.40)

Type of locality

Urban Ref Ref Ref Ref

Rural 0.81 (0.75–0.86) 0.70 (0.37–1.42) 0.76 (0.66–0.87) 0.80 (0.74–0.87)

Model 2: Marital status and household

Age

18–29 Ref Ref Ref Ref

30–39 1.19 (1.01–1.40) 0.98 (0.79–1.22) 1.20 (0.90–1.59) 1.19 (1.03–1.37)

40–49 1.05 (0.90–1.23) 1.01 (0.83–1.24) 1.34 (0.99–1.80) 1.04 (0.90–1.20)

50–59 1.10 (0.94–1.29) 0.98 (0.79–1.21) 1.24 (0.89–1.71) 1.06 (0.91–1.24)

≥60 1.01 (0.84–1.22) 0.92 (0.74–1.14) 1.22 (0.81–1.84) 1.00 (0.86–1.16)

Married or in a civil partnership 0.55 (0.47–0.64) 0.73 (0.63–0.84) 0.64 (0.49–0.83) 0.54 (0.47–0.63)

Cohabitation with a partner 3.08 (2.55–3.71) 1.18 (0.98–1.41) 1.15 (0.87–1.52) 3.06 (2.55–3.68)

Children 0.37 (0.33–0.43) 1.50 (1.24–1.81) 1.49 (1.18–1.89) 0.37 (0.32–0.43)

(Continued)
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TABLE 5 (Continued)

Overall IPV Physical IPV Sexual IPV Psychological IPV

OR (95% CI) OR (95% CI) OR (95% CI) OR (95% CI)

Number of people living in the household

Under the age of 18

0 Ref Ref Ref Ref

1 1.01 (0.89–1.14) 1.15 (0.98–1.34) 0.98 (0.78–1.23) 1.01 (0.89–1.15)

2 or more 0.97 (0.86–1.09) 1.17 (1.02–1.34) 1.25 (0.96–1.63) 0.96 (0.85–1.08)

Aged 18 and over

1 Ref Ref Ref Ref

2 or more 0.71 (0.61–0.84) 0.76 (0.65–0.87) 0.87 (0.68–1.10) 0.72 (0.61–0.86)

Last relationship

No Ref Ref Ref

Separation 3.53 (3.19–3.89) 4.72 (4.05–5.50) 5.37 (4.09–7.07) 3.05 (3.17–3.89)

Divorce 9.24 (7.92–10.78) 10.07 (8.41–12.07) 9.53 (7.04–12.91) 9.30 (8.04–10.76)

Widowhood 2.25 (1.90–2.66) 2.55 (1.94–3.37) 3.19 (2.18–4.67) 2.25 (1.92–2.64)

Model 3: Health

Age

18–29 Ref Ref Ref Ref

30–39 0.83 (0.73–0.95) 1.08 (0.89–1.32) 1.26 (0.95–1.65) 0.83 (0.72–0.95)

40–49 0.62 (0.55–0.70) 1.05 (0.88–1.24) 1.28 (0.99–1.67) 0.61 (0.53–0.70)

50–59 0.53 (0.46–0.60) 0.80 (0.68–0.95) 0.96 (0.73–1.25) 0.51 (0.44–0.58)

≥ 60 0.40 (0.35–0.45) 0.60 (0.51–0.71) 0.77 (0.57–1.04) 0.39 (0.34–0.45)

Perceived healthiness

Good Ref Ref Ref Ref

Fair 1.39 (1.26–1.54) 1.66 (1.46–1.88) 1.67 (1.40–2.00) 1.39 (1.26–1.53)

Bad 1.59 (1.32–1.91) 1.99 (1.64–2.42) 1.77 (1.28–2.46) 1.57 (1.34–1.85)

Limitation 1.91 (0.90–4.04) 2.63 (1.15–6.05) 4.19 (1.51–11.67) 1.88 (0.94–3.77)

Perceived disability 1.04 (0.86–1.27) 0.96 (0.77–1.20) 0.95 (0.67–1.35) 1.02 (0.87–1.21)

Violence before the age of 15 2.04 (1.77–2.36) 2.17 (1.85–2.56) 2.36 (1.86–3.00) 1.99 (1.74–2.29)

Domestic violence before the age of 15 1.35 (1.16–1.57) 1.35 (1.14–1.60) 1.36 (1.05–1.75) 1.37 (1.18–1.60)

Source: FRA Violence Against Women Survey dataset, 2012.

OR, odds ratio; CI, confidence interval; MD, missing data.

When not specified, “no” is used as a reference.

OR computed with multinomial logistic regression models.

Three models were built as follows: Model 1 based on sociodemographic data; Model 2 based on marital status and constitution of the household; and Model 3 based on self-perceived

health and history of violence.

All models were adjusted on age.

Victims of each type of IPV (e.g., overall IPV, sexual IPV) are compared to non-victims considered the same type of IPV for each variable (e.g., age), and results are given by OR.

For each variable, the reference category is indicated as “Ref”.

MD was considered as a category.

physical IPV was associated with at least another type of IPV

when isolated physical IPV represented only 0.9%. Prevalence

varied systematically according to whether the reported assailant

was the current or a former partner: reported prevalence was

lower when the perpetrator was the current partner, especially

for physical (7.0 vs. 24.1%) and sexual (2.3 vs. 10.7%) IPV. All

27 screened characteristics of women or current partners were

associated with at least one IPV type or overall IPV. Among the

19 women’s characteristics, 13 remained after adjustments, and

nine were consistently associated with all IPV types and overall

IPV. Bad self-perceived health and functional limitation were

associated with reported IPV.

Limitations

The roles of age, marital status, and cohabitation with the

current partner are unclear. While being older was associated

with more reported physical IPV, being younger was associated

Frontiers in PublicHealth 10 frontiersin.org

https://doi.org/10.3389/fpubh.2022.1033465
https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org


Barbier et al. 10.3389/fpubh.2022.1033465

TABLE 6 Associations between overall, physical, sexual, and psychological intimate partner violence (IPV) and characteristics of current partners of

IPV victims.

Overall IPV Physical IPV Sexual IPV Psychological IPV

OR (95% CI) OR (95% CI) OR (95% CI) OR (95% CI)

Age

18–29 Ref Ref Ref Ref

30–39 0.83 (0.69–1.00) 1.30 (0.90–1.86) 4.50 (0.09–218.85) 0.81 (0.67–0.98)

40–49 0.70 (0.58–0.85) 1.37 (0.91–2.06) 5.74 (0.07–435.56) 0.68 (0.56–0.84)

50–59 0.86 (0.70–1.05) 1.41 (0.91–2.17) 7.99 (0.10–637.01) 0.84 (0.68–1.04)

≥60 0.92 (0.72–1.18) 1.57 (0.87–2.84) 14.58 (0.24–900.54) 0.90 (0.70–1.17)

Highest level of education

Primary Ref Ref Ref Ref

Secondary 0.82 (0.69–0.98) 0.56 (0.42–0.74) 0.44 (0.28–69.26) 0.84 (0.70–1.00)

Tertiary 0.78 (0.63–0.97) 0.43 (0.31–0.61) 0.23 (0.16–3.31) 0.81 (0.64–1.01)

Employment status

Paid work Ref Ref Ref Ref

Retired 1.31 (1.13–1.52) 1.02 (0.70–1.48) 0.63 (0.24–1.65) 1.32 (1.14–1.53)

Homemaker 1.91 (1.03–3.55) 3.03 (1.35–6.79) 2.66 (0.15–45.79) 1.76 (0.98–3.17)

Student, in training 0.89 (0.53–1.48) 1.28 (0.49–3.35) 0.54 - 0.87 (0.52–1.45)

Unemployed 1.09 (0.88–1.35) 1.47 (1.10–1.97) 1.07 (0.55–2.08) 1.10 (0.88–1.37)

Other 1.15 (0.86–1.54) 1.32 (0.83–2.10) 1.49 (0.66–3.38) 1.15 (0.86–1.55)

Occupation type

Employed Ref Ref Ref Ref

Farmer or fisherwomen 1.13 (0.89–1.44) 1.89 (1.16–3.10) 3.99 (0.57–28.07) 1.13 (0.89–1.43)

Professional 1.20 (0.94–1.52) 1.19 (0.77–1.86) 2.97 (0.47–18.96) 1.22 (0.96–1.55)

Owner 1.13 (0.97–1.32) 1.17 (0.86–1.61) 2.33 (0.52–10.44) 1.12 (0.95–1.31)

Management 1.17 (1.01–1.35) 1.11 (0.85–1.46) 1.44 (0.19–11.12) 1.15 (0.99–1.33)

Supervisor 0.83 (0.58–1.18) 0.47 (0.22–1.01) 2.09 (0.42–10.32) 0.86 (0.61–1.23)

Manual worker/servant 1.02 (0.90–1.16) 0.95 (0.77–1.17) 1.28 (0.36–4.56) 1.04 (0.92–1.18)

Never done paid work 0.85 (0.52–1.41) 0.66 (0.22–1.97) 1.36 (0.01–2.66) 0.87 (0.53–1.44)

Earning

Roughly the same than woman Ref Ref Ref Ref

More than woman 0.99 (0.88–1.12) 1.14 (0.93–1.40) 0.98 (0.62–1.57) 0.99 (0.87–1.12)

Less than woman 1.28 (1.09–1.50) 1.24 (0.85–1.79) 1.33 (0.66–2.68) 1.25 (1.06–1.47)

Length of the relation with woman

<1 year Ref Ref Ref Ref

1–10 years 1.95 (1.44–2.64) 0.88 (0.42–1.85) 0.52 (0.12–2.26) 1.95 (1.44–2.65)

11–20 years 1.09 (0.80–1.49) 1.07 (0.49–2.33) 0.36 (0.09–1.45) 1.08 (0.78–1.48)

21–30 years 0.99 (0.71–1.40) 1.14 (0.50–2.59) 0.21 (0.04–1.03) 0.96 (0.68–1.36)

>30 years 0.75 (0.54–1.04) 0.89 (0.40–2.00) 0.20 (0.03–98.94) 0.72 (0.51–1.00)

Drunkenness

Less than a couple of times a month Ref Ref Ref Ref

One or two times a week 1.65 (1.49–2.55) 3.13 (2.25–4.34) 2.62 (1.25–5.49) 1.97 (1.51–2.57)

Every days 4.32 (2.76–6.76) 8.70 (5.73–13.20) 7.58 (2.10–27.34) 4.34 (2.80–6.74)

Violence outside the family 2.22 (1.90–2.59) 4.62 (3.73–5.72) 5.95 (0.95–37.11) 2.19 (1.88–2.54)

Source: FRA Violence Against Women Survey dataset, 2012.

OR, odds ratio; CI, confidence interval; MD, missing data.

When not specified, “no” is used as the reference.

OR computed with multinomial logistic regression models.

Current partners of victims of each type of IPV (e.g., overall IPV, sexual IPV) are compared to current partners of non-victims considered the same type of IPV for each variable (e.g., age),

and results are given by OR.

For each variable, the reference category is indicated as “Ref” (e.g., for age, the 18–29 age class is the category of reference for OR).

MD were considered as a category.
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with more psychological, sexual, and overall IPV. We could

not state whether age exposure to IPV is associated with

being more aware and prone to disclose IPV. Being married

or in a civil partnership was consistently associated with less

reported IPV across all types of IPV: whether marriage is

protective against IPV while being partially a condition of

exposure or a condition that prevents women from reporting

IPV could not be determined here (20). Cohabitation with a

current partner could be associated with less or more IPV,

depending on whether analyses were adjusted or not. Telephone

recruitment of randomly selected women was used in countries

with long distances between addresses and low population

density (Denmark, Finland, and Sweden). It can have lowered

the overall response rate. The cultural settings, acceptability

of unsolicited approaches, and saturation with other surveys

could also have an effect on the resulting response rate. The

subject of violence against women, because of the general level

of interest in the topic, perceived relevance of the survey,

and experience of women could have affected the response

rate. The latter was close to that observed in the European

Working Conditions Survey (48%) (21). Standardization of the

questionnaire and interviewers’ training prevented observer bias

during data collection. The memorization effort and subjectivity

of some women’s responses could have led to a recall bias.

A misestimation of IPV prevalence is possible, notably sexual

or psychological IPV, for which some items are less objective

and may be influenced by cultural settings. However, two

recent studies supported the comparability of data between

countries (22). The interview setting in the women’s home with

the possible violent partner’s presence could have decreased

violence statements. The high difference between the prevalence

of violence perpetrated by the ex-partner and by the current

partner could be explained by a relative over-declaration of the

ex-partner perpetrated IPV and a relative under-reporting of

violence perpetrated by the current partner. There is no easy

explanation for the current partner to be less violent than the

previous partner. The existence of several ex-partners compared

to a single current one may downplay the differences, but

this does not seem to be the main source of the differences.

On the other hand, women can talk less about it. This could

mean that statements about the current partner are of limited

value due to unspeakable violence. Despite a large number of

variables for adjustment, we cannot rule out the possibility

of some residual confounding. We lack information about

the individual level (psychiatric history as antisocial behavior,

traditional genre role attitudes, substance use as marijuana or

tobacco), relational level (conjugal conflicts, pregnancy period,

women’s family structure as single parent, women’s family

education level and socioeconomic status, partner experience

of parental monitoring), and community level (laws, cultural

acceptance of IPV, media IPV normalization, social support, and

neighborhood disadvantage). We have highlighted the current

characteristics of women who have experienced IPV in their

lifetime, that is, cumulative IPV. However, we do not know

how they differ from those who were victims at the time of

the investigation, which limits our understanding of their link

to violence. Furthermore, we have studied physical, sexual,

and psychological violence separately without exploring the

possibility of another typology of violence explored in the study

of Podaná (23). The need to differentiate between different

types of VC was emphasized by Nevala, particularly in terms of

coercion (24).

Important findings

Prevalence of IPV among European women

To the best of our knowledge, VAWS is the largest

population-based survey on IPV among European women,

which provides an acceptable statistical power. The findings are

strengthened by the exhaustive, standardized, and concurrent

measure of items. Our results are consistent with compiled

results of the WHO report on European global and regional

estimates of violence against women, which is 25.4% of the

lifetime prevalence of physical or sexual IPV among ever-

partnered women (14). The COVID-19 pandemic, associated

in particular with successive lockdown periods, had a probable

impact on the IPV. However, we do not know if the prevalence

would have increased if the study had been conducted during or

after this period (25).

Links between socioeconomic position and IPV

Our results support the view that IPV would be related to

socioeconomic position, which was previously pointed out by

Reichel (26). As was found by Costa et al. for physical IPV

in Europe, manual work was associated with all types of IPV

victimization (27). Similarly, the partner’s unemployment was

associated with more physical IPV perpetration. Our findings

that age and being married are associated with less IPV are

similar to results reported previously in a meta-analysis of

prospective-longitudinal studies by Yakubovich et al. (28). Older

women may report less IPV. However, the link between young

age and IPV seems relevant as it exists even though it is

a cumulative lifetime IPV. Our results, therefore, highlight

the relevance of implementing preventive measures for young

women and men that help reduce IPV. In addition, one

study found that sexual harassment disproportionately affected

younger women (29). Furthermore, this study showed, like

our study concerning IPV, that women in higher occupational

groups were more affected by sexual harassment. This suggests

that younger age and higher occupations would put women

at greater risk of violence, in general. Women not cohabiting

with a partner and engaged in a recent couple relationship also

appear to be more specifically exposed to IPV. Our findings

that education level is a significant protective factor against IPV
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were not found for women in the meta-analyze of Yakubovich

et al. (28). Analysis of VAWS data study among young women

does not show any association between educational level and

IPV (30). Because of the transversal design of the VAWS,

we cannot establish temporality between education level and

IPV. The COVID-19 pandemic-related lockdown has likely

had unprecedented negative economic impacts and exacerbated

some of the risk factors for IPV, including job loss and reduced

income (31).

Links between a history of violence, health, and
IPV

In the same way, causality cannot be demonstrated between

women’s perceived health, the partner’s regular drunkenness,

and the perpetration of violence outside the family. Further

explorations might be necessary that follow women and partners

throughout their lifetime and analyze changes in life factors and

IPV in a repeated-measures design. As modifiable factors, their

improvement could help decrease IPV. These characteristics

could inversely help to identify IPV risk groups. Till-Tentschert

suggested that women who have experienced violence before the

age of 15 were at greater risk of experiencing physical and sexual

abuse in later life (32). The strength of association estimated in

our study and respect for temporality despite transversal design

strengthens this idea. However, child abuse was not found to be a

significant risk factor for IPV in themeta-analysis by Yakubovich

et al., where retrospective histories of child abuse were excluded

(28), and the association in our study was significant for physical

and sexual IPV but not significant for overall and psychological

IPV when child abuse was domestic. Further studies about

revictimization are needed to explain the involvement of child

abuse in the different types of IPV.

Specificity of psychological violence

As was the case of domestic child abuse, limitation, or

presence of several majors at household, physical and sexual

IPV had the most common factors. It does suggest common

mechanisms, distinct from psychological IPV. Furthermore,

psychological IPV seems to be mainly single perpetrated,

whereas physical and sexual IPV seems to be associated with

psychological IPV in most cases. Given the less important

number of studies about psychological IPV than physical IPV

in literature, despite the high prevalence of psychological IPV,

further studies about psychological IPV may be required for

understanding IPV.

Generalizability

The characteristics of the sample are consistent with

European data for age in 2019 in particular (10.8% age group

15–24 and 14.3% age group 65–79) (33). However, some women,

such as homeless persons and those living in institutions such

as nursing homes, prisons, army barracks, or student hostels,

were not included. Non-inclusion of students living in hostels

may explain the width of the confidence interval concerning

students. An underestimation of OR in this population is

possible because of the protective character of age and marriage

for overall IPV and the presence of several adults in the

household for physical and sexual IPV. Further investigation

is needed to characterize the risk in the student population.

This is especially so because the student status of the partner

is significantly associated with overall and psychological IPV in

this study.

Conclusion

While our findings in terms of IPV prevalence and

associated factors are mainly confirmatory of what can be found

in the literature (34–36), our study presents at least four main

interests that make it important. First, this survey is the first

and only survey that has been conducted in Europe at such a

scale, simultaneously across 28 countries with the same unique

method. Second, it brings robust evidence that IPV is mainly a

combination of at least two types of violence and is seldomly

the experience of a single type of violence. Third, we show that

reported prevalences dramatically vary according to whether the

perpetrator is a current or an ex-partner, inviting researchers to

find ways to control for divulgations biases in further studies

that would be related to this characteristic. Fourth, the partner

data reported here make this paper unique, especially since

the information comes from a large sample (be it the women

reporting and not the men). The results apply only to women

and do not fully describe IPV as a whole, which may concern

men. Physical IPV declared by men was estimated at 3.8%

as victims and 10.0% as perpetrators and victims at once in

Europe by Costa et al. (27). This study should not be used to

suggest that studies and interventions need to be only targeted

at women.
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