
 

 

 

REGIONAL OFFICE FOR EUROPE 
____________________________ 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

SCHERFIGSVEJ 8 
DK-2100 COPENHAGEN Ø 

DENMARK 
TEL.: +45 39 17 17 17 

TELEFAX: +45 39 17 18 18 
TELEX: 12000 

E-MAIL: POSTMASTER@WHO.DK 
WEB SITE: HTTP://WWW.WHO.DK 

EUR/00/5019784 
ENGLISH ONLY 

UNEDITED 
E69952 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

VIOLENCE 
AGAINST WOMEN 

 
 
 

Report on the 
1999 WHO Pilot Survey in Tajikistan 

 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
2000 EUROPEAN HEALTH21 TARGETS 4,9 



 
 

 

EUROPEAN HEALTH21 TARGET 4 

HEALTH OF YOUNG PEOPLE 
By the year 2020, young people in the Region should be healthier and better able to fulfil their roles 

in society 
(Adopted by the WHO Regional Committee for Europe at its forty-eighth session, Copenhagen, September 1998) 

 

EUROPEAN HEALTH21 TARGET 9 

REDUCING INJURY FROM VIOLENCE AND ACCIDENTS 
By the year 2020, there should be a significant and sustainable decrease in injuries, disability and 

death arising from accidents and violence in the Region 
(Adopted by the WHO Regional Committee for Europe at its forty-eighth session, Copenhagen, September 1998) 

 
 
 
 
 

ABSTRACT 
 

This report contains the findings of the 1999 Pilot Survey on Violence against Women in 
Tajikistan, the first of its kind conducted by the WHO Regional Office for Europe 
(WHO/EURO). It was carried out in response to the recommendations of the 1997 
WHO/EURO Technical Meeting on Strategies to Combat Violence, which called on WHO 
to assist Member States in obtaining reliable estimates of the prevalence of violence 
against women. The findings, which were presented at a Workshop in Dushanbe in 
March 2000, point to the high levels of violence experienced by women from all walks of 
life. A wide-ranging set of recommendations was drawn up calling for information 
campaigns, rehabilitation services for women victims, training of health professionals, 
setting up of interdisciplinary task forces, research and child protection measures. These 
will be circulated widely among all relevant parties in Tajikistan and in the wider WHO 
European Region in order to raise awareness and bring about change. 
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Foreword 

This report contains the findings of the 1999 Pilot Survey on Violence against Women in 
Tajikistan, carried out by the Family and Reproductive Health unit of the WHO Regional Office 
for Europe, in cooperation with the Swiss Agency for Development and Cooperation (SDC), the 
United Nations Development Programme (UNDP) Tajikistan, the Women and Development 
Bureau Tajikistan, the Tajik nongovernmental organization Open Asia and a number of external 
consultants. Financial support was also received from the Italian Cooperation Agency. 
 
The pilot survey is the first of its kind to be conducted by the WHO Regional Office for Europe. 
It was developed in response to the recommendations of the Technical Meeting on Strategies to 
Combat Violence against Women in the European Region, held by the WHO Regional Office for 
Europe in December 1997. This Meeting called on WHO to assist Member States in obtaining 
reliable estimates of the prevalence of violence against women in the Region, and proposed that 
a pilot study be conducted in a country in the European Region. Tajikistan was selected from 
among those countries which expressed interest in the idea. The survey was carried out in 
accordance with Targets 4 and 9 of HEALTH21 (the health for all policy framework for the WHO 
European Region), which aim respectively at promoting the health of young people and reducing 
injuries, disability and death arising from accidents and violence, including domestic violence. 
 
The overall objective of the survey was to collect accurate data on the prevalence of violence 
against women in Tajikistan as a first step towards drawing up a national strategy to combat the 
problem. The survey was carried out by a specially trained team of local experts through a 
questionnaire used in face-to-face interviews with 900 women and girls (aged 14–65 years) in 
three areas of the country: Khatlon, Leninabad and the Regions of Republican Subordination 
(RRS), including the capital, Dushanbe. 
 
The findings were presented at a Workshop held in Dushanbe on 29–30 March 2000, and point 
unequivocally to the high levels of violence experienced by women in all walks of life in the 
areas covered by the survey. The Workshop was attended by representatives of the Tajik 
Government of Tajikistan, international organizations such as UNDP, the United Nations 
Children’s Fund (UNICEF) and the United Nations High Commission for Refugees (UNHCR), 
in addition to WHO, local nongovernmental organizations and other experts and academics. A 
wide-ranging set of recommendations for future action was drawn up, calling for information 
and education campaigns, rehabilitation and support services for women victims, training of 
health and other professionals, setting up of interdisciplinary task forces, child protection 
measures, more research and financial assistance. 
 
World Health Assembly Resolutions 49.25 (1996) and 50.19 (1997) define violence as a public 
health problem and commit WHO to preventing violence, in particular violence against women 
and children. This report and recommendations will, therefore, be circulated widely among all 
relevant partners, not only in Tajikistan but also in the wider WHO European Region and even 
further afield, in order to raise awareness, inspire action and thereby contribute to a 
comprehensive and sustainable process of change. 
 

Dr Viviana Mangiaterra 
Family and Reproductive Health Unit 

WHO Regional Office for Europe 
Copenhagen, April 2000 
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1. Introduction: background, rationale and aims of the survey 

Violence against women is a global phenomenon which cuts across all cultures, religions and 
socioeconomic groups. Violence against women can occur in any phase of a woman’s life cycle. 
Beginning before birth with sex-selective abortions and at birth when female babies may be 
killed by parents who are desperate for a son, violence continues to have a profound effect on 
women throughout their lives. As young children, girls may be given less food and health care 
than their brothers. Girl children are much more likely than their brothers to be raped or sexually 
assaulted, either by family members or non-family members. The genitalia of infants and young 
girls may be operated on, without anaesthetic, for a variety of cultural reasons. If an unmarried 
woman is raped she may be forced to marry her aggressor, or she may end up in prison for 
committing a criminal act. If she becomes pregnant before she is married, she may be beaten, 
ostracized or murdered by family members, even if her pregnancy is the result of a rape. After 
marriage, the greatest risk of violence continues to be in women’s own homes, where they may 
be humiliated, beaten, raped or killed by their husbands. In times of armed conflict and 
displacement, these risks are even more acute, with civilian girls and women being targeted for 
reprisals by the fighting factions.1 
 
It is extremely difficult to assess accurately the prevalence of different forms of violence against 
women in families. Violence is a highly sensitive area that touches on fundamental issues of power, 
gender and sexuality. As violence is commonly perpetrated by a woman’s partner, often in her 
home, it is often considered as private, out of the realm of public debate or exploration. Such factors 
have, until recently, meant that violence against women remains largely hidden and undocumented. 
 
However, a growing body of international research has been conducted into violence against 
women, which indicates that the most common type of violence is domestic. Among the most 
prevalent forms of violence are those perpetrated against women by intimate partners and ex-
partners, including the physical, psychological and sexual abuse of women. Where prevalence 
studies exist, they indicate that 16–50% of married women report some form of physical 
violence by their partners (Table 1). Although comparisons between studies must be made with 
caution because of differences in definitions, sample sizes, data collection approaches and 
cultural factors, it is clear that violence affects a significant proportion of women around the 
world, with grave consequences for themselves and their children. 
 
 

Table 1. Prevalence of violence against women in different countries 
 

Country Year of 
study 

Sample size Percentage of adult women 
who have been physically 

assaulted by intimate partner 

Percentage of adult women who 
have been sexually victimized 

by intimate partner 

Turkey 1998 599 57.9 51.9 
United States 1998 8 000 22.1 7.7 
Canada 1993 12 300 29 8 
Nicaragua 1993 360 52.2 21 
Mexico 1996 384 40 42 

Source: WHO global data base on violence against women. 

                                                 
1 Summerfield, D. The effect of conflict on civilian populations. In: Black, D. et al., ed. Psychological trauma: a 
development approach. London, Gaskell, 1997 (ISBN 090 2241 982). 
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Violence against women emerged as a focus of international attention and concern in the 1990s, 
and has been recognized by the UN as a fundamental abuse of women’s human rights. The 1994 
UN Declaration on the Elimination of all Forms of Violence against Women defines violence as: 
 

… any act of gender-based violence that results in, or is likely to result in, physical, sexual or 
psychological harm or suffering to women, including threats of such acts, coercion or arbitrary 
deprivation of liberty, whether occurring in public or private life. (Article 1)2 

 
Article 2 of the Declaration states that the definition of violence against women includes, but is 
not limited to, acts of physical, sexual, and psychological violence in the family and in the 
community. An example of additional forms of violence is economic violence. 
 
There can be no doubt that violence against women dramatically increases their risk of poor health. 
In many countries, violence against women is predominantly perceived as a legal issue, although 
such violence has wide-ranging physical, mental and reproductive health consequences. According 
to WHO, physical and sexual abuse are a major cause of morbidity and mortality worldwide. The 
effects of violence can be devastating to a woman’s reproductive health as well as to other aspects 
of her physical and mental wellbeing. In addition to causing injury, violence increases women’s 
long-term risk of a number of other health problems, including chronic pain, physical disability, 
sexually transmitted infections, complications in pregnancy, drug and alcohol abuse and 
depression. Yet the needs of women victims of violence who seek help and care from health 
professionals are often unmet. Health providers are often untrained and unprepared to recognize 
and address the problem, and do not ask women specifically about their experience of violence. 
 
In 1996, the World Health Assembly adopted Resolution 49.25, which declares that the prevention 
of violence is a public health priority. In 1997, the World Health Assembly went on to adopt 
Resolution 50.19, which endorses a scientifically based plan of action drawn up by WHO 
headquarters for the prevention of violence against women and children. The key aims are: 

• to promote research and data collection in all societies on the prevalence of different forms 
of violence against women; 

• to obtain more knowledge of the consequences of the violence; 

• to develop measures to prevent and eliminate violence against women; 

• to equip health services to help victims of violence. 
 
In response to Resolution 50.19, the WHO Regional Office for Europe (WHO/EURO) organized a 
technical meeting in Copenhagen in December 1997 to discuss strategies to combat violence 
against women in the European Region.3 The Meeting brought together academic experts and 
representatives from health services and women’s organizations from across the entire European 
Region of WHO. Its main recommendations were for WHO to support Member States in: 

• obtaining reliable estimates of the prevalence of violence against women; 
• exploring the health consequences and risk factors of violence against women; 

• reviewing the role of the health sector as part of a national strategy to prevent and treat 
violence against women. 

                                                 
2 Declaration on the Elimination of all Forms of Violence against Women. New York, United Nations, 1994 
(Resolution No. A/RES/48/104). 
3 Report available from the Family and Reproductive Health unit, WHO Regional Office for Europe (EUR/ICP/FMLY 
03 01 03). 
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The summary of the Meeting and its key recommendations are reproduced in Annex 3 to this 
report. One of the major proposals was for a pilot study to be conducted in a WHO European 
Member State. Tajikistan was subsequently selected from among the countries showing interest 
in carrying out activities in this area as a pilot country for a prevalence survey on violence 
against women. 
 
The pilot survey was in accordance with the aims of the WHO/EURO policy document entitled 
HEALTH21, which sets out 21 health objectives (targets) for the twenty-first century endorsed by 
all Member States. Target 4 aims to make young people in the Region healthier and better able to 
fulfil their roles in society, and Target 9 specifically aims to bring about a significant and 
sustainable decrease in injuries, disability and death arising from accidents and violence, 
including domestic violence. The survey was further supported by the Beijing Platform for 
Action, which recommended the promotion of: 
 

… research and data collection on the prevalence of different forms of violence against women, 
especially domestic violence, and research into the causes, the nature and the consequences of 
violence against women.4 

 
The overall aims of the pilot survey were to obtain accurate information about the scale and 
types of violence against women in Tajikistan, to learn more about the factors that either put 
women at risk of such violence or protect them against it, and to document the consequences of 
violence on their health. The information gathered was intended to establish a basis for 
developing strategies to combat violence in the country. 
 
This pilot survey was the first of its kind to be carried out by WHO in the European Region. It 
was launched in 1998 with the technical and financial support of the Women and Development 
Bureau in Tajikistan, the United Nations Development Programme (UNDP) in Tajikistan, the 
Swiss Development and Cooperation Agency (SDC), and with special funding from the Italian 
Cooperation Agency. Open Asia, a Tajik nongovernmental organization (NGO), was selected as 
the local implementing partner of the survey. 
 
An innovative methodology was used to develop the survey questionnaire in close cooperation 
with Tajik experts to ensure that all phases were culturally appropriate and reflected local 
realities (see section 2 below). The survey was conducted by a specially trained team of local 
interviewers through face-to-face interviews with 900 women and girls (aged 14–65 years) in 
three areas of the country: Khatlon, Leninabad and the Regions of Republican Subordination 
(RRS), including the capital, Dushanbe. The full results and conclusions of the survey are set out 
in sections 3 and 4 of this report. 
 
This report has already served as a basic reference document for a Workshop held in Dushanbe on 
29–30 March 2000 to present the findings of the survey. Analysis of the data gained during the 
survey pointed unequivocally to high levels of violence experienced by women from all walks of 
life in the areas covered. Some 35% of women interviewed reported that they had experienced 
physical violence perpetrated by family members during girlhood and adolescence, 34% had 
experienced physical violence from non-family members, and 44.5% reported that they had 
experienced psychological violence during girlhood or adolescence. During womanhood (age 15+ 
years), approximately 50% of women had experienced one of these three forms of violence at the 
hands of a family member, including 47% who had experienced sexual abuse from their husbands. 
                                                 
4 Fourth World Conference for Women. Beijing, 4–15 September 1995. Beijing Declaration, Annex II, paragraph 129a 
(A/CONF.177/20). 
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2. Methodology of the survey 

2.1 Survey objectives 

The objectives of the survey were: 

1. to identify the different forms of violence against women; 

2. to obtain reliable estimates of the prevalence and frequency of violence against women in 
Tajikistan; 

3. to obtain information about the health consequences of violence against women; 

4. to identify associations between the different types of violence and sociodemographic 
variables; 

5. to obtain information for the further study of risk factors of violence against women. 

2.2 Research questions 

The study set out to address the following questions: 

1. What is the prevalence of women who have been physically, sexually and psychologically 
abused? 

2. What is the prevalence of women who have been abused during girlhood/adolescence and 
after marriage? 

3. What is the prevalence of violence within the family and who are the perpetrators? 

4. Which factors related to the family, individual and community are associated with the 
occurrence of violence (e.g. marital status, education, rural/urban, area of residence, 
refugees, women living with in-laws)? 

5. What are women’s opinions of violence? 

6. What are women’s perceptions of their health and wellbeing? 

2.3 Planning and development of the survey 

In 1997, when the World Health Assembly developed a plan of action for the prevention of 
violence as a public health issue, WHO/EURO became actively involved in the area of violence 
against women and children. Following the recommendations of the first WHO Meeting on 
Strategies to Combat Violence against Women (Copenhagen, December 1997), Tajikistan was 
selected as a pilot country in which to conduct a study to obtain information on the magnitude of 
the problem of violence against women. During 1998 several preparatory and assessment 
missions in Tajikistan were conducted by WHO staff, in order to start the first negotiations and 
identify local partners. The study was launched in 1998 as a joint activity between WHO/EURO, 
the Swiss Agency for Development and Cooperation (SDC), the UNDP Women in Development 
Bureau in Tajikistan, and the Tajik NGO Open Asia. The project was supported by the Deputy 
Prime Minister, the Tajik Ministry of Health and the Committee on Women and Family Affairs 
of the Government of Tajikistan. 
 
Since Tajikistan’s independence, the Government has taken steps to protect and increase the role 
of women in society. In 1993, the Parliament ratified the international Convention on Eradication 
of all Forms of Discrimination against Women (CEDAW). 
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As in the majority of countries in the world, the issue of violence against women had received 
little if any attention and had been considered taboo in Tajikistan. As a result, data and studies on 
the subject have been scarce. In thelight of the need to conduct a complex study on the patterns, 
extent and consequences of violence targeted at women within and outside their families, the 
participating organizations decided, with the support of the national authoritie,s to launch a pilot 
study in three regions of Tajikistan. 

Development of the questionnaire: field testing, content and training of interviewers 
The definition of the concept of violence against women, as contained in the United Nations 
Declaration on the Elimination of all Forms of Violence against Women5 and other related UN 
and WHO documents, adapted to the specific circumstances of Tajikistan, was used as a starting 
point for the development of the questionnaire. The questionnaire also included questions related 
to the consequences of the civil war and the economic crisis. Thus women in a wide range of 
vulnerable groups were taken into consideration – women with low incomes, those displaced or 
returning (often sharing a roof with a large group of people), those living in areas which had 
been the theatre of civil war,6 war widows and female-headed households, women living in rural 
and urban areas, and women in different forms of marriage (religious or official) and polygamy. 
 
The questionnaire was developed by the Open Asia team with technical inputs from WHO 
experts and was the result of a series of preparatory steps. First, a preliminary survey designed 
by Open Asia was conducted. This contained open questions mainly dealing with women’s 
rights and violence against women and was distributed to researchers, government officials and 
NGOs working with women in various parts of the country. A conference (the first of its kind in 
Tajikistan) was organized in July 19987 in Dushanbe, which brought together social and health 
officials, specialists, academics and representatives of various governmental and 
nongovernmental bodies (especially women’s NGOs from around the country) to debate various 
aspects of violence against women and contribute to the qualitative information needed for the 
survey. Data and information were collected from official and local bodies, schools, medical 
establishments (including maternity wards) and the workplaces. 
 
This preparatory research and input contributed to the shaping of a more final questionnaire (in 
Russian and Tajik versions) which was developed by the Open Asia team and supervised by the 
WHO network of experts on violence against women. The broad areas covered by the 
questionnaire were: 

• sociodemographic  
• violence (opinions and experience) 
• health status. 
 

                                                 
5 See Resolution A/RES/48/104 adopted by the General Assembly in the report by the 3rd committee (A/48/629) at 
the 85th Plenary meeting in December 20, 1993.  
6 Civil war broke out in Tajikistan in 1992, soon after independence. According to official accounts over 60 000 
people (mainly civilians) perished during that period, an estimated 700 000 became refugees (of whom 60 000 fled 
to neighbouring war-torn Afghanistan) or were internally displaced, and 35 000 private homes were destroyed. As a 
consequence, 26 000 women were widowed and 55 000 children were orphaned. Violence against women, including 
rape by armed men and cases of forced marriage, were reported during the conflict. 
7 The conference was financed by USAID and was supported and attended by several United Nations agencies, 
including UNDP, the World Food Programme and the United Nations Children’s Fund (UNICEF), as well as other 
organizations such as the Organization for Security and Cooperation in Europe and the Counterpart Consortium, and 
various Tajik officials and specialists. 
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A three-day training workshop was organized by WHO in February 1999. The main objectives 
were to introduce the study to the public, to train the team of local interviewers, to discuss the 
methodology and to pilot-test the questionnaire. After responding to the questionnaire 
themselves, the team conducted a pilot test in the Khatlon area in the south of the country in 
different settings (rural villages, hospitals, factories, women’s groups). Local municipalities were 
given advance warning of the visit and the pilot survey. 
 
However, the novelty of the subject meant that people needed to accustom themselves to 
discussing highly sensitive and distressing experiences of abuse in public and to formulating and 
working with new concepts. This applied to the team of 21 interviewers8 (even though they were 
already experienced with working with women in the field) and their supervisors (three for each 
team) as much as to the respondents,. Several problems were encountered by the interviewers. 
One was the excessive length of the questionnaire, meaning that each interview took about two 
hours to complete. They also encountered issues of confidentiality and the risk of hostility from a 
woman’s family members when going into a house to conduct an interview. Specific issues such 
as violence against children and rape by strangers were not included in the questionnaire but 
were mentioned by women during interviews. Following the pilot test phase of the study the 
questionnaire was revised and amended to take account of these issues. Also, some of the 
interviewers had to visit areas which they had not seen since the war and had to overcome their 
initial shock and feeling of helplessness when confronted with the plight of women they had 
interviewed.9 
 
A manual of terms and definitions was provided to each interviewer, which served as a 
guideline. Interviewers were asked to spend ample time with each respondent in order to give a 
clear explanation of the aim of the survey and the concepts used in the questions. All 
interviewers and supervisors were asked to keep diaries, which would contribute to the 
qualitative information gathered during the interview. In order to limit under-reporting, a section 
of the questionnaire dealt with women’s perceptions of violence and the extent of it among 
people they knew. This allowed greater freedom of expression to women who were more 
reluctant to share their own personal experience. 

Ethical issues 
The principles of investigation were based on respect for the respondents and strict 
confidentiality. The relationship between the interviewers (almost exclusively women) and the 
respondents was not hierarchical but based on dialogue. 

2.4 Sample design and data collection process 

The sampling framework was based on data provided by the State Statistics Agency of the 
Republic of Tajikistan as at 1 January 1997.10 The aim was to have a representative sample of 
the female population aged 14–65 years (the target population), which would take account of the 

                                                 
8 Seven interviewers came from Dushanbe, six from Khatlon and five from Leninabad. Three were in reserve. Five  
people worked directly with the project manager, Ms Sharipova. 
9 The stress and dismay felt by the interviewers in the war struck zones, the poverty of the population and extent of 
experience of violence was a major part of the feedback from this first pilot experience. 
10 The only set of data available inside the country at that time. Some data may have been outdated as a consequence 
of the war and difficulties in updating statistics. The preliminary results of a census released by the State Statistical 
Agency in February 2000 estimate the total population of the country at 6 105 300 (one million more than in the 
1989 census). 
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composition of the social classes, the age structure and the territorial distribution. Two different 
ways of selecting the sample were used, based on households and on public institutions (public 
places such as schools, medical institutions, farms and factories). 
 
Official statistics report that the majority of the Tajik population (73%) lives in rural areas and 
that the proportion of females in the population is similar as between the different geographical 
areas (ranging from 49.0% in Badahshan and 50.5% in Leninabad). 
 
The survey covered a total of 900 women and girls over the age of 14 years in three districts of 
the country: the most populated region is Khatlon (34%), followed by Leninabad (30%), the 
capital Dushanbe (17%) (although it is located in the Regions of Republican Subordination 
(RRS) it is considered separately), and the RRS (18%).11 The composition of the sample was 
selected according to different age categories: 42% of the women interviewed were aged 14–29 
years, 72% of whom were aged 20–29 years. Some 65% lived in rural areas and 35% in urban 
areas, which reflects the overall distribution of the population, 73% of whom live in rural areas 
(Table 2). 
 
 

Table 2. Population and sample distribution 
 

 Sample (Number)a Sample (%) Percentage of total 
population (%) 

Region    
Dushanbe 157 17.5 11.7 
Leninabad region 271 30.1 30.7 
Khatlon region 309 34.4 35.1 
RRS 162 18.0 22.4 

Age    
14–29 years 372 41.8 53.6 
30–39 years 237 26.6 17.5 
40–49 years 181 20.3 14.5 
50–65 years 100 11.2 14.4 

Location    
Urban 310 34.5 27.4 
Rural 589 65.5 72.6 

a Partial non-responses produce different totals. 
 
 
For the household sample, interviews were conducted among women in:  

• towns and villages which were representative of each area in terms of population mix, 
demography and cultural traits; 

• a selection of neighbourhoods and streets in each town or village; 

• a selection of houses in various neighbourhoods chosen at random. 
 

                                                 
11 In Leninabad the urban areas of Urateppe and Khujand and rural districts of Ganji, Nau and Khujand were selected. 
In Khatlon, the urban areas of Koulab and Kurgan teppe and the rural districts of Shaartuz, Kabidian, Vaksh and 
Bokhtar were covered. In the RRS, the rural districts of Faizabad, Hessar, Varzob, Gharm and Leninsky were chosen. 
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The survey was limited to one female member per household. Respondents from academic 
institutions (schools, etc.), medical institutions, farms and factories were also included in order to 
achieve a fair representation by age group and social status. 
 
The structure of the sample was approved by the State Statistical Agency (see Annex 1 for 
details). Local authorities, such as the executive committees of the cities and regions, heads of 
schools and universities and directors of work units, were consulted by the team, in order to 
integrate their contributions and facilitate the actual survey. A group of Tajik experts, 
including a sociologist, a cultural specialist and a medical doctor, monitored the process of 
data collection. 

2.5 Data analysis and statistics 

Data were recorded using EPIINFO 6. Due to the high number of variables in the questionnaire, 
it was not possible to use only one data set. Information was recorded in three different data sets. 
All information was then translated into SPSS ver.8.0 and then exported into STATA 6. This 
software was used mainly because it is a powerful statistical and data management software. 
Data were mainly categorical so the analysis was basically descriptive. Associations were 
estimated between different variables according to the stratification variables of the sample. 
V Cramer and Chi-squared Pearson were the statistics used to estimate the associations and the 
independence of the distribution. A multivariate hierarchic analysis was used to study the 
associations between three or more variables (ANSWETREE software and SPSS Inc.) based on 
the CHAID algorithm (Chi-squared Automatic Interaction Detection). STATA 6.0 (StataCorp. 
1999) was used to estimate the bivariate associations. The statistical package will be further used 
for a multivariate analysis. 

2.6 Working definitions of violence against women in Tajikistan 

Violence against women and girls is defined in the 1994 UN Declaration on the Elimination of 
all Forms of Violence Against Women as occurring in three domains: the family, the 
community, and (perpetrated or condoned by) the state. The study in Tajikistan focused on 
violence against women in families and in the community/society. The Declaration defines 
violence as: 
 

… any act of gender-based violence that results in, or is likely to result in, physical, sexual or 
psychological harm or suffering to women, including threats of such acts, coercion or arbitrary 
deprivation of liberty, whether occurring in public or private life. It encompasses, but it is not 
limited to, physical, sexual and psychological violence, including battering, sexual abuse of female 
children in the household, dowry related violence, marital rape, female genital mutilation and other 
traditional practices harmful to women, non-spousal violence and violence related to exploitation; 
also, physical, sexual and psychological violence occurring in the community, including rape, 
sexual abuse, sexual harassment and intimidation at work, in educational institutions and 
elsewhere; trafficking of women and forced prostitution.12  

 
For the purposes of the survey, the types of violence considered were physical, sexual and 
psychological. Although the different forms of violence have been grouped in three separate 
categories, in reality there is an overlap between the forms of violence reported. For all three 
types of violence specific definitions and specifications were given, based upon the women’s 
                                                 
12 Declaration on the Elimination of all Forms of Violence against Women. New York, United Nations, 1994 
(Resolution No. A/RES/48/104). 
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opinion of what they considered to be physical, sexual or psychological violence. For example, 
they identified as a form of psychological violence threats from husbands and in-laws that they 
would be forbidden to see their children in case of separation or of abandonment by the spouse 
(Table 3). They also included in this category restrictions on their freedom to choose their 
husbands (parents deciding about marriage) and restrictions on their personal freedoms (by 
husbands and in-laws) such as restrictions on their movement (meeting relatives or friends at 
their own will after marriage), choice of clothing13 and continuing education or working outside. 
Even though many of these trends are deeply ingrained in society and are widely considered 
acceptable and a common norm of social conduct, the fact that women categorize them as 
expressions of abuse merits recognition and corresponds to the goals set by the survey. Also, the 
way woman perceive different forms of violence shows that it is difficult and can be misleading 
to make direct comparisons with studies in other countries, since each study uses different 
definitions and methodologies to measure abuse. 
 
 

Table 3. Types of violence experienced in adulthood (15+) 
 

Type of 
violence 

Perpetrator: family member 
(husband, relative) 

Perpetrator: non-family member 
 (in street, work-place, armed conflict, etc.)

Physical  • Beating by husband, relatives • Beating by strangers 
• Beating, tortured, severely injured 

during armed conflict by militias 

Sexual  Perpetrator: husband 

• Forced to have sex, raped by husband 

• Raped by strangers 
• Forced prostitution 
• Sexual harassment by strangers 
• Forced into marriage and raped during 

conflict by militias 

Psychological  • Cruel treatment by husband, in-laws 
• Husband, in-laws threatening to kill wife 
• Husband, in-laws using children against wife 
• Husband, in-laws threatening wife that they would 

take children away 
• Husband, in-laws isolating wife 
• Husband, in-laws forbidding wife to work and 

controlling household budget 
• Husband, in-laws restricting wife’s freedom to see 

friends, way of dressing 
• Constant criticism 
• Husband threatening to abandon wife and children 
• Husband threatening to beat wife and children 
• Husband forbidding the termination of pregnancy 
• Husband forcing woman to terminate pregnancy 
• Husband forbidding the use of contraceptives 

• Humiliation 
• Threatened by militias to lose relatives 
• Forbidden to work by chiefs, clans 
• Forbidden to terminate pregnancy 

because of public opinion, religion 
• Forbidden to use contraceptives by 

neighbours, religion 

 
 
The women were asked several questions about their opinion of violence in general and how 
widespread they thought it was. This allowed for less restrained expression, as some respondents 
may have avoided exposing their own personal experience and discussing issues considered 
taboo. 
 
                                                 
13 The traditional dress worn by Tajik women is the “atlass”, a colorful and loosely shaped dress. Many women also 
dress in western clothes especially in larger towns and cities. In some cases the wearing of western clothes or not 
covering the head with a scarf is unacceptable to families. 
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They were then asked retrospective questions about their direct experience of different forms of 
violence in order to obtain figures on prevalence. They were asked to recall any of their own 
experiences of violence during girlhood and adolescence (see Table 4). For example, a direct 
question such as “Were you beaten in your girlhood by your father, brother or other relatives?” 
was used to find out whether women had experienced specific acts of violence during their 
girlhood. Women were then asked about their experiences of violence as adults (aged 15+ years) 
and questions such as “Have you ever been forced to have sex by your husband?” or “Have you 
ever been beaten by your in-laws?” were used to find out if women had experienced certain 
types of violence in their adulthood. The responses were used to obtain estimates of the extent to 
which women had experienced physical, sexual and psychological abuse. If a woman reported 
that she had experienced a particular form of violence, she was then asked about the frequency of 
the abuse. The range of frequency was: (i) “it happens every day”, (ii) “it happens once a 
month”, (iii) “it happened 2–4 times”, (iv) “it only happened once”. In the analysis, depending 
on the types of violence, a different cut-off point was used to obtain estimates. For example, for 
rape, all four categories of frequency were used, whereas for certain forms of psychological 
abuse only the first two categories were used, discarding isolated examples. 
 
 

Table 4. Types of violence experienced in girlhood and adolescence 
 

Type of 
violence 

Perpetrator: family member 
(father, mother, brother, relative) 

Perpetrator: non-family members 
(in school, street) 

Physical  • Beating by father, brother, other relatives 
• Beating by mother 

• Beating at school by teachers 
• Beating by strangers, drunk men in the street 

Sexual  • Sexual abuse by family members • Sexual abuse by strangers 

Psychological  • Forced into marriage by parents and 
relatives 

• Cruel psychological treatment by parents 
• Restriction of personal freedom by parents, 

relatives 

• Threatened with a weapon in the street 
• Forced into marriage by people outside the 

family 

 
 
The relationship of the perpetrators of violence to respondents was also documented, i.e. whether 
the perpetrator was a family member (husband, in-laws and relatives) or a non-family member 
(people at the work place, in school, the militia or strangers). Only in the case of sexual abuse 
was it possible to distinguish if the husband was the perpetrator. 
 
For the purpose of the analysis, 12 variables14 (Tables 3 and 4) were identified according to the 
age of the respondent when experiencing violence and according to the perpetrator. These were 
used to estimate the prevalence of the different forms of violence and again in the bivariate 
analysis in order to gain a broader picture of the risk factors and their associations with the 
different forms of violence. 

                                                 
14 Based on age of victim (girlhood or adulthood), perpetrator (family or non-family) and type of violence (physical, 
sexual or psychological). 
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3. Results of the survey 

This section provides an overview of the survey results in the three broad areas of 
sociodemographic factors, women’s opinions and personal experience of violence, and women’s 
perception of their health status. An initial analysis would indicate that a significant percentage 
of women in Tajikistan have experienced some form of violence within their lifetimes. 
Section 3.1 presents the sociodemographic characteristics of the respondents, providing an 
insight into the general life conditions of the women interviewed. Section 3.2 examines women’s 
direct experience of violence, providing an overview of the prevalence of the different forms of 
violence against women and girls in Tajikistan. Section 3.3 gives an overview of the health status 
of respondents and associations between violence and health. Section 3.4 explores women’s 
opinions of violence and traditional beliefs. 

3.1 Sociodemographic characteristics of the women 

Over 90% of the respondents had a secondary and/or college education. Fewer than 9% had no 
or only primary education (Table 5). Education is strongly associated with geographical area: the 
lowest level of education is in Khatlon, whereas higher levels of education are more common in 
Dushanbe, where there is a high percentage of women with university degrees (43% compared to 
19% in Khatlon).15 Distance from an urban area and refugee status are shown as obstacles to 
continuing education. 
 
 

Table 5. Education by region, age, area of residence and refugee status 
 

 Primary 
education

(%) 

Secondary 
education

(%) 

University 
education

(%) 

 

Total sample 79 544 262 885 

Percentage 8.9 61.5 29.6 100 

By region    p<0.01 
Dushanbe 7.7 49.7 42.6  
Khatlon 12.1 69.2 18.7  
Leninabad 7.6 54.2 38.3  
RRS 6.2 70.2 23.6  

By age    p<0.01 
<20 13.3 73.4 13.3a  
20–29 years 4.5 68.5 27.0a  
30–39 years 5.9 65.0 29.1  
> 40 14.3 47.3 38.4  

By area of residence    p<0.01 
Rural 10.5 68.2 21.3  
Urban 5.9 48.5 45.6  

By refugee status    p<0.01 
No 8.8 57.9 33.3  
Yes 9.7 69.9 20.4  

a Some respondents were in the process of completing university education. 

                                                 
15 Associations between level of education and age, refugee status and urban/rural settings were weak, even though 
there was a certain level of statistical significance (Chi-squared p-value <0.05). 
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Some 15% of respondents said that the main reason for interrupting their education was related 
to marriage and taking care of children, and around 7% had discontinued their education as a 
result of pressure from parents and in-laws (Table 6). 
 
 

Table 6. Main reason for discontinuing education (n=764 respondents)  
 

 Percentage 

No possibility financially 6.9 
Family needed my help 2.6 
Did not pass exams 1.0 
Laziness, do not like to study 4.5 
The school is too far, there is no suitable school or university 0.4 
Gender-based refusal to enter school or university  0.1 
Poor health 0.5 
Pregnancy 1.3 
Marriage 12.8 
Had to bring up children 0.9 
Parents, husband (other relatives) were against 6.8 
Dangerous situation 1.4 
War 4.7 
Other 5.8 

 

Religion/ethnic group 
The majority of the women surveyed were Muslim (86%), although only 26% said that they 
were practising. The other respondents considered themselves atheists (9%), Christian (3%) or 
another faith (1.1%). Those who said they were atheists mainly lived in urban areas (57%) and 
were non-Tajik: 10% were Russian and 15% Uzbek (Fig. 1). There was no strong association 
between age group and religion. One of the variables was women who were refugees or 
internally displaced, who represented 33% of the respondents.16 
 
 

Fig. 1. Distribution of the sample by nationality 
 

79%

16%

4%

1%

Tajik
Uzbek
Russian
other

 
 

                                                 
16 It is estimated that a total of 650 000 persons fled their homes during the war. Some 60 000 crossed the border 
into Afghanistan. There are no available statistics on the proportion of women. 
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Marital status 
Women who were married at the time of the survey made up 53% of the sample. The difference 
in marital status was not statistically significant between urban and rural areas. Some 10% of the 
respondents had contracted an unofficial marriage (nikoh).17 Traditionally, parents play a 
decisive role in the choice of spouse for their children: 69% of the women said that they would 
decide about the marriage of their children jointly with their husbands; only 1% said that their 
children would also be involved in the decision-making process and the choice of partner. 
However, 68% of the married respondents said that they had got married of their own free will 
(Table 7). Most women were aged between 17 and 20 years when they married for the first time 
(32% were aged 17–18 years and 34% were aged 19–20 years). 
 
 

Table 7. Main reasons for marriage (n=840, not single) 
 

 Percentage 

Wanted to have own family and children 55.5 
Fell in love with husband 25.5 
Parents, relatives or other people forced woman to get married 22.7 
Pregnancy  12.1 
Had to get married because of public opinion, to have own house  4.2 
It was difficult to be alone, needed a protector/defender 15.6 

 
 
Some 21% of married women had polygamous husbands. Polygamy is slightly more common in 
rural than in urban areas: 75% of women in polygamous relationships were living in rural areas, 
representing 65% of the total sample. However, 90% declared that they disapproved of 
polygamy and only 3% approved of it. Divorced, separated or widowed women made up 40% of 
the sample. Only 7% of the women had never been married. 
 
With regard to age at marriage, 96% said that they were against the marriage of their children 
before reaching adulthood and 80% disapproved of the official lowering of girls’ age for 
marriage. Some 68% of the respondents believed that the best age for a girl to get married was 
19–23 years, while 26% preferred 16–18 years. Only 1% believed that marriage over the age of 
26 was acceptable. 

Income and employment 
The survey also focused on low levels of income and the socioeconomic crisis. Some 27% of the 
women said that they had an income of under 1000 Tajik rubles (TR) per month18 and 41% a 
monthly salary of less than 5000 TR. Those with an income of over 10 000 TR represent 15.7% 
of the total respondents.19 These figures do not include any barter food or goods consumed by 
the sample. In the sample, 41% said they were unemployed or housewives (36% of the 
unmarried women’s group) and 46% said they were employed. These percentages may be 
misleading as those employed in, for example the administration, state farms or industry, may be 
receiving either no or only a partial salary paid either wholly or partly in the form of goods, due 
to the economic crisis. Also, the private use of family plots for growing vegetables and their sale 
or barter may not be considered as employment or included in the income by these women. 
                                                 
17 Marriage conducted according to Muslim law and not registered by an official body. 
18 As at 1 March 2000 the United Nations exchange rate was 1771 TR= US $1. The income declared by women is 
the total sum of the family’s income divided by the number of family or group members living together. 
19 The average annual wage is less than US $300 according to the most recent reports, the lowest in the former 
Soviet Union. 
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Decisions about household expenditure were taken exclusively by the husband for 30% of the 
respondents; 48% said that decisions were taken jointly, and 15% of the married women said that 
they took these decisions alone. A large percentage of women (80%) stated that they did not 
have the right to purchase, own and manage property. 

Structure of household 
Families are often large and different generations live together. There are several reasons for this. 

• Firstly, most brides join the husband’s family after marriage. This tradition is clearly 
reflected by the 64% of respondents who believed it was better to have sons since 
daughters “inevitably” left the family once they got married. Some 65% of respondents 
believed that sons’ proximity to their parents means that they could help them in old age. 

• Secondly, Tajikistan has the world’s highest rate of population growth.20 Over half the 
respondents (54%) had more than three children, and of those, 14% had seven or more 
children. A small minority (13%) had no children and an equivalent percentage had only 
one child. The largest group among the respondents (28%) had three to four children. 

• Finally, one of the consequences of the war has been that people returning to areas affected 
by the conflict have been sharing the same living premises with larger groups of people 
(extended family, relatives or neighbours) as their houses have been destroyed or badly 
damaged.21 This is why 10% of the women in this sample were living under the same roof 
as 11–20 other people (possibly including their own nuclear family) and 2% were living 
with more than 21 people. Only 7% were living with one or two other people. Some 57% 
were sharing the same premises with 5–10 other members of their families. 

3.2 Prevalence of violence and associated factors 

Women’s direct experience of violence 
In Tajikistan, over one in three women reported experiencing some form of abuse. More than 
one third of women (35%) reported experiencing physical violence and 44% psychological 
violencee from family members (father, mother, brother or other relatives) during girlhood and 
adolescence (Table 8, Fig. 2). 
 
 

Table 8. Prevalence of violence in girlhood and adolescence 
 

 Perpetrator: family member 
(father, mother, brother, relative)

(%) 

Perpetrator: non-family member
(in school, the street ... ) 

(%) 

Physical violence 35a 34a 
Sexual violence 0.5 7 
Psychological violence 44.5 21 
No experience of any form of violence 41 54 

a Given cut-off 1,2,3. 

                                                 
20 Even in the 1970s and 1980s the Tajik SSR had the highest birth-rate of any Soviet republic. According to the 
United Nations, during the reference year 1990–1995 the annual population growth of Tajikistan was 2.9. The total 
fertility rate per woman during the same period was 4.9. The crude birth rate per 1000 was estimated at 36.8. 
21 It is estimated that 35 000 homes were destroyed either in the course of battle or deliberately by soldiers of both 
sides. 
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Fig. 2. Personal experience of different forms of violence  
directly experienced in girlhood/adolescence 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
Of the women interviewed, more than one in three reported being beaten by non-family 
members, in school and in the street, during their girlhood and adolescence. This included 
violence by militia during the armed conflict. Over one in three married women (47%) reported 
being forced to have sex by their husbands, and one in four women (24%) reported that someone 
had either attempted or succeeded in forcing them to have sex against their will (Table 9, Fig. 3). 
One in two women reported experiencing physical abuse since the age of 15. Most commonly, 
women reported being beaten by their husbands, in-laws and relatives. Over half the women had 
experienced different forms of psychological violence, and women reported being 
psychologically abused when they experienced physical violence. This underlines the degree to 
which women are vulnerable to multiple forms of violence in their adult life. 
 
 

Table 9. Prevalence of violence in adulthood (age 15+ years) 
 

 Perpetrator: family member 
(husband, relatives) 

(%) 

Perpetrator: non-family member 
(in street, at work place, armed conflict, etc.)

(%) 

Physical violence 50 a 24 
Sexual violence 47 b  

(by husband) 
24 

Psychological violence 51 47.5 
No experience of any form of violence  26 41 

a Given cut-off 1,2,3. 
b Given cut-off 1,2,3,4. 
 

Perpetrators of violence 
It was decided to analyse abusive episodes reported by women as happening within and outside 
the family, in order to determine if it was possible to distinguish whether the perpetrator was a 
family member or a stranger. Only in the case of forced sex was it possible to distinguish 
whether the perpetrator was the husband; in cases of physical abuse it was not possible to 
distinguish between husband, in-laws and relatives. 
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Fig. 3. Personal experience of different forms of violence  
directly experienced in adulthood by perpetrator 
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In general, the findings indicate that the extent of the three different forms of violence 
experienced by females is higher when perpetrated by family members, both in girlhood and 
adult age. An important point to note is the great extent of psychological violence perpetrated by 
in-laws and by husbands in controlling women’s reproductive health decisions. 

Violence and geographical area  
Once prevalence figures were estimated, simple associations were made for women who had been 
abused in order to compare the presence or absence of different factors, such as residence in rural or 
urban areas or being married or single. However, it should be emphasized that this does not mean 
the presence of a causal relationship between violence and the variables considered for the 
association. In other words associations are not able to determine sequences of events. 
 
Comparisons were made of the reported levels of different forms of violence among women living 
in different regions. Women living in Khatlon and the RRS experienced significantly higher levels 
of physical violence from their fathers, mothers or relatives in girlhood (42% and 41%, 
respectively) compared with those from Dushanbe (24%) and Leninabad (30%) (Fig. 4). They also 
reported experiencing significantly higher levels of psychological violence in girlhood, perpetrated 
both by family members (56% in Khatlon and 47% in RRS, compared with 25% in Dushanbe and 
41% in Leninabad) and by strangers (32% in Khatlon compared with 11% in Leninabad). 
 
 

Fig. 4. Violence and geographical region: violence experienced  
during girlhood perpetrated by family members 
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The prevalence of physical violence experienced in adulthood and perpetrated by family 
members was significantly higher in Khatlon and RRS (59% and 58%, respectively) compared 
with Dushanbe (27%) and Leninabad (49%). The number of women who reported experiencing 
sexual violence from their husbands is also significantly higher in Khatlon (64%) compared with 
Dushanbe (16%) and the RRS (42%) (Fig. 5). The same pattern is seen regarding sexual violence 
experienced in adulthood and perpetrated by strangers (including the militia): 32% of women in 
Khatlon experienced this form of abuse, significantly higher than the 25% in Leninabad, 17% in 
the RRS and 11% in Dushanbe. Women in Khatlon also experienced the highest rates of 
psychological violence in adulthood. 
 
 

Fig. 5. Violence and geographical region: violence experienced  
during adulthood perpetrated by family members 
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In general, the associations between different forms of violence and the four regions show that 
women in Khatlon are subject to a higher degree of violence. 

Residence in an urban or rural area 
Associations were also made between the different types of violence in urban and rural areas. In 
general it can be said that the extent to which women experienced different forms of violence is 
higher in rural areas, in the case of violence perpetrated both by family members and by 
strangers. In some cases the level is almost double, for example in the case of psychological 
violence experienced in girlhood by family members, which in rural areas is 53% and in urban 
areas 28%. In the case of women reporting being forced to have sex by their husband, 54% were 
living in rural areas and 31% in urban (Fig. 6). The same trend can be seen in the case of women 
reporting being sexually abused by strangers, of whom 27% were living in rural areas and 17% 
in urban areas. 

Refugee status 
Significant positive associations were found between certain forms of violence and refugee 
status. For example, 61% of women refugees reported experiencing psychological violence from 
family members during their girlhood compared with 36% of women who were not refugees, and 
50% of women refugees reported experiencing physical violence from strangers during their 
girlhood compared to 40% of non-refugees. 
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Fig. 6. Violence and urbanization: violence experienced  
during adulthood perpetrated by family members 
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Fig. 7 and 8 show the association between the extent of the three forms of violence (physical, 
sexual and psychological) with refugee status. Fig. 7 compares the extent of the three types of 
violence experienced by refugee women with non-refugee women in cases where the perpetrator 
was a family member: 41% of non-refugee women reported experiencing sexual violence 
perpetrated by their husbands, compared to 60% of refugee women who reported experiencing 
sexual violence perpetrated by non-family members. 
 
 

Fig. 7 Violence and refugee status: 
violence experienced during adulthood  

perpetrated by family members 

Fig. 8. Violence and refugee status: 
violence experienced during adulthood 
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Fig. 8 compares the extent of the three types of violence experienced by refugee women with 
non-refugee women where the perpetrator was a non-family member: 43% of refugee women 
reported experiencing physical violence from strangers during their adulthood compared to 14% 
of non-refugees. Also, 34% of refugee women reported being sexually abused by strangers 
during adulthood compared to 19% of non-refugees. Whether the perpetrator was a family 
member or a non-family member, refugee women experienced a higher degree of violence. 
However, when the perpetrator was a non-family member, the difference between the levels of 
violence experienced by refugee women and non-refugee women was even greater. 
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Marital status 
Significant associations were found between women’s marital status/type of marriage and 
violence (Fig. 9). Ninety per cent of officially married women experienced physical violence 
from family members in adulthood compared to 88% of those married with nikoh and to 66% of 
single women. Some 40% of this group reported experiencing sexual abuse by their husbands 
compared to 52% of those married with nikoh, and 51% reported experiencing psychological 
violence from family members compared to 67% of those married with nikoh. Among women in 
monogamous marriages, 42% reported being sexually abused by their husbands compared to 
62% of those living in polygamous marriages. 
 
 

Fig. 9. Violence and marital status: violence experienced  
during adulthood perpetrated by family members 
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3.3 Women’s perception of their health status  

In many countries, violence against women is predominantly perceived as a legal issue, although 
such violence has wide-ranging physical, mental and reproductive health consequences. 
According to WHO, physical and sexual abuse are a major cause of morbidity and mortality 
worldwide. The effects of violence can be devastating to a woman’s reproductive health as well 
as to other aspects of her physical and mental wellbeing. In addition to causing injury, violence 
increases women’s long-term risk of a number of other health problems, including chronic pain, 
physical disability, sexually transmitted infections, complications of pregnancy, drug and alcohol 
abuse and depression.22 Yet the needs of female victims of violence who seek help and care from 
health professionals are often unmet. Health providers are unprepared to recognize and address 
the problem and do not ask women about it. 
 
Women in Tajikistan were asked about their perception of health and health services and their 
reproductive health behaviour. Their perception of their general health status was measured 
using a four-point scale. The majority (52%) perceived their health status as “average”, while 
about 3% answered “difficult to say”. The analysis used sociodemographic variables as 
stratification variables. Age, education, marital status, refugee status and income were associated 
to women’s perceptions of their health status. Age and income are strongly associated with 
women’s perception of health. Among young women (<30 years), 45% perceived that they had a 
good health status compared to the 20% of women aged >30 years. Women whose families had a 
                                                 
22  Heise, L. Violence against women: the hidden health burden. World health statistics quarterly, 46(1): 78–85 
(1993). 
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monthly income of over 10 000 TR per person perceived their health status as good in 45% of 
cases, compared to 26% of those with a lower family income (<5000 TR). Women with only 
primary education perceived their health status as poor in 34% of cases compared with 12–14% 
of those with a higher education. Some 21% of refugee women considered their health status 
poor compared with 13% of non-refugees. Residence in an urban or rural area was not associated 
with perception of health status (Table 10). 
 
 

Table 10. Perceived health status 
 

 Good 
(%) 

Average 
(%) 

Poor 
(%) 

 

Total sample 265 468 135 868 

Percentage 30.5 53.9 15.6 100 

Age    p<0.01 
<20 years 47.5 38.4 14.1  
20–29 years 44.6 18.1 7.3  
30–39 years 21.2 60.3 18.5  
>40 years 19.3 58.9 21.8  

Education    p<0.01 
Primary 26.6 39.2 34.2  
Secondary 32.5 53.1 14.4  
University 27.9 59.9 12.2  

Income    p<0.01 
<1 000 TR 26.1 50.4 23.5  
1 000–5 000 TR 26.7 57.3 16.0  
5 000–10 000 TR 30.4 63.0 6.5  
>10 000 TR 45.4 43.8 10.8  

Marital status    p<0.01 
Officially married 28.9 57.4 13.7  
Nikoh 33.3 48.8 17.9  
Single 25.4 63.5 11.1  
Divorced, living apart 39.1 45.7 15.2  
Widow, other 13.3 61.9 24.8  

Refugee    p<0.01 
No 31.2 56.0 12.8  
Yes 26.9 51.7 21.4  

Area of residence    p=0.17 
Rural 31.2 52.1 16.7  
Urban 29.8 57.8 12.4  

Region    p=0.17 
Dushanbe 26.9 61.7 11.4  
Khatlon 31.1 52.0 16.9  
Leninabad 33.2 49.0 17.8  
RRS 29.6 58.5 11.9  

 
 
The kinds of health complaint that the women reported were mainly related to general pains 
(72%) gastrointestinal disease (56%), genital and pelvic disease (44%) and psychological 
problems (33%) (Fig. 10). Among those women who complained about their health status, 28% 
connected their problems with violence. 
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Fig. 10. Types of health complaint 
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The women were asked about their access to the health services. Some 56% said they had seen a 
doctor in case of illness. Of the remainder, 34% said they had not seen a doctor either because 
there was no doctor or health facility in their area, or because they did not have enough money, 
or they did not trust the doctor; 10% said they could not see the doctor because they were not 
free to leave their home (Fig. 11). 
 
 

Fig. 11. Women’s access to health services 
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Asked whether they would seek help when abused, 49% of women said that they would contact 
the police, 40% would contact government institutions and 37% local health care services. When 
they were then asked their reasons for not making a report in the event of rape, 81% said that 
they were afraid to report in public. 
 
The women were asked whether they had ever had an unwanted pregnancy and, if so, what they 
had done. Among those answering in the affirmative, 7% had been forced to have the child by 
their husband or relatives, 5% had wanted to terminate the pregnancy but had not done so 
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because of “fear of God and public opinion”, and only 7% had not known what to do. When 
asked their reasons for wanting to terminate the pregnancy, 2% said the reason was because the 
pregnancy was a result of rape. Six per cent had been forced to terminate their pregnancies by 
their husbands, mothers, mothers-in-law or other relatives. 
 
The study shows that violence also affects women’s freedom in their choice of contraceptives. 
Nine per cent said that they did not use contraceptives because their husbands did not want them 
to do so and they were afraid of condemnation, and 8% did not use them because of religion. 
Abuse can lead directly to unwanted pregnancy either through rape or by affecting a woman’s 
ability to negotiate the use of contraceptives (as where a married woman is afraid to raise the 
issue of contraceptive use for fear of being beaten). 
 
In the survey, significant associations were found between women connecting their recent health 
complaints to violence and women reporting that they had experienced violence. Among those 
women declaring a connection between their recent health problems and violence, 76% had 
experienced physical violence as an adult and 77% had experienced sexual abuse by their 
husbands. 
 
Associations were also found between reproductive health behaviour and regions where 
respondents were living. For example, although the number of women terminating their 
pregnancies with traditional methods was low in the four regions considered, it was significantly 
higher in Leninabad (5%). Again, whereas the number of women forced to give birth to a child 
by their husband and in-laws was 7% of all the respondents, the highest number was in 
Leninabad (13%). Yet again, although the number of women forced to terminate a pregnancy by 
their husband, their mother or in-laws was low in the four regions (6%), it was significantly 
higher in Leninabad (11%). 

3.4 Women’s opinions of violence  

The women were asked for their opinions regarding the extent and types of violence in their 
immediate surroundings and community, and their attitude towards violence. Asking women 
their opinion on violence in general allowed the study to take account of the problems of 
underreporting and underestimation, women’s natural reactions to taboos and how they are 
encouraged to keep silent on what are considered negative family experiences. It is interesting to 
compare the women’s perceptions of violence and their personal experience of it. 
 
Through the questionnaire, the women were asked their opinion of several commonly-held 
beliefs regarding the position of women in the family and in the community, which could be seen 
as factors which account for violence. These included a list of events which, in Tajikistan as in 
many other countries, are instilled at an early age in the family setting and reinforced by peer 
pressure, community institutions and social environment. They constituted transgressions of 
gender norms and were defined as unacceptable behaviour for men. However, despite these 
commonly accepted beliefs, which women expressed through the questionnaire and interviews,23 
in reality, when it came to the questions of division of labour, equality of rights and role in 
decision-making, many women took a position contrary to common beliefs. 

                                                 
23 In the course of the survey, each interviewer kept a diary per respondent allowing qualitative information 
gathering on comments, perceptions and remarks made by the women. 
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Beliefs 
The following is a list of myths/stereotypes on which women were asked to express an opinion 
through the questionnaire to the interviewers. 
 
“Male dominance” 
The belief that a woman’s status is “only recognized through a male member of the family” – 
father, husband, brother and elder sons – is widespread. “You have a husband, you have respect” 
goes the saying. Many women would not leave their family even after abuse since they “are 
respected as long as they are under the wing of male protection”. In reality, 50% of the women 
disagreed with men being the head of the family and women playing a secondary role. Neither 
did they think that they should submit to their husbands (57%). In economic terms, it is 
considered a shame to announce publicly that a woman is the breadwinner of the family as “the 
husband has to support his family under any circumstances” and avoid public mockery. “My 
husband is ashamed to hear other people’s opinions”, “Our neighbours laugh at my husband 
because he is at home not working and I earn money; as a result he gets angry and beats me”, 
“My husband has ordered my son not to tell anyone that his mother works” were some of the 
comments made by women. 
 
“Better to have boys than girls” 
A common belief according to women is that people believe that it is “better to have sons than 
daughters” (82%), as it is more difficult to bring up daughters (68%), and boys take care of 
parents when they grow old (65%) and bring more income to the family (66%). 
 
“My bride is here to serve me”  
This is a common saying by mothers-in-law as newlywed brides join their husband’s family. A 
recurring cycle for a woman is to be at the service of her in-laws and to be obedient to them. In 
return a mother could expect the same services once her own son gets married and brings his 
bride to live with the family. This is perhaps why mothers prefer to have sons as they believe 
their daughters suffer more in their adult life (66%). It is also considered shameful for a man to 
live with his in-laws as he is the principal person who should take care of his own nuclear family 
(78%). 
 
“Nobody beats a good wife who is obedient” 
The crux of this stereotype is that women are to be blamed if they receive punishment. Some 
respondents believed that if a woman is obliging, obedient, humble and never contradicts her 
husband and in-laws she will never be beaten. As many women believe that family problems, 
squabbling and tension are punishment for their misdeeds, they are ashamed to speak about them 
in public and endure pressure not to “wash dirty linen in public”.24 Respondents said that beating 
by husbands, constraints on their dress and other forms of violence were “normal and common 
practice in the family”. Also, sayings such as “do not meddle in other people’s lives, even if you 
know that somebody is being abused” and “even the doorstep laughs at the quarrel between 
husband and wife” portray social taboos about the private affairs of the family. It is a “sin for a 
woman to divorce”, and public attitudes to a divorced woman are “worse than the attitude to a 
widow or even a prostitute”. A woman avoids public condemnation by not divorcing. 
 
The women were then asked to identify the most common forms of violence in their community 
in general (against women, men and children). Psychological violence including rudeness, vulgar 
language and the threat to use a weapon (knife or gun) were perceived as common forms of 
                                                 
24  “Don’t take litter from the house”, is the Tajik version of the same saying. 
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violence by 91% of the respondents. Physical violence (including beating and slapping in the 
face, serious physical abuse, fights in the family and in public places, and murder) was 
considered by 84% of the respondents as widespread in their community. Sexual violence, 
including rape and the sexual abuse of children – the least commonly perceived form of violence 
– was identified by 44% of the respondents. 
 
The least educated women among the respondents had the highest perception of the various 
forms of violence in their community: 96% of women with no or only primary education 
believed physical violence to be the most widespread in their community followed by 
psychological violence (99%) and sexual violence (46%). Women with the highest level of 
education had the second highest perception of all forms of violence. 
 
Women living in polygamous families had a higher perception of violence than women in 
monogamous relationships. For 94% of these women, psychological violence is the predominant 
form of abuse compared with 88% of women in monogamous relationships. Their perception of 
sexual abuse is also higher than women in monogamous households (50% as compared to 37%). 
 
Refugee women also had a high perception of all three forms of violence. 
 
The group with the highest perception of violence were the women aged 17–24 years. 
 
No relevant differences were found between women living in rural and urban areas regarding 
their perception of the different forms of violence. However, the perception of violence was 
higher in the Khatlon region (96% for physical and 97% for psychological violence), which is 
traditionally a poor area, a theatre of civil war and whose inhabitants constitute the bulk of the 
refugee and internally displaced population. Sexual violence is perceived as the least common 
form of abuse in all four regions covered by the survey. 

Perpetrators 
The women were asked their opinion as to the perpetrators of violence. Husbands were 
considered to be the main perpetrators of violence by 83% of the respondents and in-laws by 
58%, whereas only 17% considered women’s own families to be the perpetrators. Over 73% of 
the respondents considered that fighting is most widespread inside the family, allowing forms of 
violence against members of both sexes and of different age groups. Fights in the public arena 
are considered by 54% of the respondents as a widespread phenomenon. 

Vulnerable groups 
The women were also asked for their opinion regarding the groups they perceived as more 
vulnerable to violence (Table 11). Some 56% identified girls and young women as the group at 
most risk; 6% perceived old people to be victims of violence, and 29% perceived children as 
victims of violence. Serious physical abuse against children was considered by 78% of 
respondents as the dominant form of abuse. On the other hand, sexual assault was considered by 
39% of women as a frequent manifestation of violence against children. Over 80% of the 
respondents considered various forms of psychological abuse, such as intimidation, verbal abuse 
and humiliation, to be dominant in the abuse endured by children, while 61% of respondents 
believed that children are often forced into begging, breaking the law (55%) and smuggling 
drugs (36%). 
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Table 11. Women’s opinions of violence, by sociodemographic characteristics 
 

 Physical violence
% 

Sexual violence 
% 

Psychological violence 
% 

Total sample 84.4 43.5 91.1 

Age    
<20 years 80.6 55.3 87.5 
20–29 years 88.0 46.8 93.3 
30–39 years 80.9 36.3 91.1 
>40 years 84.7 41.5 89.9 

Education    
Primary 96.3 46.3 98.8 
Secondary 82.4 42.0 88.6 
University 84.4 45.2 93.5 

Income    
<1 000 TR 87.9 45.8 93.8 
1 000–5 000 TR 84.2 45.5 90.6 
5 000–10 000 TR 84.5 35.7 88.8 
>10 000 TR 80.6 46.0 90.0 

Marital status    
Officially married 80.8 35.0 89.0 
Nikoh 81.8 51.7 87.5 
Single 88.9 44.3 92.3 
Divorced, living apart 86.7 53.5 92.2 
Widow, other 91.8 45.0 97.3 

Type of marriage    
Monogamous 80.2 37.4 87.9 
Polygamous 84.8 50.0 94.1 

Refugee    
No 80.9 38.8 87.7 
Yes 93.4 54.1 97.5 

Area of residence    
Rural 86.0 42.6 93.5 
Urban 80.9 44.7 86.3 

Region    
Dushambe 74.2 41.6 80.8 
Khatlon 96.1 46.7 97.4 
Leninabad 80.6 34.2 89.6 
RRS 77.2 34.0 91.4 

 

Causes 
The women were asked their opinion regarding the causes of violence. Tradition was considered 
an underlying cause of violence in the community and the family: over 56% of the interviewees 
considered that to a great degree tradition is the cause of abuse and 31% believed that it often 
contributes to violence. Some 86% of the respondents perceived the low status of women in 
society as allowing abuse, and 77% thought that lack of education was a cause. Some 93% of the 
respondents considered that economic difficulties contributed to violence, while just 3% saw no 
relation and considered this an irrelevant issue. Although the weight of tradition is singled out as 
the major cause of violence, disintegration of the family and cultural changes have been 
perceived as determining factors in the spread of violence. 
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4. Conclusions of the survey 

The main goal of the survey was to obtain information on the extent to which women experience 
different forms of violence in Tajikistan. It was a pilot survey carried out in response to the 
recommendations from the Technical Meeting on Strategies to Combat Violence against Women 
in the European Region, held by the WHO Regional Office for Europe in December 1997 to 
develop strategies combating violence against women. 

4.1 Summary of findings 

Data collected from questionnaires were measured through an exploratory and descriptive 
analysis in order to estimate the prevalence of violence. The survey also found associations 
between sociodemographic factors, women’s opinions about and experience of violence, their 
perception of health and their wellbeing. 

Women’s experience of violence: prevalence  
The survey findings reveal a high prevalence of physical, sexual or psychological violence 
directly experienced by women and girls. Some 35% of the women interviewed reported that 
they had experienced physical violence from family members during girlhood and adolescence 
and 34% had experienced physical violence from non-family members. Some 44.5% reported 
that they had experienced psychological violence during girlhood or adolescence. Approximately 
50% of adult women (15+ years) had experienced one of the three forms of violence from a 
family member, including 47% who had experienced sexual abuse from their husbands. 

Sociodemographic factors associated with violence 
Several sociodemographic factors appear to be associated with the levels of violence which were 
experienced, including: 

• rural vs. urban: a higher percentage of women living in rural areas reported that they had 
experienced various forms of violence than of women living in urban areas; 

• area of residence: women in Khatlon (a region affected by the civil war) reported more 
experience of violence compared with women in other regions; 

• refugee status: refugee women reported a higher degree of direct experience of violence 
than non-refugee women; 

• type of marriage: women living in polygamous marriages reported being sexually abused 
by their husbands to a greater degree than those in monogamous marriages. 

Women’s opinions of violence 
When women were asked to respond to what they believed to be the most common forms of 
violence in their society, psychological violence was rated as the most common (91%), followed 
by physical violence (84%) and sexual violence (44%). Further analysis yielded the following 
more specific findings related to women’s opinions of the causes of violence: 

• socioeconomic factors: women attributed economic difficulties (93%), lack of education 
(77%), common attitudes towards women (56%) and low status of women in society (86%) 
as major causes of violence; 

• type of marriage: women living in polygamous marriages believed that levels of physical 
and sexual violence were higher compared with women in monogamous marriages; 



EUR/00/5019784 
page 27 

 
 
 

 

• geographical area: women living in Khatlon considered violence to be a greater problem 
than women in other areas; 

• perpetrators: the majority of women considered husbands to be the main perpetrators of 
violence; 

• refugees: refugee women rated all three forms of violence higher than non-refugee women. 

Health 
The women were asked about their perception of their health and access to health and other 
services. The information collected on their perceived health status represents a clear indication 
for the development of specific strategies. The findings were as follows. 

• Income. Women’s perception of their health status was found to be strongly associated 
with their family income (better income, better health). 

• Access. Some 56% said that they would go to see a health professional in cases of illness; 
34% said that they could not see a doctor either because there was no doctor, they had no 
money or they did not trust the doctor; 10% were not allowed to leave the home to see a 
doctor. 

• Violence. Some 28% of women reported a connection between their present health 
complaints and experience of violence. The types of health complaint included: general 
pains (72%), gastrointestinal disease (56%), genital and pelvic disease (44%) and 
psychological problems (33%). Among women who reported a connection between health 
problems and violence, 76% had experienced physical violence as an adult and 77% had 
experienced sexual violence from their husbands. 

• Reporting. When asked where they would seek help in the event of abuse, 49% of women 
said that they would contact the police, 40% would contact government institutions and 
33% would contact local health care services. 

• Reproductive health and child-bearing. The women’s ages when bearing their first child 
were as follows: <16 years (1.5%), 17–18 years (12.5%), 19–20 years (38%). Seven per 
cent had been forced by their husbands or relatives to have a child against their will, and 
5% had wanted to terminate their pregnancies but had not done so because of “fear of God 
and public opinion.” Two per cent said that their pregnancies had been the result of rape 
and 6% had been forced to terminate their pregnancies by their husbands, mothers-in-law 
or other relatives. 

Children 
The survey was designed to document the extent of violence against women. However, 
respondents were aged 14–65 years, and the survey defined adult women as aged 15 years or 
above. The Convention on the Rights of the Child defines a child as being up to 18 years of age. 
In view of this and of the findings showing a significant prevalence of violence among girls, 
there is a clear need to develop strategies and interventions for this age group. 

• Common beliefs. Some 82% of the women interviewed said that in their society people 
believe it is better to have sons than daughters: 68% said that this is because it is more 
difficult to bring up daughters, 66% because boys bring more income to the family, and 
65% because boys can take care of parents when they are old. 

• Education. The education of adolescent girls is often interrupted for marriage or children 
(15%). Seven per cent interrupted their education because of parents-in-law. 
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• Age of marriage. Most of the women interviewed had been aged between 17 and 20 years 

when they were married, and 32% were married at 17–18 years. Twenty-six per cent of the 
respondents said that they believed that girls should be aged between 16 and 18 years when 
they got married. 

• Choice of partner. Sixty-nine per cent of women said that the decision about who their 
children should marry would be made jointly with their husbands, and only 1% declared 
that their children would also be involved in the decision regarding the choice of partner. 
Four per cent of the women interviewed declared that they had been forced into marriage 
during their girlhood. 

• Children were identified by respondents as a particularly vulnerable group: 56% believed 
that girls were the group most at risk of violence. Eighty per cent of respondents felt that 
the dominant form of abuse of children was psychological, 78% considered that it was 
physical and 39% that it was sexual, and 61% felt that children were often forced on to the 
streets to earn their living (begging, stealing, drug smuggling). 

4.2 Future challenges: the main recommendations from the Dushanbe Workshop 

The WHO pilot survey in Tajikistan represents the most comprehensive attempt to date to 
provide tangible evidence of levels of violence against women. The major challenge now facing 
the Government of Tajikistan and its partners, both national and international, is to draw up 
realistic and feasible strategies. The survey points to the following priority areas: 

• the impact of violence against women on women’s health and the response of the health 
care system; 

• the community’s response to violence against women; 

• the need to address violence against women through a multisectoral approach. 
 

One of the tasks of the Workshop held in Dushanbe in March 2000 was to initiate discussions 
about the prevention of violence and treatment of victims. The recommendations from the 1997 
Copenhagen Technical Meeting on Strategies to Combat Violence against Women served as 
guidelines for the workshop (Annex 3). 
 
The aims of the Workshop were as follows:  

• to inform the Government of Tajikistan and the participants of the results of the survey; 

• to draw up recommendations for a national plan of action to combat and prevent violence 
against women and assist the survivors of violence to recover; 

• to discuss, in the light of the recommendations, possible follow-up projects; 

• to agree on possible collaboration among international and national partners in support of 
the Government’s efforts to combat violence against women. 

 
The Workshop was attended by representatives of the Government of Tajikistan, international 
organizations such as UNDP, the United Nations Children’s Fund (UNICEF) and the United 
Nations High Commission for Refugees (UNHCR) in addition to WHO, local nongovernmental 
organizations, the local team of interviewers and other experts and academics. 
 
A wide-ranging set of recommendations for future action was drawn up in the areas of health 
sector interventions, community interventions, interventions by other sectors and information. In 
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particular, there were calls for information and education campaigns, rehabilitation and support 
services for women victims, rehabilitation programmes for the male perpetrators of violence, 
training of health and other professionals, setting up of interdisciplinary task forces, child 
protection measures, more research (including on sexually transmitted diseases and HIV/AIDS) 
and financial assistance. 
 
Great attention was paid during the survey to local cultural considerations and to the ethical 
aspects involved. In the light of their extensive training and experience, one challenge is to 
ensure that the local team of interviewers, supervisors and consultants is used as a resource for 
future work. 
 
Given the current knowledge of levels of violence in other countries, a second major challenge is 
to ensure that the innovative methodology of the survey, which was closely tailored to the local 
context, is adapted to enable similar work to be conducted in other Member States of the 
European Region of WHO. The present pilot survey will be a valuable contribution to the WHO 
global programme on violence against women. 
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Annex 1 
 
 

TABLES ON SAMPLE25 
 
 

Geographical distribution of the sample 
 

 Total 
population

1998 

Number of 
women 
1996 

Proportion 
of area of 
Tajikistan 

(%) 

Total 
planned 
sample 

Urban 
1997 
(%) 

Planned 
sample 

Rural 
1997 
(%) 

Planned 
sample 

Tajikistan 6043.9 2936.2 
(50.1%) 

 900 
 

27.4 247 72.6 653 

Dushanbe 509.3 252.4 
(49.4%) 

8.5 80 
 

100 80 – – 

Leninabad 
region  

1850.4 907.5 
(50.5%) 

30.9 278  
 

28 78 72 200 

Khatlon 
region 

2117.7 1037.7 
(50.3%) 

35.3 317 
 

19 60 81 257 

Regions of 
Republican 
Subordination 
(RRS) 

1352.1 646.1 
(49.6%) 

22.0 198 
 

13 26 87 172 

Badahshan 
region 

196.4 92.6 
49.0% 

3.1 28 
 

12 3 88 25 

 
 

Sociological parameters of the sample 
 

 Tajikistan Dushanbe Leninabad region Khatlon region RRS Total 

Sample 900 110 280 320 190  
Urban 250 110 80 60 0  
Rural 650 – 200 260 190  
Nationality       
Tajik  68.4% 75 192 219 130 616 
Uzbek 24.8% 27 69 79 47 222 
Russian 6.8% 8 19 22 13 62 
Age       
14–19 years 17% 19 48 55 32 154 
20–24 years 15% 17 42 48 29 136 
25–29 years 14% 15 39 45 26 125 
30–39 years 24% 26 67 77 46 216 
40–49 years 12% 13 34 38 23 108 
50–60 years 7% 8 20 22 13 63 
Over 60 years 11% 12 30 35 21 98 

 

                                                 
25 Compiled with data from the Statistical Department in Dushanbe. 
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Annex 2 
 
 

VIOLENCE AGAINST WOMEN AS A PUBLIC HEALTH ISSUE IN 
TAJIKISTAN: PRESENTATION OF STUDY RESULTS AND SEARCH FOR 

SOLUTIONS. WORKSHOP IN DUSHANBE, 29–30 MARCH 2000 
 

Provisional scope and purpose  
Background 
For the last two years, the WHO Regional Office for Europe, in collaboration with the Swiss Agency for 
Development and Cooperation, the Open Asia nongovernmental organization, and UNDP/WID Bureau 
has been carrying out a study on violence against women in Tajikistan. A large-scale survey was 
conducted in three regions of Tajikistan during 1999 and the data have been analysed. The goal of the 
survey was to obtain more accurate figures on the extent to which women experience different forms of 
violence, to learn the factors that either put them at risk of such violence or protect them against it, and to 
document the consequences of violence on women’s health. 

Objectives 
The main objective of the Workshop is to present the data and information collected through the survey 
and identify problems, propose solutions and formulate concrete follow-up projects. The Workshop will 
be an important occasion to bring together governmental nongovernmental and international 
organizations to identify what further actions could be taken and which areas of cooperation could be 
seen in the field of violence against women. This will provide the Government of Tajikistan with valuable 
information on the subject and give them concrete recommendations on what could be done to prevent 
violence against women and help the victims of violence. 
 
Specific objectives: 

1. to inform about and discuss with the Government and participants the results of the study; 

2. to discuss and agree upon a national plan of action to combat and prevent violence against women 
and assist the survivors of violence in the recovery process; 

3. to discuss, based on the results, possible concrete follow-up projects; 

4. to agree on possible ways of future collaboration among international and national partners in 
supporting the Tajik Government in combating violence against women. 

 
The Workshop will be structured in two parts: the first half of the first day will be dedicated to the 
presentation of the results of the survey, the second half of the first day to the introduction and 
presentations in plenary of the three main topics of discussion (please see provisional programme 
attached). The first half of the second day will be dedicated to the three working groups sessions, and the 
last half of the last day to the presentations in plenary of the results of the working groups discussion and 
to draw conclusions and recommendations. 
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Programme 
Day 1 
9.00 – 10.30 Opening session (Chairperson: Professor Ivanov)  
  

1. Professor Lyubomir Ivanov, Head of WHO Office, Tajikistan 
2. Dr Nigina Sharopova, Deputy Prime Minister 
3. Mr Mattew Kahane, UN Resident Coordinator  
4. Mr Luigi De Martino, Swiss Agency for Cooperation and Development  
5. Dr Viviana Mangiaterra ,WHO Regional Office for Europe, WHO Global Strategies 

on Violence Against Women (global and regional update) 
 
10.30 – 10.45 Coffee break 
 
10.45 – 12.15 Presentation of the study results  
 
10.45 – 11.05 Presentation of survey results, Daniela Luciani, WHO EURO (20 min) 
11.05 – 11.20 Methodology of data collection, Ms Muborak Sharif, Open Asia (15min)  
11.20 – 11.30 Fieldwork experiences presented by one of the interviewers (15 min.) 
11.30 – 12.00 Discussion 
 
12.00 – 12.15 Organization of working groups (participants will be divided into four working groups. 

Each working group will have two facilitators and a rapporteur) 
 
12.15 – 13.30 Lunch 
 
Module 1 The impact of violence against women on women’s health and the response of the 

health care system to violence against women  
 (Chairperson: Dr Annemiek Richters) 
 
13.30 – 13.45 Violence against women: health consequences and health sector response, Dr Viviana 

Mangiaterra 
 
13.45 – 16.30 Working groups on module 1 
 
16.30 – 17.10 Presentation of conclusions and recommendations from each working group 

Day 2 

9.00 – 9.15 Conclusions from Day 1 
 
Module 2 Community response to violence against women  
 (Chairperson: Luigi De Martino) 
  
9.15 – 9.35 Community response to violence against women, Dr Annemiek Richters, University of 

Leiden, Netherlands 
 
9.35 – 9.45 Women’s rights in the community, Ms Sikeena Karmali, Swiss Agency for Development 

and Cooperation 
 
9.45 – 10.00 Qualitative data from the survey, Ms Muborak Sharif, Open Asia 
 
10.00 – 10.10 Suggestions of rural women for strategies for aid for victims of domestic violence, 

Ms Colette Harris 
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10.10 – 10.30 Coffee break 
 
10.30 – 13.00 Working groups (participants will work in the same working groups as on day 1)  
 
13.00 – 14.00 Lunch 
 
14.00 – 14.40 Presentation of conclusions and recommendations from each working group 
 
14.40 – 15.20 Discussion of module 1 and module 2 
 
15.20 – 16.00 Coffee break 
 
16.00 – 16.20 Presentation of and agreement on final recommendations 
 
16.20 – 17.00 Concluding remarks 

• WHO 
• SDC 
• UNDP/WID 
• Government of Tajikistan 

 
Facilitators: Dr Nazira Artycova, Dr Muazama Jamalova, Ms Muborak Sharif, Dr Mahbuba Sultanova 
Dr Viviana Mangiaterra, Dr Annemiek Richters, Ms Sikeena Karmali, Ms Daniela Luciani 
 
 
 

Recommendations  
The following recommendations were formulated by participants in the Workshop. They fall into three 
priority areas: (i) community interventions, (ii) multisectoral interventions, (iii) health sector interventions. 

I. Health sector interventions 
1. To sensitize medical workers to the problems of violence against women, including the development 

of posters and other literature, in which the results of the survey could be presented more accessibly 
and diffused to different levels of health staff and to the general public. 

2. To include violence against children in surveys and data bases. 

3. To find ways to register cases of violence, while respecting women’s confidentiality, in order to 
gather relevant statistical information. 

4. To include issues related to domestic violence in health education activities addressed to the 
community. 

5. To support research on STIs/HIV/AIDS/TB in women. 

6. To support the Ministry of Health in the development of curricula for training health professionals on 
the subject of violence (pre-service and in-service training) in order to increase their ability to offer 
psychological and medical treatment to victims of violence and enounce their counselling skills. This 
should include forensic training of family doctors, training in settling disputes and marriage 
counselling. 

7. To support health-care reform so as to strengthen primary health care, including the capacity to 
address domestic violence. 

8. To introduce incentives for health professionals who make home visits to check for signs and risks of 
domestic violence. 
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9. In answering the needs of women, to avoid unnecessary medicalization at all levels of the health-care 

system. 

10. To make women’s health clinics more attractive and woman-friendly in order to encourage women 
to approach them for aid if they are subjected to violence. 

11. To support the Ministry of Health in integrating clinics for STIs/AIDS with women’s health clinics. 

12. To develop links between the health sector, local NGOs and other relevant partners working in the 
area of violence against women. 

13. To take the example of existing interventions/projects relative to this subject and adapt them for 
larger-scale implementation. 

14. To ensure that female gynaecologists are available. 

15. To provide psychological rehabilitation services at centres for burn victims, with the capacity to 
provide immediate assistance. 

16. To provide rehabilitation services for male perpetrators of violence and traumatized veterans of the 
civil war. 

II. Community interventions 
1. To create services which directly support women, including: 

• women’s centres in both rural areas and in the mahallas (local neighbourhoods) which can offer 
gynaecological and medical services with the support of midwives and nurses, legal aid and 
crisis and psychological counsellors, as well as support groups, seminars and telephone hotlines; 

• half-way houses providing shelter, psychological rehabilitation, medical services and vocational 
training to women victims of violence and their children; 

• self-help groups in the community (rural areas and mahallas) and the development of services 
for women who are injured or disabled after suicide attempts and as a result of general violence; 

• a women’s self-defence programme against physical and psychological violence; organizations 
such as “Kenau” in Amsterdam could be invited to help set up such training programmes; 

• women’s trade unions to provide political and social support for women’s causes; 

• credit programmes to finance women’s groups, political associations and support or crisis 
centres. 

2. To actively involve community leaders by: 

• establishing a small committee in every village consisting of a medical professional, a local 
government official and an NGO representative, which could disseminate information and 
monitor violence against women and children and work closely with representatives of parent 
committees from schools and teachers from schools, pre-schools and religious institutions at 
local and regional level; 

• providing training and services for resolving domestic disputes; 

• training law enforcement authorities, including women representatives of police, lawyers and 
judges, in mediation and procedures for dealing with cases of violence against women; 

• drawing up programmes for men which actively involve them in efforts to eliminate violence 
against women. 

3. To enlist the support of religious leaders in: 

• explaining Islamic gender principles and the role of women in the family, involving the top 
level of religious leaders in collaboration with government bodies; 
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• training community leaders in the issue of violence against women and mediation, using official 
sources of Islamic literature and jurisprudence; 

• publishing booklets with information about Islamic principles of gender. 

III. Interventions by other sectors 
1. To strengthen and implement interdisciplinary educational activities for young people on gender 

roles, sexuality and legal rights, in collaboration with the Ministry of Education, the World Bank, 
and UNICEF. 

2. To form a task force of governmental, international and national organizations, which should meet 
on a regular basis to coordinate interventions and progress in the effort to eliminate violence against 
women. 

3. To increase the rate of prosecutions of perpetrators of violence against women and punish 
perpetrators more severely. 

4. To promote job opportunities for girls and women to make them economically independent. 

5. To increase public funding for services for victims of violence against women. 

6. To implement existing legislation promoting equality between women and men. 

7. To introduce a curriculum for the military and police academy to enable them to handle cases of 
violence against women better. 

IV. Information 
1. To involve the media in the women’s rights campaign and in disseminating information about 

violence against women. 

2. To develop a campaign on the issue of suicide, to be included in the curriculum for secondary schools. 

3. To distribute the addresses of police, health workers, crisis centres, counselling services, etc. where 
women victims of violence can find help and refuge. This information should also be available in 
police stations and health clinics. 

4. To establish a social science research institute to conduct research and surveys on violence against 
women, including religious attitudes and perspectives on gender. 

5. To carry out information campaigns on violence against women and the protection of children’s and 
women’s rights within the family, in combination with the mass media (public and private), 
government and NGOs. One good example of this is the WHO collaborating centre for women’s 
health at the Greater Glasgow Health Board, Glasgow, United Kingdom. 

6. To publish an informational/analytical bulletin for the Ministry of the Interior, the Judiciary and law-
enforcement agencies on different types of violence. 
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Annex 3 
 
 

KEY RECOMMENDATIONS OF THE WHO TECHNICAL MEETING ON 
EUROPEAN STRATEGIES TO COMBAT VIOLENCE AGAINST WOMEN, 

COPENHAGEN, 1997 
 

 
1. More knowledge is needed about the prevalence of abuse of women. A standardized definition of the 

various categories of violence and standardized epidemiological and statistical instruments are 
needed to improve the scientific basis of research and the comparability of findings in this area. 

 
2. A transcultural, cross-national, multicentre study on domestic and sexual violence should be initiated 

to measure the prevalence of violence in different societies, to conduct follow-up studies to evaluate 
the consequences of violence on the health status of women, and to facilitate evaluation of national 
prevention strategies. Pilot projects should be conducted to this end. 

 
3. The dissemination of information, training materials and guidelines in the area of violence against 

women must be based on established models of good practice and must be adapted to different 
sociocultural contexts. There should also be a distinction between conflict, post-conflict and normal 
situations. 

 
4. The abuse of women in intimate relationships must be adequately reflected in health surveys and in 

its status within the priorities of the health services. The issue of sexual violence must be kept on the 
political agenda of governments and the health authorities. 

 
5. The work of NGOs, independent women’s organizations and volunteers needs to be acknowledged, 

supported and brought within the framework of a formal partnership between hospital/health services 
and community-based services. Overall responsibility for the treatment of abused women should lie 
at the highest administrative level of the health services. 

 
6. Health systems should include low-threshold services – a place in the health care system where 

abused women can go without having first to go to the police, where disclosure of abuse can take 
place in safety and where any subsequent referral to specialized or psychiatric services does not carry 
the risk of stigmatization. 

 
7. Criteria need to be developed for all professionals working with abused women, and more female 

professionals need to be recruited. These criteria should be integrated into formal training 
programmes. The responsibilities of different health care professionals (gynaecologists, physicians, 
nurses and social workers) and NGOs need to be clearly defined. 

 
8. The mental consequences of violence must be integrated into the medical treatment of victims. A 

protocol for intervention should be drawn up, covering medical examinations, counselling, the 
availability of contraception, treatment for STDs, safe legal abortion, and post-rape procedures. 
Lifestyle and social constraints need to be taken into account. 

 
9. The interaction between the medical and legal systems needs to be addressed to promote the same 

awareness and sensitivity among the police and legal professions, thereby preventing secondary 
victimization and exercising a positive influence on court decisions in cases of violence. 

 
10. A multidisciplinary approach to legal and community-based sanctions against abusers is needed, 

targeting law enforcement agencies, the legal system, the educational system and the mass media. 
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