
Original Article

Int J Cur Res Rev   | Vol 7 • Issue 17 •  September 2015 59

EMPOWERMENT AND ENGAGEMENT OF SHG 
WOMEN AGAINST VIOLENCE DURING SEX/
INTIMACY: AN INTERVENTION STUDY FROM 
KARNATAKA, INDIA

Manoj Kumar Gupta1, Veena R.2

1Associate Professor and Dean Research Institute of Health Management Research (IIHMR), Bangalore, KA, India; 2Assistant Professor, 
Institute of Health Management Research (IIHMR), Bangalore, KA, India.

ABSTRACT
Objective: To empower and engage the Self Help Groups (SHGs) women against violence during sex/intimacy with the use of 
IEC strategy so that they can act as change agents for other women in the community.
Methods: This was a ‘Multi-centric Action Research Demonstration Study’. As an intervention, series of workshops were con-
ducted with the help of pre-developed IEC material. 
Results: The intervention was found effective in the form of a significant change in level of perception among SHG women that 
violence during sex or intimacy is abnormal, improvement in awareness about women’s right to decline to the partner from hav-
ing sex while encountering violence from him and significant reduction in their experience of facing violence during intimacy or 
sex in last one year.
Conclusion: This study provides experience of the feasibility; efficacy and impact of health education interventions and an in-
sight into the development and implementation of effective interventions against violence during sex or intimacy in India.
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INTRODUCTION

Domestic violence is manifested through physical, sexual, 
psychological and economic abuse (Domestic violence 
against women and girls 2000). The “protection of women 
from Domestic Violence Act, 2005” says that any act, con-
duct, omission or commission that harms or injures or has 
the potential to harm or injure will be considered domestic 
violence by the law. Even a single act of omission or com-
mission may constitute domestic violence (Kaur R, 2008; 
the protection of women from domestic violence act, 2005). 
However, even in the presence of this act, there is a gloomy 
picture. In depth analysis of National Family Health Sur-
vey-3 (NFHS-3) (2006-2007) showed that the prevalence of 
physical violence among Indian women is as high as 31% 
and that of sexual violence is also as high as 8.3% (Kimuna 
SR, 2013). Sexual abuse and rape by an intimate partner 
is not considered a crime in most countries, and women in 
many societies do not consider forced sex as rape if they are 
married to, or cohabiting with, the perpetrator. The assump-

tion is that once a woman enters into a contract of marriage, 
the husband has the right to unlimited sexual access to his 
wife. In Zimbabwe women were told that the use of force 
by a husband is “a part of life”. In Nicaragua and Haiti, it 
is believed that women do not have the right to refuse sex if 
they do not feel like it and that in some circumstances men 
are justified to beat their wives (Population council, 2004).

More than two decades of research has shown that sexual 
violence and intimate partner violence within or outside mar-
riage are major public health problems with serious long-
term physical and mental health consequences, as well as 
significant social and public health costs (Breiding MJ, 2008; 
Logan TK, 2007; Randall T, 1990; WHO, 2002). An expand-
ing and persuasive body of evidence from diverse settings 
has documented the connection between sexual violence 
and reproductive and sexual health risks (Koenig M, 2004; 
Kishor S, 2004; Parish WL, 2004; Martin SL, 1999; Cac-
eres CF, 2000; WHO, 2005). Many studies are of the view 
that violence by intimate partner most likely undermines the 
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sexual and reproductive health of the women. This exten-
sive violence has significant harmful effects like unwanted 
pregnancy (Khan ME, 1996), gynecological disorders (Gold-
ing JM, 1996) and physical injuries to private parts (Stark E, 
1979).

Internationally, one in three women have been beaten, co-
erced into sex or abused in their lifetime by a member of 
her own family (Heise L, 1999). Looking at the domestic 
front, staring from Vedic age to twenty first century, women 
in India perhaps have never experienced equal rights and 
freedom compared to their male counterparts. Underde-
velopment, lack of economic opportunities for both sexes, 
and entrenched inequalities in the distribution of power, re-
sources, and responsibilities between men and women (gen-
der inequalities) create a risk environment that supports high 
levels of intimate-partner violence (Mane P, 1994; Gupta 
GR, 2002; Garcia-Moreno C 2000). In many developing 
countries women “believe” that the use of force is a man’s 
“right” and submission is the only way to avoid pain and en-
sure security in the marital home. Young women from vari-
ous settings in South Asia said or were told: “I had feelings 
of discomfort but I had to accept my husband’s wishes.”“If 
you won’t give him then he will force you and you would 
have pain” (George A, 2003). A few studies in South Asia 
have explored the various coping strategies used by young 
married women to avoid situations of high personal risk for 
sexual violence. These studies revealed that young married 
women try to avoid unwanted sex with their husbands by 
threatening to scream, in order to endanger the husband’s 
prestige, threatening to commit suicide, waking up young 
children, and feigning menstruation (Santhya KG, 2005; 
Puri M, 2007; Puri M, 2010; Women’s Rehabilitation Centre, 
2002; Khan ME, 2002; George A, 2002). Alternatively, some 
women try to develop a greater intimacy with their husbands, 
communicate sexual desire, and participate more equally in 
sex-related decision making to avoid unwanted sexual expe-
riences (Khan ME, 2002; George A, 2002; Joshi AM, 2001).

It has been proved that, if the women are given an interven-
tion (life cycle education) regarding the sexual violence 
at the beginning of their sexual life then there might be a 
long term impact on reduction in incidence and prevalence 
of sexual violence. However, in a conservative society like 
India, talking about sex and other gynecological problems 
of women is a taboo. Across all strata of the society, these is-
sues are not discussed with the girls before marriage (George 
A, 2003; Alaudin M, 1999). Even teachers and parents hesi-
tate in talking sexual health issues with the young girls and 
boys. In this regard a ‘culture of silence’ prevails that inhibits 
women from revealing their private problems to others due 
to various social factors. 

In order to develop effective intervention programme and 
policy for sustained behavioural change, which is a long-

drawn process, it is vital to know the attitude and perception 
of the women towards the issue in-depth. Communication 
strategies at the community level by integrating Information, 
Education and Communication (IEC) tools into public health 
programs may have great role to influence the change in at-
titudes, perceptions and behavior of people in the commu-
nity. Development and use of IEC material along with active 
participation by the community ensures delivery of appro-
priate information and knowledge to people which in turn 
empowers them to make informed decisions about their life. 
IEC involves building social networks and communicating 
the information through appropriate channels and methods 
in a manner that is culturally accepted by the community. 
Health care workers in rural areas act as change agents and 
are trained to communicate the information contained in 
these materials to the community.

Studies have proved that education can be a protective fac-
tor towards sexual violence by empowering women (Kimu-
na SR, 2013). With this background the present study was 
designed to empower and engage the SHG women against 
violence during sex/intimacy by creating awareness and sus-
taining interest through lesson plans in the IEC material so 
that they can act as change agents for other women in the 
community. 

METHODS

A ‘Multi-centric Action Research Demonstration Study’ 
(Karnataka, Rajasthan and Chhattisgarh) was conducted 
to sensitize and engage Self Help Groups (SHGs) women 
through community mobilization. These women were sen-
sitized and empowered and empowered to take care of their 
reproductive health including cervical cancer. Besides that 
it was expected that those SHG women will act as change 
agent for other women in the community. This study was 
conducted from May 2012 to October 2013. In the prepara-
tory phase  of this study (three months), extensive literature 
search was done, tools were designed and finalized, IEC 
materials were developed and baseline data was collected 
through household survey (HHs) and focus group discus-
sions (FGDs). In the intervention phase (one year), a series 
of workshops were conducted for the SHG women to meet 
the objectives. In those workshops the pre-developed IEC 
materials were used to increase the awareness of SHG wom-
en. After that, an end-line data was collected through HHs 
and FGDs. The data was analyzed and report was prepared 
and submitted to fun ding agency. This paper has taken data 
from that original study.

The primary study site was Kolar District of Karnataka state. 
From five taluks of Kolar district, Bangarpet taluk was se-
lected as intervention taluk by applying simple random sam-
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pling. With the help of purposive sampling the nearby taluk, 
Malur was selected for adequate counter-factual which has 
socio-demographic, climatic, developmental and health in-
dicators similar to Bangarpet taluk. In both these taluks HHs 
and FGDs were conducted to collect quantitative and quali-
tative information, respectively both during baseline and 
endline. During intervention phase, fifteen 3-day workshops 
were conducted targeting 75-80 SHGs in Bangarpet taluk. 
The local NGOs working in intervention site were involved 
in those sensitization workshops. In Dharwad, Koppala, 
Jaipur and Raipur districts only qualitative evaluation using 
FGDs were done, and only two workshops, each consisting 
three days, were conducted. Only quantitative data analysis 
of intervention district of Karnataka has been included in the 
present article.

Sample size: As per the literature search and by assuming 
the minimum prevalence (50%) about correct perception of 
SHG women regarding violence during sex/intimacy and 
considering 10% permissible level of error in the estimated 
prevalence, the sample size was calculated using the formula 
n= z2pq/L2. The calculated sample size (384) was rounded up 
and fixed to 400 and decided to interview 200 SHG women 
from Bangarpet and 200 from Malur taluks during baseline 
and end-line each.

Selection of Households: There are 3 Community Mo-
bilization Research Centers (CMRCs) in Bangarpet taluk 
(Kamsamudra, Toppanahalli and Budikote) and 2 CMRCs in 
Malur taluk (Thoralakki and Dinnahalli). From each CMRC, 
6 villages were selected by simple random sampling method. 
Thus a total of 30 villages were selected for the study. In the 
selected villages total enumeration of SHG women was done 
to prepare a sampling frame. The required study subjects for 
each taluk were selected adopting probability proportion to 
size (PPS) sampling technique. In order to get required study 
subjects, simple random sampling was done.

SPSS v16.0 software was used to analyze the generated data. 
For statistical inference chi-square test was applied. The 
statistical significance was decided based on the p value. A 
p value of <0.05 and <0.01 were taken as significant and 
highly significant, respectively.

RESULTS

Table 1 presents the socio-economic and demographic pro-
file of the respondents in Malur and Bangarapet taluks in 
Kolar district during baseline and end line surveys. The to-
tal number of households covered during baseline survey 
was 397 (200 in Malur and 197 in Bangarapet) and end line 
survey was 401 (197 in Malur and 204 in Bangarapet). It is 
evident from the table that the mean age of the respondents 

during baseline survey and end line survey was 31.4 years 
(SD= 6.7) and 32.7 years (SD=7.3), respectively. There was 
no significant variation in the mean age of the respondents 
in Malur and Bangarapet taluks. More than 95 percent of the 
respondents in both the taluks were married. More than 60 
percent of the respondents in Malur and around three fourth 
of the respondents in Bangarapet taluk were belonging to nu-
clear family. A vast majority of the respondents were Hindus. 
With regard to caste of the respondents, more than 35 percent 
of the respondents belong to scheduled caste or scheduled 
tribes and more than one fourth belong to Other Backward 
Castes (OBC) in both the taluks. More than 90 percent of 
the respondents have a ration card. It is to be noted here that 
majority of the respondents in both Malur and Bangarapet 
taluks belong to either Below Poverty Line (BPL) or ex-
tremely BPL category.

Table 1: Socio–economic and demographic profile of the re-
spondents

Characteristics

Baseline End line

Malur Bangarapet Malur Bangarapet

% (N) % (N) % (N) % (N)

Age

Less than 25 
years

14.5 13.7 12.8 9.8

25-29 years 29.0 23.4 25.6 24.5

30-34 years 18.5 22.3 14.9 17.6

35-39 years 21.5 26.9 24.6 27.9

40 years and 
above

16.5 13.7 22.1 20.2

Mean age 31.5  
SD=6.9

31.4  
SD=6.5

32.8  
SD=7.5

32.6  
SD=7.1

Marital status

Married 99.0 95.9 97.0 94.1

Unmarried 1.0 3.6 1.0 5.4

Separated/ 
Widow

0.0 0.5 2.0 0.5

Type of family

Nuclear family 68.1 74.1 61.1 73.4

Joint/third 
generation

31.9 25.9 38.9 26.6

Religion

Hindu 95.5 94.4 96.4 97.5
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Others 4.5 5.6 3.6 2.5

Caste

SC/ST 36.9 35.4 39.6 36.2

OBC 25.8 28.7 26.9 31.9

Others 37.3 35.9 33.5 31.9

Has ration card

Yes 94.0 92.9 93.9 97.1

No 6.0 7.1 6.1 2.9

Economic status*

BPL/extreme 
BPL

87.3 97.3 98.9 99.5

APL 10.6 2.2 1.1 0.0

Don’t know 2.1 0.5 0.0 0.5

Total 100 
(200)

100 (197) 100 (197) 100 (204)

During baseline survey 24.5% of respondents from Malur 
taluk and 31.5% respondents from Bangarpet taluk reported 
that pain/bleeding during intercourse is not a normal phe-
nomenon. There was found a highly significant (p<0.01) dif-
ference in the level of perception about pain/bleeding during 
intercourse in Bangarapet (95.1%) and Malur (37.8%) during 

end line survey. More than one third of the respondents in 
both the taluks had perception that violence during sex or 
intimacy is normal. With the help of planned workshops this 
perception could be reduced to less than five percent in the 
intervention taluk. Considering the selection of nearby taluk 
as control to match the socio demographic milieu and lon-
gevity of intervention (one year), some knowledge diffusion 
was observed in control taluk in the form of improvement 
(~80%) in perception that violence during sex or intimacy 
is abnormal. Respondents were asked to report their percep-
tion about woman’s right to decline from having sex while 
encountering violence from her partner. Forty-eight percent 
of the respondents from Malur and near about 30 percent re-
spondents from Bangarapet reported on an affirmative note. 
During end line survey, a highly significant improvement 
(75.4%) was observed in the awareness level of SHG women 
in intervention taluk about their rights. A highly significant 
change in level of perception that violence during sex or 
intimacy is abnormal and improvement in awareness about 
women’s right to decline to the partner from having sex 
while encountering violence from him was clearly reflected 
in their experience of facing violence during intimacy or sex 
in last one year. Before intervention more than 20 percent of 
women in intervention taluk and nearly 10 percent women 
in control taluk had experienced violence during intimacy 
or sex. The corresponding percentage during end line survey 
was less than five percent for both the taluks.

Table 2: Distribution of respondents according to their perception and experience regarding violence during sex/intimacy

Characteristics

Baseline

p value

End line

p valueMalur Bengarapet Malur Bengarapet

N (%) N (%) N (%) N (%)

Perception about pain/bleeding during intercourse

Normal 89 (44.5) 97 (49.2)

0.022

49 (25.0) 7 (3.4)

<0.01Not normal 49 (24.5) 62 (31.5) 74 (37.8) 193 (95.1)

don’t know 62 (31.0) 38 (19.3) 73 (37.2) 3 (1.5)

Perception about violence during sex or intimacy

Normal 67 (33.5) 54 (27.4)

0.001

14 (7.1) 6 (3.0)

<0.01Not normal 86 (43.0) 118 (59.9) 155 (79.1) 193 (95.1)

don’t know 47 (23.5) 25 (12.7) 27 (13.8) 4 (2.0)

Perception about women saying no to sex when her man is beating her

Should say no 96 (48.0) 59 (29.9)

0.001

106 (54.1) 153 (75.4)

<0.01Should not say no 76 (38.0) 108 (54.8) 72 (36.7) 46 (22.7)

don’t know 28 (14.0) 30 (15.2) 18 (9.2) 4 (2.0)

Experienced violence during intimacy and sex

Yes 43 (21.5) 23 (11.7)

0.009

8 (4.1) 10 (4.9)

0.811No 155 (77.5) 166 (84.3) 182 (92.8) 182 (89.7)

Not applicable 2 (1.0) 8 (4.1) 6 (3.1) 11 (5.4)

Total 200 (100) 197 (100) 196 (100) 203 (100)
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DISCUSSION

Violence against women and gender inequality result from 
a complex array of interwoven factors and is often embed-
ded in social customs that allow it to be perpetrated with 
impunity – even, in many cases, without being considered 
as violence, let alone a crime. International and regional le-
gal and policy instruments have clarified the obligations of 
countries to eradicate and punish violence against women. 
However, States are failing to meet the requirements of the 
international legal and policy framework. Laws have contin-
ued to change over the decades to reflect a definition of what 
constitutes sexual assault that is more sensitive to the needs 
of victims, yet the shift in societal attitudes is not necessarily 
keeping pace.

Efforts to empower women must address current norms and 
traditional social customs that legitimize violence against 
them. Educational sessions are perhaps the most commonly 
recognized form of sexual violence prevention work. Ac-
cording to UNESCO, 2009, the primary goal of sexuality 
education is to equip children and young people with the 
knowledge, skills and values to make responsible choices 
about their sexual and social relationships in a world affect-
ed by HIV. In addition to learning about the risks of preg-
nancy and sexually transmitted infections (including HIV), 
children and young people also need to learn about the risk 
of sexual exploitation and abuse in order to recognize these 
when they occur, to protect themselves as far as possible and 
to identify and access available sources of support.

Nearly half of the respondents in the present study were con-
sidering pain/bleeding during intercourse as a normal phe-
nomenon and more than one third of the SHGs women in 
both the study taluks had perception that violence during sex 
or intimacy is normal. These findings represent that percep-
tion of women regarding violent behavior of their intimate 
partner during sex is trapped and modulated by deep rooted 
culture sense of sexual obligation in a marital relationship. 
This statement is supported by Culbertson K and Dehle C, 
2001 stating that women may internalize the cultural sense of 
sexual obligation in a marital partnership due to the percep-
tions that, a woman is obliged to be sexually available to her 
partner once a past sexual relationship has been established. 

As far as the perception about woman’s right to decline from 
having sex while encountering violence from her partner is 
considered, more than one third of the respondents from both 
the study taluks had perception that women should not re-
fuse sex to her partner under any of the given circumstances. 
This figure was quite higher than the findings of many other 
studies (Garcia-Moreno C, 2006; Sharma KK, 2011). The 
planned intervention in the present study could significantly 
improve the awareness level of SHG women in intervention 
taluk about their right to refuse for sex when her partner is 

showing any kind of violent behavior. Similar findings have 
been reported by Breitenbecher KH, 1999.

The paucity of nationally representative data makes it diffi-
cult to establish the prevalence of non-consensual sex among 
married young women in developing countries. In the pre-
sent study, more than fifteen percent women in the study 
area had experienced violence during intimacy or sex. This 
is supported by the findings of many other research stud-
ies on domestic violence from developing countries which 
suggests that anywhere from 10-60% of married women of 
reproductive age report experiencing some form of domes-
tic violence (Santhya KG, 2005; Khan ME, 2002; Sharma 
KK, 2011; Jejeebhoy S, 2003; Watts C, 2002; Koenig MS, 
2003). Similar kind of evidence have been proposed by the 
Demographic and Health Surveys (DHS) and other surveys 
which suggests that between 3 and 23 percent of married 
young women (aged 15-24) in developing countries such 
as Cambodia, Colombia, Haiti, India, Nepal, Nicaragua and 
Zambia have ever experienced non-consensual sex by a cur-
rent or former spouse (Hof C, 1999). Many other studies on 
ever-married or -partnered young women in Asia had also 
shown that between 3% and 33% of them have experienced 
coerced sex within a formal union or marriage (Santhya KG, 
2005; Im-em W, 2006; Allen DR, 2003; Alexander M, 2006). 
But the findings of the present study are quite lower than the 
findings of many other studies conducted in India (Martin 
SL, 1999; Puri M, 2011; Santhya KG, 2007) and higher than 
the findings of NFHS III (IIPS, 2007) and a study conducted 
by Mishra A et al. in 2014.

The corresponding percentage of experiencing sexual vio-
lence was reduced to less than five percent in the present 
study. Similar kind of findings showing effectiveness of 
women’s empowerment intervention in reducing sexual vio-
lence has been reported by a pilot study “an intergenerational 
women’s empowerment intervention to mitigate domestic 
violence” conducted in Bangalore, India (Krishnan S, 2012).

The consequences of violence during sex/intimacy can be 
severe, and in fact, intimate partner violence is one of the 
leading causes of death among women 15-44 years of age 
(Im-em W, 2003). This kind of violence is strongly associ-
ated with physical and mental health morbidity, including 
homicide, suicide, physical injuries and emotional distress 
as well as HIV seropositivity (Watts C, 2002; Chowdhary 
N, 2008; Ellsberg M, 2008; Maman S, 2002; Decker MR, 
2009). However the present study shows its limitation in ex-
ploring those consequences.

In summary, despite the grave consequences of sexual vio-
lence, and its persistence both within and outside marriages, 
this subject has received relatively little attention from re-
searchers, policy makers, and programme managers in India. 
The experience of sex violence undermines the empower-
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ment women and certainly is a barrier to the socio- demo-
graphic and economic development of the country. As it is 
found to be deep rooted in the socio cultural practices and 
both the perpetrator as well as victim takes it granted, there 
is need of major transformation in the socio cultural milieu 
through proper and effective behavior change of the com-
munity and empowerment of women is the key to break this 
negative persistent culture sense. The results of present study 
provide an insight into the development and implementation 
of effective interventions against violence during sex or in-
timacy in India.

Again, though the present findings are silent about the legal 
side of the issue, stringent laws against the perpetrators of the 
violence should be implemented effectively to curb the issue.

CONCLUSION

This study provides experience of the feasibility, efficacy 
and impact of health education interventions with the help of 
IEC materials on improving awareness and right practices of 
women (empowerment) in regard with violence during sex/
intimacy. The study highlights that further research is needed 
in this direction to address the issues more sensibly. In view 
of the above results it can also be concluded that we need to 
have effective strategies for empowering women against vio-
lence during sex / intimacy through proper information, edu-
cation, and behavior change in culturally acceptable manner.
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