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Abstract
South Asia is considered to have a high prevalence of 
intimate partner violence (IPV) against women. Therefore 
the World Health Organisation has called for context-
specific information about IPV from different regions. A 
scoping review of published and gray literature over the 
last 35 years was conducted using Arksey and O’Malley’s 
framework. Reported prevalence of IPV in Sri Lanka ranged 
from 20-72%, with recent reports of rates ranging from 25-
35%. Most research about IPV has been conducted in a 
few provinces and is based on the experience of legally 
married women. Individual, family, and societal risk factors 
for IPV have been studied, but their complex relationships 
have not been comprehensively investigated. Health 
consequences of IPV have been reported, with particular 
attention to physical health, but women are likely to under-
report sexual violence. Women seek support mainly from 
informal networks, with only a few visiting agencies to 
obtain help. Little research has focused on health sector 
responses to IPV and their effectiveness. More research 
is needed on how to challenge gendered perceptions 
about IPV. Researchers should capture the experience 
of women in dating/cohabiting relationships and women 
in vulnerable sectors (post-conflict areas and rural areas), 
and assess how to effectively provide services to them. A 
critical evaluation of existing services and programms is 
also needed to advance evidence informed programme 
and policy changes in Sri Lanka. 
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Introduction 
Intimate partner violence (IPV) is defined as 

physical, sexual, and/or emotional abuse by a current or 
former marital or non-marital partner in the context of 
coercive control [1]. Most victims of IPV worldwide are 
women. The World Health Organisation recently reported 
that South-East Asia had a high prevalence of physical 
and sexual IPV among ever-partnered women worldwide 
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(37.7%) [2]. A review of data from 81 countries revealed 
that South Asia has the second highest prevalence of 
IPV (41.7%) [3]. Context specific information about IPV 
in South Asia is needed to understand these alarming 
prevalence rates, as well as to identify the determinants of 
IPV and how these factors generate the conditions under 
which women experience IPV in these settings. 

Despite sharing many characteristics with other 
South Asian countries, Sri Lanka consistently ranks 
better in terms of maternal and child health, and life 
expectancy and educational attainment of women, yet 
available research suggests that the country has high 
rates of IPV [4-6]. Sri Lanka is currently transitioning 
from a low-to middle-income country and is emerging 
from a 25-year-long civil war, so it is a unique context 
within which to examine the topic of IPV. In this article, 
we review literature about IPV in Sri Lanka to describe 
the prevalence, consequences and risk factors of IPV, and 
women’s and health systems’ responses to it.

Methods
A ‘scoping’ review is a technique used to ‘map’ 

relevant literature in a field of interest and is useful when 
the topic has not been comprehensively reviewed before. 
Scoping reviews help to summarise research findings by 
examining the extent, range and nature of the existing 
research. Unlike systematic reviews, scoping studies do 
not critically appraise the quality of the literature [7]. 
We used Arksey and O’ Malley’s five stage framework: 
developing a research question, identification of relevant 
literature, selecting a subset of literature for inclusion 
in the review, charting information from selected 
publications and summarising and presenting the results 
[7]. The broad research question that guided the review 
was: what is known from existing literature about IPV in 
Sri Lanka? We searched published and gray literature from 
1980-2015 using different combinations of the following 
keywords: wife abuse/beating/ battering, domestic 
violence, intimate partner violence, spousal abuse, partner 
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abuse, gender-based violence and Sri Lanka. Sources of 
information included electronic bibliographic databases 
(such as MEDLINE,  PsychINFO, CINAHL, Healthstar, 
EMBASE, Scopus), websites, peer reviewed journals, 
reference lists from articles and reports, repositories or 
archives at universities and libraries, as well as media 
reports, published and unpublished dissertations and 
theses, and conference proceedings. Studies were included 
if they focused on IPV against women by a male partner. 
Our initial search identified 271 articles, which were 
scanned using the following inclusion criteria: (1) focused 
on or included IPV against women; (2) focused on the Sri 
Lankan context; (3) written in English. Peer reviewed 
journal articles, conference presentations and published 
and unpublished dissertations and theses were included. 
After removing duplicates, narratives, expert opinions, 
and review articles, the number of articles included in 
the review was 39. 

Most of the studies were quantitative (n=18/39) and 
mixed methods (n=11/39) research. Some studies (30%) 
were based on convenience samples of women (n=31 
to 356) who were accessed and recruited from hospital 
clinics, medico-legal units, antenatal clinics, and other 
institutions [8-18]. Others (70%) were community based 
studies (n=62 to 2311) [19-44]. Sri Lanka was also one 
of the countries included in a multi country study on men 
and violence in Asia and the Pacific and in the GENACIS 
study (Gender, Alcohol and Culture: an International 
Study) [20]. These were the first studies on IPV in Sri 
Lanka to include men: the former was a large community 
based study including 1658 men and 653 women from four 
locations (Western, Central, Eastern, and North Central 
provinces); the latter was a qualitative study involving 7 
men and 17 women. A few studies focused on children 
or adolescents who witnessed their mothers’ experiences 
of IPV, and others studied IPV in the context of self-harm 
or as a consequence of the experiences of civil war [17, 
30, 34, 35, 38, 39].

Most of these studies were conducted in the Western 
province (n=15), followed Central (n=8), Northern (n=8), 
Eastern (n=7), and North Western provinces (n=5). Two 
studies included participants from more than one province 
[18, 32].

Figure 1 displays the number of studies on IPV over 
time, showing that research on the topic peaked after 2006 
(i.e., beginning one year after the passage of the 2005 
Domestic Violence Act of Sri Lanka and ending shortly 
after the cessation of the civil war in 2009).

Results
We reviewed the results of the 39 relevant studies 

on various aspects of IPV in Sri Lanka. The findings 
are presented in the following sections, which focus on 
the prevalence of IPV, health consequences of IPV, risk 
factors for IPV, women’s responses to IPV, health system 
responses to IPV, and factors affecting women’s care-
seeking behaviour, in Sri Lanka. 

Figure 1. Number of studies over time.

IPV in Sri Lanka was first investigated by Saravana-
pavanthan in 1982 with a specific focus on ‘wife abuse,’ 
and this was followed by similar studies focusing on ‘wife 
abuse,’ ‘wife battering,’ and ‘wife beating’ [9, 15, 19, 27, 
46, 47]. Since 2010, research on IPV has included both 
marital and cohabiting relationships [8, 20, 21, 25, 26, 
37]. We found only two studies that examined IPV in the 
context of dating relationships [37, 48].

Together, the literature suggests that 20-72% 
of women in different locations in Sri Lanka have 
experienced IPV. The highest prevalence rates were 
reported by women living on tea plantations in the 
Central Province (72%) and in the urban poor areas of 
the Western Province (60%) [21, 27]. As some of these 
prevalence rates are from studies conducted 10-15 years 
ago, these findings are unlikely to reflect the current rates 
of IPV in Sri Lanka. Recent community based surveys 
reported that 24-34% of women in various regions of 
Sri Lanka experienced IPV [25, 26]. The most recent 
survey conducted in 2013, reported that 22% of women 
experienced IPV from a male partner, and 24% of male 
participants perpetrated IPV during their lifetime [20].

A number of studies (n=15) were conducted in the 
Northern and Eastern Provinces, which were affected by 
the civil war from 1983-2009. Notably, several of these 
studies reported that IPV was more common than non-
partner violence against women even during the conflict 
period [13, 41]. In addition to the civil war, the Indian 
Ocean tsunami of 2004 severely affected these provinces. 
Several studies focused on the post-tsunami context in 
these conflict affected areas, some did not document IPV 
from women’s perspective [30, 34]. For example, one 
study interviewed non-government organisation (NGO) 
workers from this area, and another included children’s 
accounts of parental conflict [30, 34]. According to the 
study involving school children in an area affected by 
the tsunami in the Northern Province, 41% of children 
had witnessed violence directed against their mother by 
their father [34].

Experiences of IPV were documented for women in 
all stages of life, including adolescents, pregnant women, 
older adults and the types of IPV experienced included 
physical, sexual, emotional, and verbal abuse, and various 
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controlling behaviour in varying frequencies [23, 27, 49]. 
However, the majority of studies predominantly reported 
physical violence. Overall, sexual abuse was one of the 
least reported forms of IPV in Sri Lanka, with rates 
ranging from 5 to18% [20, 25, 26]. The highest reported 
sexual violence rate (20%) in Sri Lanka was based on 
men’s self reports, and in the same study only 18% of 
women reported experiencing sexual abuse.  

Physical health consequences of IPV in Sri Lanka 
have been documented, including head injuries, black 
eyes, contusions, abrasions, lacerations, and burns [10, 13-
15, 19, 21, 27, 45, 50].  A number of studies were conduc-
ted in medico-legal settings, where physical injuries are 
more likely to be reported than other consequences of 
IPV. Only a few studies documented the psychological 
and mental health consequences of IPV: lowered self-
esteem, suicidal ideation and suicide attempts [15, 23, 
27, 39]. In one study, 12% of women reported IPV as the 
main reason for attempted suicide [17]. In another study, 
conducted in four provinces of Sri Lanka, 25% of the 
women who had experienced IPV reported having suicidal 
thoughts, compared with 7% of women who had never 
experienced IPV [20]. Studies investigating IPV during 
pregnancy reported that 5-42% of women experienced 
IPV during pregnancy, resulting in pregnancy and labour 
complications and other adverse outcomes for themselves 
and their newborns [12, 47, 51]. These outcomes were 
reportedly 2-3 times higher among women who had 
experienced IPV during pregnancy compared with their 
counterparts [12, 20]. 

Studies identified a number of individual risk 
factors for IPV in Sri Lanka, including a woman’s young 
age, low socioeconomic status and low educational 
attainment [9, 22-27, 44]. Abuser characteristics were also 
reported, including alcohol or drug abuse, unemployment, 
depression, and childhood experiences of violence [9, 
13, 19, 20, 22-27, 44, 48, 51]. Some relationship factors 
were reported as being associated with IPV, including 
suspicions of infidelity, sexual jealousy, extramarital 
relations, and marital disharmony [20, 21, 23, 25, 33, 48]. 
The role of these factors in increasing women’s risk of IPV 
is not clear. For example, some studies identified alcohol 
abuse or community violence as risk factors for IPV, 
while others found that these factors are not consistently 
associated with IPV or only operate in combination with 
other factors such as low socioeconomic status [23, 27]. 
Several studies reported that risk factors for IPV in Sri 
Lanka, as in other patriarchal societies, are grounded in 
societal level risk factors such as ‘traditional’ gender 
roles and expectations [20, 29, 30, 32, 35, 37]. For 
example, one study found that up to 97% of men believed 
women should obey their husbands, and the majority of 
participants (both men and women) consider men to be the 
decision-makers in the family [20].  Another study found 
that obeying the husband was associated with a lower 
risk of IPV. Although dowry related violence appears to 
be less common in Sri Lanka compared with other South 

Asian settings [4, 20, 25], Sri Lankan women, like their 
counterparts, are expected to wear conservative clothing 
in public places such as courts and other government 
institutions, occupy traditionally ‘female’ occupations, 
and face double standards in terms of sexual entitlement, 
sexual promiscuity, and pre- and extramarital sex [4, 
13, 20, 25]. These risk factors are more significant for 
Sri Lankan women in certain regions and vary over 
time due to changing social and political situations. For 
example, IPV directed at women reportedly increased in 
the Northern and Eastern provinces after the end of the 
war [31].

The majority of the studies reported that Sri Lankan 
women, in general, do not disclose IPV to anyone and 
may continue to live in abusive relationships, in some 
cases for as long as 10 years [10, 13, 20, 23, 25, 33]. 
Those who sought help were more likely to approach 
family, neighbours, friends, and community leaders 
rather than formal services such as hospitals, police, or 
agencies providing services [23, 25, 52, 53]. Several 
studies reported that most of the women who seek help 
from healthcare services do not disclose IPV [13, 15, 
23, 25, 45]. The most recent survey of IPV in Sri Lanka 
conducted in 2013 found that only 32% of women who 
sought healthcare for IPV-related health problems reported 
the abuse to their healthcare providers [20]. Nevertheless, 
the reporting rates in 2013 were higher than those reported 
in the past [15, 25]. Few women made a complaint to the 
police or took legal action against the perpetrator [15, 
52]. One study reported that 13% of women who reported 
IPV made a complaint to the police and another reported 
that only a minority of complaints resulted in legal action 
against the abuser [20, 52].

Research aimed at documenting the health system 
responses to IPV is limited in the Sri Lankan context. 
A few reports by NGOs document services provided 
by them such as legal aid, counselling, and shelters. 
According to these reports, during and after the period 
of civil war, and following the Indian Ocean tsunami, 
NGOs set up services in the regions most affected by 
these events and provided counselling services with 
the support of foreign funding agencies [4]. The first 
state supported health sector initiative for women 
experiencing IPV (the Gender-Based Violence (Desks) 
was implemented in 2002 [54]. The services, however, 
were primarily delivered by NGOs.  Later, in 2007, a 
One Stop Crisis Center called ‘Mithuru Piyasa’ was set 
up in a government hospital, and similar centers have 
since been established in 20 government hospitals. The 
latter initiative, led by the Ministry of Health, provides 
for national level integration of IPV services. However, 
no studies have examined whether women access either 
type of centers, or whether the services meet their needs. 
Public Health Midwives (PHMs) in Sri Lanka have been 
trained to deliver a programme of education to recently-
married couples which includes information about healthy 
relationships, family life and conflict resolution [4]. This 
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health education programme is described as a pioneering 
IPV prevention programme, but, published literature 
about programme implementation and its effectiveness 
is not available [43]. 

Limited research has focused on perceptions and 
attitudes about IPV among healthcare providers. A study 
involving 30 nurses from public and private healthcare 
sectors in Sri Lanka revealed a range of personal and 
institutional barriers that affect how nurses care for women 
experiencing IPV [18]. Personal barriers included lack of 
knowledge and skills, and institutional barriers included 
lack of support from colleagues and other healthcare 
professionals, lack of communication and collaboration 
between professional groups, managers, and adminis-
trators, and lack of opportunities for developing relevant 
knowledge and skills. A study involving undergraduate 
male medical students revealed attitudinal barriers that 
could potentially affect IPV care provision; 33% of 
students surveyed believed wife beating was justified, 
63% blamed women for instigating the violence, and 
23% stated that occasional violence by a husband 
against his wife could help maintain the marriage [26]. 
A few studies involving women who sought services 
at healthcare institutions also reported stigmatizing 
attitudes toward women among health care providers, 
which discouraged the women from seeking services 
again [4, 23, 25].  A study describing the first-ever training 
programme for PHMs in 2009 study shows that their 
knowledge of IPV, perceived barriers to care provision, 
responsibility and confidence to identify and assist women 
experiencing IPV, improved 6 months after the training 
programme [26]. PHMs were more likely to identify, 
discuss and followup women experiencing IPV. Even 
though similar training is being provided to midwives in 
other areas of the country [4], more than 5 years since its 
inception, the effectiveness of this training has not been 
documented [4].   

Discussion
Of the 20 million people in Sri Lanka, 55% (10.5 

million) are girls and women [55]. Available research 
indicates that IPV is a widespread problem in Sri Lanka 
affecting 1 in 3 women in the country. Based on the recent, 
most representative data, the overall prevalence of IPV in 
Sri Lanka is about 25–30%, lower than estimates for other 
countries in South Asia. However, the prevalence rates of 
IPV in Sri Lanka must be considered with caution as they 
are primarily based on small studies, conceptualisation of 
IPV as occurring within the context of legal marriage, and 
only in a limited number of geographical locations. They 
also do not capture the heterogeneous nature of women in 
terms of their social, cultural, religious, economic, educa-
tional, and political backgrounds. Similarly, although IPV 
occurs in all forms of intimate relationships, and despite 
an increase in non-marital or co-habiting relationships, 
IPV in Sri Lanka continues to be conceptualised within 
the context of legal marriage. As a result, women in 

‘non-marital’ intimate relationships are under represented 
in IPV research, so their experiences of IPV are poorly 
understood. Also, a general taboo on sexual matters and 
the lack of legal recognition of marital rape means that 
sexual violence and rape within marital relationships 
are largely overlooked. Also, the consequences of IPV 
for women in Sri Lanka have been primarily understood 
from a medico-legal perspective with a narrow focus on 
physical injuries. 

The available studies suggest that individual and 
community level factors interact to make the situation 
worse for some women or some groups of women in 
Sri Lanka, but very little is known about the intersecting 
micro-, meso-, and macro-level factors in the Sri Lankan 
setting. As in many other countries, many of the factors 
that increase the risk for IPV in Sri Lanka are grounded 
in patriarchal relations and expectations prescribed for 
men and women, so the status of women relative to men 
in society in general, and within the context of marital 
relationships in particular, is of relevance [20, 30]. 
Restrictive policies and practices increase Sri Lankan 
women’s susceptibility to violence and tolerance of 
violence, while decreasing their ability to respond to IPV 
in a way that is most effective for them. For example, 
a recent government policy required women to seek 
permission from their husbands before leaving for foreign 
employment [57]. 

Overall, there appears to be an increase in the 
number of women who visit hospitals, the police and 
NGOs, to seek services, and more importantly to disclose 
IPV, than before. This signifies a positive change in the 
perception of IPV as no longer a private matter. However, 
little is known about the outcomes of such help-seeking 
behaviour, especially in the context of negative attitudes, 
as well as limited knowledge and skills, among health 
care professionals who provide services to women 
experiencing IPV [27, 42].  Additionally, IPV related 
services at government hospitals are largely dependent 
on NGOs to provide shelter, legal aid, and social services. 
Yet, there is a lack of recognition of the NGOs’ role by 
the government. In the post-conflict context, the state 
perception of all NGO efforts as ‘anti-government,’ 
created barriers for these organizations to continue their 
work [57]. 

The Women’s and Children’s Desks in police stations 
and the Prevention of Domestic Violence Act provide 
some support for women seeking recourse from IPV. 
However, women face numerous obstacles when trying 
to obtain an Interim Protection Order (IPO). For example, 
they must produce evidence of violence, and delays in 
the issue of an IPO after a complaint is made place their 
lives at risk [58]. Moreover, even when a court rules 
against a perpetrator and issues an IPO, the ruling is often 
inefficacious because the perpetrator is not sufficiently 
monitored and continues to threaten or abuse the woman 
and her family and friends. In some cases, the abusers 
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have threatened the (female) healthcare professionals 
who provide care to women experiencing IPV [18, 26].

Overall, there appears to be a positive change in the 
perception of IPV in Sri Lanka, which is no longer viewed 
as an entirely private matter, encouraging more women 
to seek outside services. However, in moving forward, 
there is a need to address many of the barriers that prevent 
women from seeking legal redress and recourse from IPV. 
These barriers include restrictive policies and practices 
that lower the status of women relative to men within the 
context of intimate relationships as well as their position 
in society. 
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