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Background
Violence against women (VAW) is one area of reproductive
health that has not been given due consideration in Nigeria
despite the fact that Nigeria is a signatory to many
international conventions on eliminating violence against
women and promoting human rights.1,2 VAW is
increasingly being recognised as a serious public health
issue, resulting in significant physical, psychological and
social impairment.3 The World Health Organization, non-
governmental organisations and other agencies have
recognised this and called on countries to take appropriate
measures to prevent violence against women.4,5 The 1994
International Conference on Population and Development
Programme of Action is very specific about sexual violence
when it states: “Countries should take full measures to
eliminate all forms of exploitation, abuse, harassment and
violence against women, adolescents and children”.6 Also,
one of the key issues addressed at the Fourth World
Conference on Women in Beijing in 1995 was the
elimination of violence against women.7

Several years after these conferences and conventions,
which Nigeria ratified, violence against women still affects
the lives of millions of women worldwide and cuts across
ethnic, cultural and religious barriers, impinging on the
rights of women to participate fully in society.8 In Nigeria,
there is gross underreporting of VAW but available data
indicate that 24–79% of women have experienced physical
assault by an intimate partner.2,9-12 Unfortunately, this is
tolerated as a cultural norm and accepted more or less as
part of the rules guiding intimate relationships, as
entrenched in parts of the penal code operating in some
states in Nigeria.

Consequences of VAW
The health and psychosocial consequences of VAW are
enormous. Victims of domestic violence are at a higher risk
of several common gynaecological disorders and
complications in pregnancy, where the health and safety of
two potential victims are placed in danger.13 It has been
shown that children who witness violence between their
parents are at increased risk of childhood behavioural
problems and of violence in future relationships.14 Abused
women are more likely to suffer psychological distress in
addition to engaging in harmful practices such as substance
and alcohol abuse.2

Cross-sectional studies show that 40% of women in
South Africa reported that their first sexual intercourse was
forced.15 Schoepf16 has suggested that in Eastern and
Central Africa, as a result of the targeting of younger
females for sex (owing largely to the belief that “they have
not been contaminated”), girls’ first sexual experience may
involve violence and force with older persons. In Nigeria,
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12.4% of girls had experienced sexual intercourse before
the age of 11 years.17 Ejikeme,18 in his review, asserted
that such sexual experiences are as traumatic as they are
destabilising, and he established a relationship between
these practices and adolescent suicide, loss of self-worth
and poor mental health.

Harmful cultural practices
It is estimated that about 100 million women and girls in
Africa have undergone some form of genital mutilation,19

whereas in Nigeria, an estimated 60% of women are
genitally mutilated in one form or another.20

Ibekwe21 highlighted the physical and psychological
sequelae associated with female genital mutilation. Other
harmful traditional practices that are detrimental to
women’s health and rights include widowhood practices,
wife inheritance, denial of access to education, trafficking
in women and girls, and economic discrimination.
Widowhood practice is an offensive and dehumanising
traditional practice, which varies with culture and ethnic
group. It includes sleeping on a bare floor, drinking the
deceased’s bathwater, eating from broken plates and
staying indoors for 1 year. Interwoven with the widowhood
practice is wife inheritance, in which a woman is handed
over to her deceased husband’s relation, often against her
wishes. When a woman loses her husband, she is
automatically willed to a junior brother or another relation
of the deceased husband, with all the attendant risks of
HIV/AIDS and other psychosocial problems. In some parts
of Nigeria, boys and girls do not have equal access to
education. In some instances girls are forced to get married
while their brothers go to school. There is male preference
in the employment of workers and the consideration is
usually not based on competence. Women police officers
require official permission to marry while men do not.
Pregnant women are not admitted to schools of nursing as
a policy. In some parts of Nigeria, pregnant women are
denied nutritious food such as snail, meat and eggs. They
present to hospital only with the permission of their
husband. It has been shown that the continuing prevalence
of these harmful traditional practices and the low status of
women contribute to the increasing rate of maternal death
in Nigeria, which ranks among the highest in the world.22

The way forward
In spite of the health consequences, women are still
reluctant to disclose causes of violence; instead they would
rather suffer in silence. Since the United Nations
Declaration on the Elimination of Violence Against
Women,23 no concrete attempt has been made to address
the issue. Preventing VAW should therefore be revitalised
and promoted as an important reproductive health
intervention to address the debasement of women. There is
a need for public enlightenment on what constitutes VAW.
Education on the reproductive and sexual rights of women
should be intensified by means of print and electronic
media and women’s organisations. There is also an urgent
need to review cultural and traditional laws that negate
women’s rights – to economic emancipation, to autonomy,
to education and to matters relating to their reproductive
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system. Presently in Nigeria, VAW by male partners is
widely condoned, as the belief that a husband may chastise
his wife by beating her is deeply embedded in the
culture.2,9,10 Repealing of such cultural laws will improve
women’s health and status.

Also, VAW should be recognised as a criminal issue
through the amendment of existing legal instruments and
domestication of international laws and treaties on VAW to
which Nigeria is a major signatory. VAW should not be
restricted to being a husband and wife issue; rather it
should be made a state affair and laws should be made to
allow law enforcement agents to intervene in domestic
quarrels between couples.

In addition, the empowerment of women’s sociocultural
organisations can accelerate the abolition of all forms of
violence. Women can play effective roles in eliminating
gender-based violence and in initiating and implementing
programmes that guarantee their reproductive and human
rights. A women’s group in Anambra State, Southeast
Nigeria has successfully eliminated widowhood practices
in the area.24 Women’s groups should therefore be
mobilised, strengthened and encouraged to champion
issues that affect their well-being.

Training programmes to raise awareness, build strong
advocacy, and generate interest in issues related to women
should be organised regularly. There is also the need to train
health professionals about gender-based issues. Apart from
being instruments of positive change in the society, health
care providers should assist in alleviating the sufferings of
women exposed to domestic violence through physical
support, medical treatment, counselling and prompt referral
to other social agencies where assistance can be offered.
Timely management and referral can interrupt the cycle of
violence, prevent further injury and initiate the help-seeking
process. A significant proportion of health workers in our
environment lack the knowledge and experience required to
suspect and recognise VAW.25 Efforts should therefore be
made to incorporate topics related to domestic violence and
the sexual and reproductive rights of women into the
curriculum of doctors, nurses and students in higher
education institutions.

Conclusions
In conclusion, preventing VAW should be given the highest
priority in Nigeria where culture, tradition, customs,
religion and patriarchy all combine to nurture reproductive
ill-health and debasement of the status of women in the
society. Elimination of harmful cultural practices and
legislation to prohibit VAW and enforce the sexual and
reproductive rights of women are areas that need urgent
attention. Education and enlightenment of the populace
must be intensified in order to engender attitudinal
changes. Finally, improvement in the reproductive health
and rights of Nigerian women will speed up progress
towards achieving the targets of the Millennium
Development Goals.
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