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Abstract

VAW is a major health and human rights problem in Nigeria. The study surveyed the socio-cultural
factors that determined awareness and management of victims of violence against women (VAW)
by medical care givers in three local government areas in Benin City, Edo state Nigeria. Three
instruments used for data collection were structured questionnaire, interview guide and group
discussion schedule. A total of 972 questionnaires were distributed, and analyzed using SPSS
version 20. 2 FGDs and 20 IDIs were carried out. The findings showed that the level of awareness
was high as (86.4%) medical care givers were aware of VAW. More females, (67.3%)), respondents
who are 21-38 years (63.2%), married respondents (56.4%), respondents with tertiary education
(84.2%), Christians (89.8%), nurses (50.8%), and respondents that have been in medical practice
for less than 16 years (77.8%) were aware that VAW exists. Training was a determinant of
awareness and management as 70.9% of those who had not received training were less aware of
how to manage victims of VAW. Sex, marital status, and years of practice had relative risk value of
2.482, 0.155 and 12.146 > 1 respectively indicating that they have high risk effect in determining
awareness and management of victims of VAW. The medical care givers were ignorant of the role
of social workers in the management of victims, however, 59.5% nurses were willing to integrate
social workers, with so many of other categories not willing to do so. Recommended are adequate
screening of patients for violence apart from physical signs by medical caregivers with appropriate
referral and removing cultural barriers as well as training to improve their awareness and
management of victims holistically.

Keywords: Edo, medical practitioner, socio-cultural, violence, victims, women

Violence against women (VAW) is a global problem which occurs in many forms, such as
physical, sexual, psychological, emotional, spiritual and economical (Dahlberg & Krug, 2002;
UNICEF, 2005; Aihie, 2009). It is without cultural, geographic, religious, social, economic and
national boundaries (Chitashvili & Javakhishvili, 2010). It is a term collectively used to refer to
violent acts that are primarily or exclusively committed against women basically because of their

International Journal of Progressive and Alternative Education, Volume 8 No. 1, January, 2025. 1SSN: 2408 - 6452



gender. It has continued to be recognized as a major public health concern and a violation of human
rights (Okemini & Adekola, 2012).

In 1993, the United Nations offered the first official definition of such violence when the
General Assembly adopted the Declaration on the Elimination of Violence against Women.
According to Article 1 of the declaration, VAW includes any act of gender-based violence that
results in, or is likely to result in psychological harm or suffering to women, including threats of
such acts of coercion or arbitrary deprivation of liberty whether occurring in public or private life
(United Nations General Assembly, 1993). It has also been referred to as a pattern of abusive
behavior in any relationship that is used by one partner to gain or maintain power and control over
another partner (The US Office of VAW, 2007).

The United Nations Department of Public Information (2008) estimated that globally one
in three women faces some form of gender based violence during her lifetime. According to Aihie
(2009) domestic violence which is the commonest form of VAW occurs globally. Tjaden and
Thoennes (2002) stated that in the United States of America, each year women experience about
4.8 million intimate partner-related physical assaults and rapes.The true prevalence of intimate
partner violence is unknown all over the world, but the number of the women battered or abused
every year is estimated to be ranging from 1.5 to 4 million (Abama &Kwaja, 2009). According to
Cann, Withnell, Shakespeare, Doll and Thomas (2001) an estimated 15% of rape are reported to
the police and the amount of domestic violence detected in different healthcare settings is far less
than indicated by anonymous surveys and crime figures. Also, Asian countries such as India,
Pakistan, Bangladesh, among others, have high incidence of VAW such as rape and female genital
mutilation [FGM] (UN, 2006). Women in Africa like their counterparts the world over suffer
domestic violence irrespective of class, age, religion or social status (Hamm, 2000). For example
in South Africa, VAW is said to be very high and incidents of domestic violence include battery,
beatings, torture, acid baths and rape, which greatly affect women’s health negatively (Vetten &
Bhana 2001; Rothschild, Reilly & Nordstrom, 2006).

Many scholars have put forward various reasons why VAW occurs. They include the
patriarchal nature of the society where men have the dominion over the women, religious belief,
economic and political factors (Kapoor, 2000; Karanja, 2003; World March of Women, 2000;
Okeimini & Adekola, 2012; Vingard, 2010). High domineering attitude of men according to
Udegbe (1995) and Alokan (2013) promotes domestic violence especially in the rural areas in
Nigeria. Ashimolowo and Otufale (2012) observed that the relationship between men and women
is that of senior-junior relationship. Alokan (2013) listed causes of domestic VAW to include
personality traits and mental characteristics of the perpetrators, as well as external factors in the
perpetrator’s environment, such as family structure, stress, jealousy and social context.

The effect of VAW is not only on the women but also on the children, family and the entire
society (Alokan, 2013), VAW therefore may greatly increase the health care needs and attention
women get from medical care givers. This is because most often medical care givers are the first
people that come in contact with women after violence has occurred, and also often diagnose and
treat injuries of victims of VAW. These medical care givers include medical doctors, nurses,
traditional birth attendants, local medicine healers and patent medicine dealers.

It is against this backdrop that addressing the way medical care givers manage their patients
has become imperative according to the call by the UN Secretary General (2009) as the health,
social and economic consequences of VAW are numerous, affecting the victims, their families and
the society. VAW jeopardizes women’s health and will not improve if medical care givers do not
intervene properly, thus affecting the general output and productivity of affected women. This
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could lead to low self-esteem, inability to perform economic or revenue generating functions that
enhance the social wellbeing of the victim in her family (Okemini & Adekola, 2012).

Women who are victims may remain in repeated violence attacks by their partners until
they die or commit suicide simply because they do not have access to counseling, support, referral
and follow up services that a social worker can render. Therefore the role of the social worker in
the management of victims of VAW cannot be overemphasized. In the management of
victims/patients, social workers are either scarce or absent in health institutions in Nigeria. This
therefore makes patients” management incomplete as only physical injuries are usually disclosed
and attended to without the social and psychological aspects. Dehme and Stern (2014) noted that
lack of screening, detection and counseling as well as follow up of victims by medical care givers
and social workers go a long way in affecting the patient’s recovery and maintenance of good
health. They also noted that many medical workers are usually reluctant to testify in court, due to
concerns arising from confidentiality and liability which can affect the victim’s health negatively.
It is against this backdrop that this study is designed to ascertain the level of awareness by different
classes of medical care givers on how they manage victims of VAW.

Statement of the Problem and Significance of the Study

The number of women experiencing different forms of violence is not known as many
women deny abuse and very few studies have been carried out in Nigeria (Federal Ministry of
Health, 2001). According to Abama and Kwaja (2009) it is estimated that one in every five women
faces some form of violence during her lifetime, in some cases leading to serious injury or death.
Until recently, most governments have considered violence against women (particularly
“domestic” violence by a husband or other intimate partner) to be a relatively minor social
problem. In many African countries such as South Africa, Uganda, Mozambique, Nigeria and
Ghana, women and girls experience a lot of violent attacks from both male partners and non-
partners (WHO, 2008).

Okemini and Adekola (2012) study on VAW in Rivers state on upholding the rights of
women to reduce the problem found that women victims of domestic violence are 12 times more
likely to attempt suicide than those who do not experience such violence - a very extreme negative
health effect. This is likely due to the fact that they stay with their perpetrators for too long hiding
the violence from the medical care givers even when they present signs of violence. Allen, (2014)
reported that FGM is still endemic in the southern part of Nigeria, especially in the southeast and
southwest geo-political zones with over 45 percent of its occurrence despite the law against it and
the health implication. In all these endemic areas, rural girls and women are particularly affected
as they continue to bear the health risks, social and economic costs of FGM, forced marriage, non-
consensual sex and early pregnancies. FGM is globally recognized as a blatant violation of
Fundamental Human Rights (Onwuzulike, 2008). Awuno, Obuehi and Nwankwo (2006) reported
that the knowledge and attitude towards seeking medical care in case of exposure to sexual
violence in Benin is not adequate, especially when they hide and deny the occurrence. This poses
a challenge to medical care givers awareness and management of the victims, as well as increase
costs to the society and the victims.

At present, many studies have been carried out on different aspects of VAW. Examples of
such studies include that by Oli, Igbo and Okoye (2013) on perception of acts that constitute VAW.
Haaga, Aja and Okoye (2015) carried out a study on VAW and its implications for peace and
security in Nigeria, while Antai (2011) studied traumatic physical health consequences of intimate
partner violence against women and the role of community-level factors. Also, Antai and Antai
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(2008) earlier studied the attitudes of women toward intimate partner violence among rural women
in Nigeria. While a study by Alokan (2013) noted that the issue of violence to the point of killing
the victim has often been treated as a non-issue. Until recently, none of these have focused on the
role of medical care givers. Therefore this study is designed to ascertain the level of awareness by
different classes of medical care givers and also to find out how they manage victims of VAW in
Edo State. Specifically, we need to establish the level of awareness of VAW among medical care
givers in Edo State vis-a-vis the socio-cultural factors that determine the management of victims
of VAW by medical care givers in Edo State, so as to galvanize the routes to its emendation.

The findings from the study are also expected to provide information to medical care givers
who sometimes neglect their role to victims of VAW. It may also help the administrators of
medical education to develop curriculum that will include management of victims of VAW. The
findings will also sensitize the social workers in the health services to collaborate well with other
workers, to reposition themselves in handling the social aspects of VAW and also link them with
resources appropriate for their health needs through referral and advocacy. The findings are also
expected to generate seminars and workshops to sensitize medical care givers to be pro-active in
their care roles.

Notes on Key Terms
Awareness: This refers to one having heard, seen, known or treated any woman with history of
VAW measured by the positive or negative response of medical care givers and victims of VAW.

Belief: This refers to personal conviction that victims’ management of VAW requires the role of
the medical care givers. This will be measured by the way the victims present the issues of VAW
and the response of medical care givers.

Counselling: This refers to advice given to victims who experience violence by medical care
givers. This will be measured by the effectiveness of the advice with corresponding response and
personal perception of the victims.

Domestic violence: This refers to any act of violence occurring within the family or relationship
context that affects women’s health negatively. This will be measured by the type of trauma posed
on the victim.

Health: This refers to the total wellbeing of the victim of VAW after being managed by the medical
care givers. This will be measured by the physical, social, psychological and spiritual wellness of
the victim.

Knowledge: This refers to one having information on the causes, prevention, and treatment,
rehabilitation of victims and socio cultural implications of VAW. It will be measured by the
number of cases presented to and handled by medical care givers.

Management: This refers to the way the women who are victims and survivors of VAW are being
handled or treated by medical care-givers with whom they interact during their experience in any
setting. This is done by asking questions that will reveal the causes of violence, perception, and
referral to appropriate agencies like government, non-government, religious leaders, according to
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the faith of the victims, family, police, community and social workers for counselling among
others.

Medical care givers: This refers to anyone that the victim is likely to go to for treatment, who is
directly involved in the emergency and later management of women experiencing violence. It
includes medical doctors, nurses, patent medicines vendors, herbalist or traditional medicine
practitioners etc.

Patriarchy: This refers to unequal power relationship between men and women -cultural belief of
male superiority over female being practiced by some cultures. This will be measured by the way
cultural impact of males dominates over the females that can affect the way they treat victims.

Socio-cultural Factors: These refer to the social and cultural milieu in terms of beliefs of the
medical care givers that may influence the way they care for victims. This will be measured by
individual biases to VAW.

Public policy commonly, is government’s legal instrument to ensure the operations of a sector or
agency so as to ensure that the care of the citizens is optimized. Inherent in this is the fact that such
policy indicates the government’s programme to achieve a certain goal for the good of the people.
Public policy is a statutory instrument of government, whether general or specific.

Socio- Economic Factors: These refer to the status of women in terms of income, education and
occupation as well as social and legal freedom. This will be measured by the degree of dependency
of the victims on the perpetrators.

Survivors: This refers to or describes women and girls who have experienced any form of gender
based violence which the medical care givers manage. This will be measured by the number of
previous victims of VAW that the medical care givers have managed.

Violence: This refers to any action, behaviour or attitude against women by men based on socio-
cultural factors.

Review of Some Literature

This section reviewed the empirical literatures on the socio-cultural factors that influence
causes and management of violence against women, effects of violence against women, medical
caregivers and violence against women, review of theoretical literature, social work and violence
against women, review of relevant theories.

Socio-Cultural Factors that Influence Causes and Management of Violence against Women
Culture of silence:

A United Nations study of Palestinian women refugees by Al-Usta (2012) revealed hiding
the violence aspect when victims seek the assistance of the medical body for treatment, feigning
illness. This appears to be a problem in many cultures where women do not want to disclose the
source of their problem to their medical care givers since they feel it will not make a difference.
UNFPA (2009) survey in Georgia United States found that 75% believed that domestic violence
was a private affair that should not be spoken about outside the home. Gracia and Lila (2015) in a
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study in Bulgaria revealed that the women deny any abuse and rationalize the situation by blaming
themselves, justifying the abuser’s behavior, while men viewed it a private matter that should not
come out of the family. In another study conducted in Lagos, Esere and Idowu (2009) identified
the self-reported consequences of domestic violence and how victims are treated and found
suicidal ideation and other health problems likely to be significantly as a result of VAW when they
can no longer cope with such treatments. Also, Onyejekwe (2008) reported that in northern
Nigeria, cultural orientation results in societal stigma to rape and sexual assault victims and as a
result many of them will rather not report. Similarly, Okeke (2007) in a study of Odi in Bayelsa,
Ogoni and Choba in Rivers States found that it is a taboo to discuss sex at home and that the typical
Nigerian parents go to extreme lengths to protect the public image of their daughters, especially
after the rape incidence.

Hutton, Omidian and Miller (2006) in a study in Nigeria found the culture of ostracizing
victims to be a reason for their silence about the problem of VAW when they are blamed instead
of the perpetrators for rape. Consequently, this may be why Hutton, Omidian and Miller (2006)
opined that many cases are never reported to save the honour of women and protect their family
from embarrassment, thus making awareness and management of victims difficult for medical care
givers who treat the visible injuries without the hidden aspects, leaving the victims emotionally
and psychologically traumatized. Medical care givers apart from treating injuries therefore have a
role to play in helping victims come out of the culture of silence.

In all of these studies, the common implication is that the victims are not given the right
atmosphere to receive treatment adequately because when they visit the medical care givers, the
visible injuries are taken care of or treated, leaving some very crucial aspects of the victims ‘health
unattended, making them continue with their emotional and psychological trauma. The medical
care giver who is not aware of the full history of the patient will be unable to render the necessary
management needed by the victim.

Lack of education:

Waghamode, Desai and Kalyans (2013) in their study of VAW in India found lack of
education as a common cause of VAW. Fisher (2004) in an earlier study in Chicago found lack of
knowledge regarding precursors to violence which tends to reduce victims’ ability to rationalize
the issue as abuse and seek help appropriately. In another study in Namibia Konrader (2012) found
that low levels of education underlie the violent crimes against women and children. WHO (2013)
report in Geneva in a study of healthcare professionals found them ill-equipped to deal with the
issues, since medical and nursing education in many countries does not address this problem let
alone other untrained medical care givers who are involved in the management of victims of VAW
but regard it as a criminal justice issue, so that they find it difficult to play their role effectively.
WHO (1997), in a study of emergency department of the Medical College of Pennsylvania,
Philadelphia US, found that most health workers do not assume the full responsibility of meeting
the needs of women who have been abused, thus they are unable to determine which patient is
facing violence and how to manage them.

Lack of awareness:

Waghamode, Desai, and Kalyans (2013) in their study of domestic violence in India
reported that lack of awareness by the medical care givers can affect management of victims of
VAW. They added that this lack of awareness that VAW negatively affects women's health can
increase the rate of violence by the medical care givers themselves, as patients sometimes complain
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that they are not satisfied with the way they are managed. Vingard (2010) in a study in Egypt on
nurses that care for victims of VAW, found subordination and discrimination in the healthcare
system. The nurses themselves face assault and inferiority complex as a result of gender
discrimination involving abuse with words and actions and these determine their response,
treatment and care of the victims. Weber, Levin and Jimenez, (2004) found in their analysis of
family violence-related homicides in New York City that lack of police contact is another cause
of VAW in which 71% of the cases in 2003 had no prior police contact and 87% had no current
order of protection which makes the victims to remain perpetually in the violence until it becomes
too serious.

Khosla, Mikami, Frank, Popal, Debeljack and Shaw (2013) in a study in Papau New
Guinea found that normalization of violence and its widespread acceptance can be attributed to
traditions, fear, and shame. Also, traditionalism (kastam), including such practices as bride price,
and the shame associated with discussing marital problems have resulted in widespread
understanding of VAW as a private/domestic issue socially acknowledged as a private matter and
an acceptable part of everyday life; in some cases, women may not even be aware of legal redress
available to them through courts and the judicial system and such unawareness about the issues
and limited interpersonal communication leads to VAW being an accepted and taken-for-granted
in some parts of PNG society. This can make them not to disclose the problem to the medical care
givers which will equally affect their awareness and role in managing VAW. The medical care
givers who are also members of the society may see VAW as nothing to be bothered about with a
feeling of ‘it does not matter’. Also Egan and Haddad, (2007) earlier found VAW being described
as “severe and pervasive” in Papau, New Guinea and this can affect women’s health generally
and psychologically and as well as determine how medical care givers play their role in the
management of VAW,

WHO (1997) in a study of emergency department of the Medical College of Pennsylvania,
Philadelphia US, found that most health workers have neither the time nor the training to assume
the full responsibility of meeting the needs of women who have been abused, thus they are not
aware which patient is facing violence and how to manage them. Similarly, Cann, Doll and Thomas
(2001) in a survey in Oxfordshire on knowledge role and attitude of healthcare givers found that
73% felt their profession was not involved in identifying cases. Agency for Healthcare Research
and Quality-AHRQ (2004) in a study in United Sates of America social support and distress among
inner city African-American women also discovered that training determines awareness and
management of VAW by medical care givers, adding that they can however identify and refer
victims of abuse and where feasible provide care if they are trained to do so. Thompson, et al.
(2000) discovered that lack of training makes medical care givers not to perform adequate
screening to recognize and manage victims of VAW appropriately, thereby ignoring very
important aspect of care of affected women. They found that training sessions received by health
providers helped them to identify and manage victims of domestic violence and improved primary
care providers' confidence in asking and treating victims of domestic violence. In Nigeria and in
Edo state in particular, Awuno, Obuehi and Nwankwo, (2006) found that medical care givers are
not equally known to be trained on how to manage victims of VAW as a whole, therefore
researchers are finding out the socio-cultural factors that determine the awareness and management
of victims and also to create awareness in them which will in turn increase their knowledge of how
to manage the patients and victims.

Lack of finance:
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Fisher (2004) reported that economic factors among demographic subgroups in India have
also been found to be major causes of VAW. Obi and Ozumba (2007) in their study in south eastern
Nigeria found that domestic violence is significantly associated with financial disparity in favour
of the female, because men consider themselves higher than women and should provide for the
women who should depend on them. Konrader (2016) in a study in Namibia found that economic
factors underlie the violent crimes against women corroborating Heise (1994) in a World Bank
Research report in Washington that economic reason is a cause of VAW. Esere, ldowu, Durosaro,
and Omotosho (2009) in their study of experiences of victims of intimate partner rape in Lagos,
Nigeria found that the principal causes of intimate partner Rape/Violence (IPV) were unequal
power relations, alcohol and drug dependence and jealousy. Ajegunle Community Project (2009)
study of Ajegunle women in Lagos on gender-based violence and discrimination against women
found poverty as a central factor that causes domestic violence. Aihie (2009) survey on the types
and consequences of domestic violence and the risk factors associated with VAW in Lagos,
Nigeria found causes to include economic dependency by women on men, consequently even
when the medical care givers probe to know if there is violence involved, they may not get accurate
history that will guide their management of the victims.

Unemployment (Lack of paid job):

Catalano, Lind, Rosenblatt and Novaco (2003) study in US found that high rate of
unemployment everywhere increases the incidence of domestic violence. Wadsworth (2014) study
in United Kingdom found the link between unemployment and VAW is not what one might expect.
Konrader (2016) study in Namibia found that lack of employment underlie the violent crimes
against women while Aihie (2009) in a study in Lagos found that the unemployed hypothetically
feels frustrated and angry which they labeled the ‘provocative effect’ because it shows that
unemployment introduces anger into personal relationship that would otherwise be supportive.
Programme for employment and social solidarity [PROGRESS] (2007) in Italy also found
unemployment to play a role in VAW. Eme (2014) found in Nigeria that unemployment among
youths and poverty especially among females are causal factors in VAW and a determinant of
women’s health. Also Awuno, Obuehi and Nwankwo, (2006) study on university of Benin female
medical students’ attitude in seeking medical care in case of exposure to sexual violence found
that their attitude is poor which means more health issues and security challenge for women and
their medical care givers.

Cultural factors:

Karamagi, Tumwine, Tylleskar & Heggenhougen, (2006), in a study (in interviews with
battered women) in Uganda found punishment for perceived wrongdoing by the women to be a
cause of violence by their husbands. Therefore if the medical care givers also perceive that this is
a normal phenomenon they are also not likely to see it as a problem that requires management
rather they will see it as a deserved punishment for which they have no concern about. Aihie (2001)
in a survey on VAW conducted interviews in the markets and other places of work, among girls
and young women in secondary schools and universities in Lagos state. He found patriarchy as a
cause of VAW, 64.4% of 45 women interviewed in the work place said they had been beaten by a
partner (boyfriend or husband). Khosla, Mikami, Frank, Popal, Debeljack, and Shaw (2013) study
in Puapa New Guinea found that VAW is not considered an issue within PNG because it is
normalized and accepted and to be regarded as a private issue to be discussed only within the
family. Eves (2006) found that practices like polygamy, drug use, and alcohol consumption and
such socioeconomic conditions as poverty often exacerbate the violence and add to the complexity
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of the issue thus affecting the victim’s health as well as the medical care givers awareness and
management.

Kaur and Herbert (2005) in Cleveland, England identified the medical care providers’
culture as a determinant of the management of victims of VAW. According to them, Barrier to
screening for intimate partner violence is an important health issue, as multiple barriers prevent
universal recognition and identification as medical care givers spend limited time with out-patients
visits for only 15 to 20 minutes. This will not usually provide enough time to get into extensive
discussions. They found that physician discomfort from personal experience with violence creates
a barrier to addressing the topic. Finally they reported that there is a misconception as most
clinicians do not believe intimate partner violence is a common problem and that sometimes they
may also be afraid of offending a patient by asking about abuse. Konrader (2016) found that in
Namibia marginalization, broken family system and poor socialization contribute to the violent
crimes against women. Oyekale (2014) in analysis of health care decision taking among some
tribes in some states in Nigeria found that wives in Hausa (81%), Kanuri (79%) and Fulani (76%)
in the North, indicated that decisions on households’ healthcare were solely taken by their
husbands. Most often the husband goes along with them to see the medical care givers and so, the
victims are not left alone to be with medical care givers to disclose their problem.

Ashimolowo and Otufale (2012) in their study in Ogun state found that in Nigeria, efforts
made to draw attention to the issue of gender based violence have been resisted from organized
religious body, health workers, judicial, police and social welfare officers who all see the home as
sacrosanct. This also tends to contribute negatively to management of victims as Bernard and
Bernard (1988) study in Namibia found, that understanding the perpetrators of VAW have
implications on the management of victims. WHO (2013) and Heise (1994) in a World Bank
Research report in Washington reported cultural factor as one of the causes of VAW, for instance,
beliefs of health-care professionals is a determining factor and unfortunately medical and nursing
education in many countries do not address this problem, let alone other untrained medical care
givers who are involved in the management of victims of VAW. Also, National Bureau of Statistics
(2009) data on female genital mutilation (FGM) show that the South-East and South-West of
Nigeria are the epicenter of FGM in various forms. In these two regions, 50.4 percent and 60.7
percent of women who are reported to be victims of FGM end up with one health problem or the
other.

Lack of training:

As revealed in 1988 survey of American and Canadian medical schools, fewer than half
provided formal instruction on management of violence to their students. Cann, Doll and Thomas
(2001) in south east England found that 85 percent of medical care workers in the health facility
would personally welcome training on domestic violence which meant they lacked the necessary
training to manage victims of VAW. In their findings, attitudes and knowledge were most strongly
associated with professional role in the management of victims of VAW. Kaur and Herbert (2005)
survey in Cleveland in England found that very few residency and continuing medical education
programs provided education on the topic of violence. Also they also reported that most clinicians
lack confidence as they are uncomfortable talking about violence since they feel ill-equipped to
offer help and that male clinicians have lower screening rates than their female colleagues. This is
because, they feel scared of legal obligations, court testimony, long court battles and giving
evidence in court (Kaur and Herbert 2005). Up till date, there is still no available curriculum for
medical training on how to manage victims of VAW in Nigeria. According to Ashford and Jacobs-
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Feldman (2010), training curricula for doctors, nurses, and other health personnel that include
understanding and responding to gender-based violence is imperative.

Effects of Violence against Women
Health effects (Physical):

Rogayaah, Rodriguez, Siti, Zulkifi and Zalina (2006) found in Malaysia that severe injuries
immediately following battering included recurrent traumatic abortions, fractured limbs, burns,
stab wounds, head injuries etc. Alokan (2013) revealed in a study in Nigeria that victims of wife
battery are reported to suffer from physical and psychological pain which medical care givers
manage. Coker, Smith, Bethea, King and McKeown (2000) study in US found physical and
psychological abuse linked to a number of adverse physical health effects including arthritis,
chronic neck or back pain, migraine, frequent headaches, stammering, visual problems, sexually
transmitted infections, chronic pelvic pain, and stomach ulcers. Egan and Haddad, (2007) found
VAW described as “severe and pervasive” in Papau New Guinea and this can affect women’s
health generally and psychologically and as well as determine how medical care givers play their
role in the management of VAW,

Barbara and Kass-Bartelmes (2004) reported that some women in a united states have
acquired hearing defect from slapping, and common forms of abuse as shouting at a partner (93%),
punching and kicking (40%) or pushing (77%) and these can also result in psychological and
emotional disturbances which may not be known to medical care givers unless with adequate
screening. Crime Watch (2016) in Benin City, Nigeria reported murder as the cruelest form of
VAW which is found in every society especially when victim tries to escape a relationship with a
partner. Waghamode, Desai and Kalyan (2013) found that in India tortures during pregnancy
which can put the unborn baby and the mother in danger, increase the chance of miscarriage,
infection, premature birth and sometimes death of the baby exist.

Chukwu, Scent, Emeka, Obi, and Kalu (2013) in a study of the eastern Nigeria found that
FGM results in incision on the vaginal wall resulting sometimes in damage of the urinary bladder/
urethral opening or rectum and anus. This causes vesico-vaginal fistula (VVF), a condition that
makes women leak urine, reduce their self-esteem and cause psychological problem increasing the
health care burden for medical care givers who are already in a limited number. Okemini and
Adekola (2012) in a study of VAW in Ikwerre ethnic nationality in Nigeria on upholding the rights
of women found that women who are victims of domestic violence are 12 times more likely to
attempt suicide than those who do not experience such violence - a very extreme negative health
effect that results from depression and hopelessness. Also, Waghamode, Desai & Kalyan, (2013)
found that suicide in India is 12 times as likely to have been attempted by a woman who has been
abused by one with whom they live.

Social effects:

Weber and Levin (2002) in a study of New York City survivors of domestic violence found
social effects of culture to impact medical care givers  awareness and management of victim and
the women are scared of stigmatization by medical care givers from their culture who may not be
willing to discuss issues of VAW. Another finding is that some are scared that what they tell the
medical care giver may be told to the community which can lead to low esteem, social stigma,
feeling of inferiority complex and inability to interact actively for fear of being mocked and
stigmatized. They also found out that victims of VVVF suffer from inability to associate with others,
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keeping to themselves and probably even dressing in some ways to cover bruises. This could result
in serious mental health problem for the victim and her relatives increasing the cost of medical
care and management. The normalization of violence in PNG, and its widespread acceptance, can
be attributed to traditions, fear, and shame. Traditionalism (kastam), including such practices as
bride price, and the shame associated with discussing marital problems have resulted in widespread
understanding of VAW as a private/domestic issue (Egan & Haddad, 2007; McLeod, 2005) so that
in such a context, normalization of VAW results in a lack of discussion of the social effects and
the associated stigma, fear, and shame ensures that they are often underreported and seldom
discussed and results in a reliance on informal systems of redress and/or compensation, if any
(Egan & Haddad, 2007). This can affect women’s health generally and psychologically, as well
as determine awareness by medical care givers and how they play their role in the management of
VAW.

Psychological implication:

Dodd (2009) in his study of VAW in London found self-reported consequences of intimate
partner rape/violence by victims included amongst others: sleep disturbances (18.18%); excessive
fear and anxiety (9.09%) and hatred for men (4.55%). These findings confirm that intimate partner
rape/violence may be playing significant but salient role in the poor state of mental health of
Nigerian women, why many survivors tend to develop hatred and phobia or fear of more abuse or
violence. Waghamode, Desai, and Kalyans (2013) in India found that dowry demands by the men
and relatives also poses a major mental health demand on the women who have to remain in
abusive relationships in marriage adding to their stress and that of the medical care givers.

Esere Idowu Durosaro and Omotosho (2009) i in thelr study of experlences of victims of

a pal causes of
|nt|mate partner rape/wolence (IPV) were unequal power relatlonshlp Krantz Van Phuongb,
Larssonc, ThiBichThuand, and Ringsbergc (2005) in a qualitative study of Vietnamese women
found that VAW hurts the dignity and pride of women and has a deeper psychological effect which
can result in suicide, usually undermined by medical care givers. Also, Coker, Smith, Bethea,
King and McKeown (2000) study in US found psychological abuse linked to poor health effects
such as depression. Waghamode, Desai and Kalyan, (2013) in their study in India, Bangladesh and
Sri Lanka, also found that women are victims of mental or psychological torture from abusive
words by family members in front of others which could result in mental illness. Aihie, (2009) in
a study in Lagos found that some traditions and norms within some African traditional culture
regard wife battering and widowhood treatment as normal which can result in negative physical or
psychological health of the victim which may equally determine the medical care givers response
to the victims.

This work presents the analysis of the data obtained from the field work of the study
conducted between June and December 2017. A total of one thousand, one hundred and ten (1,110)
of the survey instruments were administered to respondents who were medical care givers drawn
from the three selected local government areas (Oredo, Egor and Ikpoba- Okha) of Edo state for
the study. The sample were obtained through purposive technique. All the survey instruments were
other-administered to ensure a high return rate by field assistants and the researcher. Out of the
1,110 questionnaires distributed, 972 copies of the survey instruments were correctly filled and
returned. Out of the other 138 copies, 57 were not properly filled, and 81were not returned as some
of the respondents who gave time for collection could not be reached due to shifting nature of their
job and other reasons. This gave a return rate of 88%, the data analysis was therefore based on the
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nine hundred and seventy-two (972) valid copies returned. Also integrated in the analysis are
qualitative data collected through FGDs with doctors and nurses and IDI with doctors, nurses,
patent medicine dealers (Chemist shop operators), traditional medical care givers and victims of
VAW (4 each) to support the respondents’ views from the questionnaire.

Findings
The study discovered the following: That,

i That the most predominant category of the sampled respondents were the Nurses (50.8%)
while the patent medicine dealers were the least (9.8%).

ii. 29.6% of the respondents were resident in Ikpoba- Okha, 32.7% were in Egor, while 37.7%
were in Oredo LGA. This indicated that most respondents were from Oredo LGA, Edo State.

iii. The level of awareness among respondents was very high, 86.4% of medical care givers
were aware of VAW while only 10.3% were not aware and 3.3% were not sure.

iv. Slightly above half (51.0%) of medical care givers who were aware of VAW were nurses.
V. 49.7% were willing to be involved in awareness creation of VAW while 54.9% of doctors
were willing not willing to be involved in creating awareness see table 25.

Vi. Among the nurses, only 48.3% had attended seminar, while the doctors (31.7%) had

attended the seminar on VAW. Non among the traditional and patent medicine dealers had
attended seminar.

vii.  Among the government employed medical care givers, 29.1% encountered victims very
often, whereas among the unemployed, 20.0% encountered victims very often. A greater
percentage rarely encountered victims.

viii.  Most nurses (75%) treat visible injuries and refer victims. The proportions of doctors
(52.6%) that treat visible injuries and refer victims were very close in treating visible injuries and
counselling victims respectively (52.6% & 56.2%).

iX. trained medical care givers was 0.096 times that hat received training were more aware of
how to manage victims of VAW than those who have no training on VAW - This indicated that
many medical care givers were aware of the VAW than they have victims that they treat.

X. medical care givers who perceived that they have role to play was 0.588 times as likely to
have knowledge of how to manage victims of VAW more than those who perceived not. This
showed that Medical care givers who perceived they have no role to play in the management of
victims of VAW have knowledge of how to manage victims of violence than those who perceive
that they have role to play.

Xi. medical care givers who treat/Screen was 0.225 times as likely to have knowledge of how
to manage victims of VAW more than those who did not screen. This indicated that medical care
givers who do not screen for VAW are likely to have knowledge of how to manage victims than
those who screen for VAW.

xii.  medical care givers who believed that VAW is not a private affair and treat/counsel the
victims were 1.057 times as likely to have knowledge of how to manage victims of VAW more
than those who accept that the VAW is a private affair- this indicated majority of the medical care
givers reject the fact that VAW is a private affair.

A Brief Analysis and Conclusion
The presentation of the analysis and result of the study followed a definite sequence to
make for easy comprehension. That is, the chapter is structured in four different sections namely,
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Section A; which discussed the socio-demographic characteristics of respondents, section B, the
substantive issues of the research which includes; awareness, management, socio-cultural factors,
major impediments, how best to improve the awareness/management of victims and integration of
social workers roles in the management of VAW among medical care givers, Section C was based
on the test of hypotheses proposed in the study, while Section D presents the discussions of the
findings.

Logistic regression analysis was used to predict the influence of some socio-demographic
variables on factors predicting knowledge of the management of VAW, and ascertain how the
challenges mentioned by respondents affect their awareness and management of victims of VAW.

This research study examined the socio-cultural factors that determined awareness and
management of victims of violence against women (VAW) in Benin City, Edo State. In conclusion,
though, awareness of VAW is very high, few cases of VAW were reported, hence making those
with the training on VAW lacking victims to treat. The major focus of the study was to examine
the level of awareness of victims of VAW by medical care givers, find out how they carry out their
care for victims, find out impediments as well as best practices to improve their awareness and
find out how the role of social workers can be involved in the management of victims of VAW.
Considering the reason for this study being that of finding out the socio-cultural factors that
determine Medical care givers’ awareness and management of victims of VAW, extra work needs
to be done getting information from patients that will link them to establishing VAW, and
screening of victims for evidence of VAW. The study was timely in the face of so much violence
against women and girls to enlighten both the victims and medical care givers what constitutes
VAW (Oli, Igho & Okoye, 2013) and educate them on their roles in ensuring a proper management
of the victims. Those who admitted that VAW is not a private matter were ready to be involved in
awareness creation about VAW.

Recommendations

To be aware of victims of VAW and how to manage them effectively in Nigeria, all
stakeholders must be involved—medical care givers, the communities, religious groups,
institutions, government at all levels. Accordingly, to the government to formulate an adequate
public policy that could help achieve a holistic management of victims of VAW in Nigeria, the
following could also be considered.

In the first place, the victims of VAW must be counselled to be courageous enough to
report their violence experiences to Medical care givers. creating awareness about it.

Another suggestion is that seminars and workshops to create awareness about VAW should
be organized. There is the need to create awareness at these fora, to underscore the fact that Health
care givers needed to be aware of VAW and manage victims properly.

Also, there should be public enlightenment through the mass media on the negative effects
of domestic violence against women, especially wife battery the health outcomes.

Moreover, religious leaders too should vigorously teach against marital violence in their
places of worship. Youths should be encouraged and taught to detest and not imitate brutish
treatment of wives and partners around them.

Importantly, social workers and public policy technocrat should play their roles well in
sensitizing the general public through seminars and training workshops on the negative health
effects of VAW as well as create awareness in medical caregivers about their roles in the
management of victims. They should educate the women to always report cases of abuse in any
form and to divulge to medical care givers when it happens to help them manage victims better.
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Finally, in the event of any governmental intervention, extra care must be taken to avoid
breaking family ties/ marriage, medical care givers should respect the victim’s autonomy and allow
her to make her own decisions. There must be awareness that supporting assertiveness for a
battered wife may lead to more beatings or even death.
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