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Abstract 

Introduction 

In 2009, the Sri Lankan Ministry of Health trained its public health midwives (PHMs) on 

intimate partner violence (IPV). I evaluated the training’s efficacy in improving the PHMs’ 

knowledge, perceived responsibility, barriers, and self-confidence in identifying and managing 

IPV sufferers in Kany, Sri Lanka.  

Methods 

I conducted this study from August 2009 to September 2010 in Kandy district. I used a 

self-administered structured questionnaire for data collection. Using the Wilcoxon signed-rank 

test, I compared the PHMs’ pre- and post-intervention IPV prevention knowledge, perceived 

responsibility, barriers, and self-confidence scores. I computed the Minimally Important 

Differences (MIDs) and the Reliable Change Indices (RCIs) for the four variables, and computed 

the number of PHMs who showed reliable changes, and important improvements in their scores, 

after the training. 

Results 

After the training, the PHMs (n = 408) showed significant improvements (p < 0.001) in 

their perceived responsibility (3.20 vs. 4.60), self-confidence (1.81 vs. 2.75), barriers reduction 

(2.43 vs. 1.14), and IPV prevention knowledge scores (0.62 vs. 0.88). Moreover, 94.1%, 96.6%, 

97.8%, and 98.3% of the PHMs showed important improvement in their perceived responsibility, 

barriers, IPV knowledge, and self-confidence scores respectively, exceeding the MID. Although, 

64.5%, 80.1%, and 93.6% of the PHMs showed reliable improvement in their perceived 

responsibility, self-confidence, and barrier reduction respectively (above RCI), only 42.4% of the 

PHMs improved their IPV prevention knowledge above the RCI. 
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Conclusions  

The Sri Lankan partner violence prevention training was associated with improvements 

in perceived responsibility, barrier reduction, and self-confidence in managing partner violence 

sufferers, among some of the midwives. Midwives partner violence prevention knowledge did 

not improve in a similar manner. 

 

Key words: intimate partner violence; Sri Lanka; public health midwives; training; evaluation
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1. Introduction 

Intimate partner violence (IPV) is a public health problem that cuts across countries, 

societies and cultures [1-8]. Both women and men could be the sufferers of IPV [6, 8]. 

However, compared to men, a significantly higher number of women experience IPV and are 

injured or killed by their abusive male partners [8-20]. This situation is especially seen in 

developing countries where a majority of women are economically dependent on their 

husbands [15-21].  

 

1.1  The definitions of IPV 

The term “intimate partner violence” describes physical violence, sexual violence, and 

psychological violence (including controlling behaviours) by a current or former intimate 

partner. A person can experience this violence within their marital and cohabiting relationships, 

or after being seperated. Hence, the “intimate male partner” in this definition includes husbands, 

ex-husbands, boyfriends, ex-boyfriends, or wives, ex-wives, girlfriends, and ex-girlfriends [6, 8-

12]. The experience of IPV during the past 12 months is termed “current abuse”. The experience 

of IPV at least once in a person’s lifetime is termed “ever abuse” [4].  

The acts of physical violence include hitting, slapping, burning, threatening with a 

weapon, actually using a weapon, etc. The acts of sexual violence include forced sex, 

pornography, unwanted sexual acts, etc. The acts of psychological violence include shouting, 

intimidating, threatening, scaring, etc. The acts of controlling behaviours include keeping a 

person from seeing friends or family, insisting a person to tell where she/he has been all the time, 

preventing a person from accessing services, etc. [3-6].  
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 The terms “domestic violence” (DV) and gender-based violence (GBV) both include IPV 

[8, 22-24]. Other than including IPV, DV also includes child abuse, elder abuse, and abuse by 

any member of the household [8]. GBV includes IPV, DV, as well as community violence and 

workplace violence [24, 25]. 

 

1.2 The global context of IPV 

1.2.1 Historical background  

For long, many accepted IPV as an inevitable part of a marital relationship [1-8]. Hitting 

the wife or forcing her to have sex was considered normal and the right of a husband [3-8].  In 

1979, this acceptance was first challenged when the United Nations (UN) adopted “The 

Convention on the Elimination of all forms of Discrimination Against Women” (CEDAW) [1, 

26]. CEDAW is an international bill of women’s rights.  In 1993, the “World Conference on 

Human Rights” held in Vienna, Austria introduced the “Declaration on the Elimination of 

Violence against Women” [27]. This declaration led several governments and civil societies to 

acknowledge that violence against women (including IPV) is a public, policy, and human rights 

concern. In the 1995 Beijing World Conference on Women, 189 governments signed on to a 

“Platform for Action” to prevent violence against women, including IPV [27].  

Through these initiatives, governments increasingly recognized the need to develop broad 

multi-sectoral approaches to prevent IPV [1, 6, 28]. They started passing laws to criminalize IPV 

[1, 29-34], and improved the support services available for abused women. However, the 

response was not as aggressive in developing countries. In spite of having IPV laws, the 

conviction rates were minimal, and only a few IPV support services were available for the 

sufferers [33-38].  
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Lack of documented evidence on IPV was one reason for the poor IPV response in 

developing countries [1, 6]. IPV prevention was difficult for the governments when there was 

limited IPV data to guide policy implementation and monitoring [1, 6]. As one solution to this 

problem, in collaboration with research teams in ten countries, the WHO conducted a multi-

country study in 2005 to provide internationally comparable data on IPV [3]. This study also 

introduced a tool to collect IPV data, and proposed ethical and safety guidelines for IPV studies 

[3-5, 39, 40].  

 

1.2.2 The global prevalence and associations of IPV 

The prevalence of IPV differs across countries; the prevalence is much higher in 

developing countries than in developed countries [1, 3, 4, 7-12]. In a 2005 WHO multi-country 

study, the lifetime prevalence of IPV ranged from 71% in an Ethiopian province to 15% in a 

Japanese city [1, 3].  In a 2013 WHO study, the reported lifetime IPV prevalence was 36.6% in 

Africa, 29.8% in the Americas, 25.4% in Europe, and 37.7% in South-East Asia [7]. 

Several factors are associated with IPV. The female factors include low level of 

education, low economic status, young age, high number of children, witnessing of parental IPV, 

and poor social support for the sufferers [13-21, 40-50]. The male factors include low education 

levels, poor economic status, young age, low level of communication with the sufferer, alcohol 

consumption, patriarchal attitudes, witnessing parental IPV, and being violent toward other men 

[1, 6, 51, 52] . The social factors include economic inequality between men and women, low 

levels of female mobility, negative gender role attitudes, and little or no support by the extended 

family in the incidences of IPV [42-46]. Also, separated or divorced marital status, marital 

conflicts and extra-marital affairs have been commonly associated with IPV [43, 45].  
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1.3 Health effects of IPV  

IPV can cause several physical, psychological, sexual, and reproductive health problems 

among sufferers [53-62]. The physical consequences of IPV include abdominal or thoracic 

injuries, bruises, cuts, burns, fractures, gastrointestinal disorders, etc.; some of these physical 

effects might persisit even after the violence ends [6, 56]. Some sexual and reproductive health 

consequences of IPV include pregnancy complications, miscarriage, sexual dysfunction or 

injuries, and sexually transmitted infections including HIV/AIDS [8, 63–67]. The psychological 

and behavioural consequences include depression and anxiety, feeling of shame and guilt, 

alcohol and drug abuse, unsafe sexual behaviours, suicide, and homicide [60, 68, 69]. 

Several external manifestations of IPV are associated with underlying biological 

mechanisms [69, 70]. For example, chronic stress caused by IPV can affect the sufferer’s mental 

health and cognitive functioning [68, 69]. The stress response can compromise the immune 

system [70]. Sustained or acutely elevated stress can cause cardiovascular disease, hypertension, 

and insulin-dependent diabetes [69, 70]. 

 

1.4 Addressing IPV at health settings 

Most IPV sufferers seek health care at some point in their lives [1, 6]. This is in contrast 

to the fact that they will rarely seek help from the police or other legal or social services [24, 25, 

40]. This makes the health care setting an important place where IPV sufferers can be identified, 

provided with support and referred if necessary to specialized services [22, 23, 25, 71–85].  

Among the health facilities as well, the community health care facilities have a greater 

opportunity to identify and assist IPV sufferers; this is especially true in developing countries 

[24, 25, 76, 82, 83]. Although many women in developing countries do not seek professional 
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health care for illnesses, almost 80% of pregnant women meet a skilled health worker at least 

once during their antenatal period; this happens mostly at a community health care institution. 

Furthermore, contraceptive prevalence is steadily increasing in developing countries where 

women visit community health workers for contraception [82, 83]. This gives the community 

health workers the opportunity to identify IPV sufferers and provide necessary services at the 

community level. Such identification can improve the sufferers’ health [82, 83].  

The increasing understanding of the adverse health consequences of IPV encouraged 

governments to introduce IPV prevention services at health settings. International organizations 

encouraged governments to do so, and provided guidelines on how it should be done [24-27]. 

Especially, the following international organizations published guidelines for health sector IPV 

interventions: United Nations Population Fund (UNFPA), World Health Organization (WHO), 

International Planned Parenthood Federation (IPPF), and the United States Centers for Disease 

Control and Prevention (CDC) [24-27, 82, 83].  

 

1.4.1 Guidelines for planning IPV interventions at health settings 

In 2001, the UNFPA published a program guide on how to implement IPV services in 

health settings [24]. Then, in 2004, the IPPF of the Western Pacific region published a resource 

manual on how to improve health sector response for IPV in developing countries [25]. In 2010, 

the US CDC published guidelines on how to train health workers in the primary prevention of 

IPV [83]. In 2013, WHO published its clinical and policy guidelines on how to respond to IPV at 

health settings [22].  

These guides provided recommendations on how to introduce IPV services at health 

settings and train health workers to provide culturally sensitive IPV services [24, 25, 82, 83]. 
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They recommended that IPV interventions should have institutional support and provide the 

health workers with initial and ongoing training on IPV. However, only a few developing 

countries adapted these guidelines and introduced IPV prevention services in health settings. 

  

1.4.2 Health sector IPV interventions in developing countries 

In 2006, Bangladesh implemented one-stop crisis centers for the sufferers of DV [84]. 

The centers provided acute care, counselling, and legal assistance to the sufferers. The lack of 

trained human resources was a program limitation.  In 2009, Sri Lanka’s Ministry of Health 

(MOH) integrated IPV services into the primary health care, and trained its most widespread 

community health workers – the public health midwives (PHMs) – on IPV. The effectiveness of 

this program was not assessed at the community level [85]. In 2011, Malaysia scaled up its one-

stop crisis centers to provide IPV services, with the support of women's NGOs [86]. However, 

the Malaysian MOH lacked policies and financial resources to sustain those services. In 2013, 

the Family Planning Association of Sri Lanka (FPASL) integrated IPV screening, counselling, 

and referrals into their routine sexual and reproductive health (SRH) services. Limited 

availability of trained staff was a key program limitation [87].  

Introducing IPV interventions in developing countries could be a challenging task. Most 

countries lack trained health prfessionals, necessary infrastructure, and financial resources. 

Furthermore, they have only a limited number of referral resources [7, 53]. In contrast, IPV 

interventions have been effective in developed countries because health workers quickly 

recognize IPV problems and respond appropriately. Health workers in developed countries 

receive IPV training during their undergraduate education [88-91].  
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A quick assessment of IPV followed by appropriate counselling can tremendously 

improve resource utilization and safety planning for the sufferers [92-102]. Training health 

workers on IPV is a crucial first step for introducing IPV services in health settings, especially in 

developing countries [24, 25].  

  

1.4.3 Training health workers on IPV 

To provide IPV services, health workers need adequate skills and a good understanding 

of IPV. This is because IPV is a sensitive issue, and an inadequately trained health worker can do 

more harm than good to IPV sufferers [82, 83]. For example, health workers might hold negative 

IPV-related attitudes and blame sufferers for IPV; this can aggravate IPV and adversely affect 

the sufferers’ health. The health workers might fail to notice warning signs of suicide or 

homicide, and inadvertently put a sufferer’s life in danger [22, 82, 83].  

To provide health workers a good understanding of IPV, their trainings should be 

designed by local experts who are familiar with the societal and cultural expectations of the 

setting [82, 83, 95]. Such well-designed trainings should be delivered by experienced and 

competent trainers, in the trainees’ local language. The trainees should then be followed up, 

evaluated, and provided with supportive supervision for their IPV services [24, 25, 73, 82, 83, 

95].  

 

1.4.4 Effectiveness of IPV training: a review of literature 

To evaluate the effectiveness of health worker IPV training, I conducted a literature 

review in the databases of MEDLINE®, POPLINE®, and PsycINFO®, using the Medical Subject 

Heading (MeSH) key words “intimate partner violence”, “domestic violence”, “violence against 
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women”, “abuse”, “education”, “training”, “health professionals”, “health care providers” and 

“health workers”. I reviewed the articles that were written in English and published after January 

2000 to review more recent liturature. Several studies evaluated IPV programs at health settings 

[92-94, 96-98], but did not evaluate the training component of it. I excluded them from the 

analysis.  

Majority of the previous IPV prevention trainings were conducted in developed countries.  

They aimed at improving health workers’ knowledge, responsibility, confidence, and practices in 

managing IPV sufferers, while reducing their perceived barriers. Trainings included different 

categories of health workers (e.g. nurses, doctors, midwives. etc.), and varied in their content and 

the method of implementation. They improved one or more domains of health workers’ IPV 

prevention knowledge, skills, responsibility, confidence, and practices; none improved all of 

those domains [97-102].  

A 2002 study in Minneapolis, USA included 3 intervention and 2 comparison hospitals 

and evaluated a non-profit health care based IPV screening program: the WomanKind program. 

Health workers at WomanKind hospitals showed significantly higher knowledge, attitudes, 

beliefs and behaviors on IPV prevention, than those at comparison hospitals [96]. A 2004 

Northwestern US study assessed the efficacy of a DV training conducted in a primary health care 

maintenance organization (HMO). The training significantly improved clinicians’ (n = 137) 

inquiry about DV. Their knowledge about DV did not significantly improve between the baseline 

and follow-up [97].  

  A 2004 UK study examined the effectiveness of a DV training for 79 community 

midwives [98]. Just after the intervention, and at six months’ follow-up, the midwives showed 

increase in their knowledge of IPV, and positive attitudes toward asking a patient about IPV. The 
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common barriers for IPV inquiries were lack of time, and the presence of a family member [98]. 

A 2005 study in a Washington county assesed the effectiveness of a two-hour IPV workshop for 

health workers. The participants’ (n = 187) summary scores improved significantly for the 

responsibility to identify IPV, empathy, and respecting patients’ autonomy. The barriers on 

providing IPV services did not reduce [99].  

A 2006 US study assessed an online IPV education program for physicians (23 

physicians in the intervention group and 29 in the control group) [100]. The program improved 

the physicians' attitudes, beliefs, and self-reported practices on IPV. Their actual knowledge 

improved only marginally (p=0.06). A 2007 Israeli study evaluated the efficacy of a national DV 

training program conducted by the Israeli Ministry of Health (MOH) [101]. It found that the 

training improved the physicians’ IPV knowledge and screening skills in a six-month follow-up 

period, but not their knowledge of IPV legislations [101]. 

A 2011 US cluster randomized control study assessed a two-hour IPV training program 

for clinicians in 24 intervention practices and 24 control practices [91]. After one year, the 

intervention practices referred 223 sufferers to advocacy services. The control practices made 

only 12 referrals [91]. A 2013 Greek intervention study included 25 GPs (11 in the intervention 

group and 14 in the control group) and evaluated an intensive IPV education program. In the 

intervention group, the physicians’ IPV knowledge and their perceived preparedness improved 

significantly. However, their IPV case detection did not improve [102]. 
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1.5 The Sri Lankan context of IPV 

1.5.1 The prevalence and association of IPV 

Sri Lanka is a developing country in the South Asian region with a population of 19.1 

million; 51% of that population is female [103, 104]. Sri Lankan women enjoy a relatively better 

standard of living compared to the other South Asian women. They have a higher life 

expectancy, higher literacy rate, lower birth rate, and higher age at marriage [103-106]. In 2012, 

the life expectancy of Sri Lankan women was 75 years, the literacy rate was 91%, and the age at 

marriage was 25 years. In the same year, among Indian women, the life expectancy was 63 years, 

the literacy rate was 74%, the age at marriage was 22 years [105].  However, patriarchal gender 

norms widely exist in Sri Lanka and a considerable number of women experience IPV [107-

118].  

Sri Lanka has only a few published IPV studies. The first was a 1982 study which 

involved 60 married women who were repeatedly assaulted by their husbands. Of all, 62% were 

assaulted by weapons such as sticks, firewood, and kitchen knives [109]. In 1999, a cross-

sectional study included 417 rural married women between 18–49 years of age, and reported a 

30% prevalence of physical IPV. IPV was associated with early marriage, low income, and large 

families [111]. 

A 2001 study included 1200 pregnant women between 15 and 49 years old, and reported 

a 4.7% prevalence of physical abuse during the current pregnancy. Of them, 20% were abused at 

least once a week [112]. A community-based cross-sectional study conducted in the Western 

Province in 2006 reported a 34% lifetime prevalence of physical IPV [43]. In a community-

based cross-sectional study conducted in 2007 in the Central Province, wives were more likely to 

experience ever and current psychological abuse by husbands if they did not believe that "a good 
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wife always obeys her husband" [42]. In patriarchal Sri Lankan society, the family expects wives 

to uphold cultural and family values, and act in a manner that does not bring shame to the family. 

Marital conflicts are considered personal matters in Sri Lanka. Possibly, Sri Lankan wives accept 

the common cultural norms, in order to reduce IPV [42, 115]. 

A common belief in Sri Lanka, even among medical students and police officers, is that 

IPV is a personal matter that outsiders should not intervene in [115-118]. The laws against IPV 

identify the physical and psychological IPV, but not the sexual IPV [115, 118]. IPV support 

services such as shelters and legal aid programs are largely inadequate to assist the high number 

of IPV sufferers [119-126].  

These studies suggest that the prevalence of IPV is high in Sri Lanka. Health workers and 

police officers bear a major responsibility in combating IPV in any country. However, a 

considerable proportion of health workers and police officers in Sri Lanka believe that IPV is a 

personal matter in which outsiders should not intervene. This situation can lead the IPV sufferers 

to experience institutional abuse, and make them loose confidence in the legal and medical 

systems for their safety. To improve this situation, Sri Lanka needs IPV prevention trainings for 

health workers and police officers; research should evaluate the effectiveness of the trainings, 

and suggest possible improvements as appropriate.  

 

1.5.2 The interventions for IPV prevention in Sri Lanka 

Sri Lanka was one of the first countries in South Asia to ratify the CEDAW in 1981 

[124]. Then, in 1993, Sri Lanka subscribed to the UN’s “Declaration on the Elimination of 

Violence Against Women (DEVAW)” [118]. With these initiatives, the Sri Lankan Ministry of 

Women’s Affairs established the “National Committee on Women” in March 1993, and 
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formulated a Women's Charter [119].  In the same year, 50 NGOs working on gender issues 

came together and formed a forum (The Sri Lanka Women’s NGO Forum) to function as an 

advocacy body on women’s rights [120]. Some of the NGOs also provide free legal counseling 

and assistance to the sufferers [121]. 

Subsequently, in 1995, Sri Lanka subscribed to the Beijing “Platform for Action” to 

prevent violence against women [115, 118]. In the same year, the Ministry of Women’s Affairs 

established its first three shelters for IPV sufferers and their children. These shelters temporarily 

accommodate IPV sufferers till they find a safe place to live, away from the abusive husbands 

[36, 119]. By 2015, Sri Lanka had 13 such shelters. 

In 1995, Sri Lanka amended the penal code to recognize physical abuse and rape of a 

spouse; a rape was an offence only when the spouse was under 16 years old or judicially 

separated [122-124]. Subsequently, in 2005, a specific legislation against DV was introduced to 

provide protection orders against acts of physical violence, and severe psychological violence by 

a spouse. However, the law on marital rape did not change [123]. 

In 1996, the department of police established women’s desks in 36 main police stations in 

Sri Lanka [124]. These desks receive only the complaints on DV and IPV. The desks are headed 

by female police officers to address the complaints of DV/IPV in a gender-sensitive manner. By 

2015, all police stations in Sri lanka had women desks [124]. However, these desks still lack 

trained female police officers. 

Although these initiatives improved IPV services in Sri Lanka, they are still not adequate 

to serve the large number of IPV sufferers. Furthermore, the professional response for IPV is 

inadequate in Sri Lanka [115, 118, 125]. An average of 4,000 cases of domestic violence are 

reported to the police every month. However, nearly 80% get settled when police officers 
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convince wives to drop the charges [115].  Health professionals provide medical assistance to the 

sufferers of IPV, but rarely inquire about the violence [107, 108]. The laws against IPV provide a 

12-month protection order against the acts of physical and psychological violence by husbands. 

However, the poor monitoring after issuing of the protection order leads wives to be battered 

despite the availability of the law [116]. 

 

1.5.3 Health sector responses for IPV prevention in Sri Lanka 

In 2001, the Sri Lanka Medical Association (SLMA) established a “Women's Health 

Committee” [126] which initiated the sensitizing of health policy makers on IPV. In 2005, the 

Sri Lankan MOH established a consultant position to address IPV at health settings (a Gender 

Focal Point) [127, 128]. This appointment intensified the health sector involvement in IPV 

prevention. With this appointment, the MOH introduced one-stop crisis centers (n = 5) at 

selected secondary and tertiary care hospitals to provide medical care, psychological counselling, 

and legal advice for IPV sufferers; at present, there are 30 such crisis centers [127].  

Because the MOH networked with local IPV support services, the crisis centers could 

refer IPV sufferers  for different services. Some services provided financial assistance to the 

sufferers and trained them for self-employment [129]. However, only a minority of IPV sufferers 

benefited from the crisis centers. This is because the majority of IPV sufferers do not seek care 

from these centers.  

Sri Lanka has a well-developed network of community health workers called the public 

health midwives (PHMs) who can assist IPV sufferers at the community level. They can provide 

emotional support, and empower sufferers to prevent IPV; such an empowerment can improve 

the sufferers’ safety and wellbeing [23-25].  
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1.5.4 Introducing an IPV training to public health midwives in Sri Lanka 

Identifying this community health care network (the PHMs) as an IPV prevention 

resource, in 2009 the MOH trained its PHMs on IPV prevention [128, 130]. The training aimed 

to improve the midwives’ skills in identifying and assisting IPV sufferers at the community 

level. MOH expected the PHMs to integrate IPV services into their routine community health 

services.  

In Sri Lanka, PHMs are the grassroots level maternal and child health workers. They 

provide family planning services, antenatal care, postnatal care, child immunizations, and 

gynecological services to the community [127, 128]. The Sri Lankan MOH recruits PHMs from 

the localities in which they are likely to work; females older than 18 who have a minimum of 10 

years of formal education are selected for 18 months of midwife training. PHMs conduct field 

visits in order to assure the health and wellbeing of their allocated population (around 800 

women in the reproductive age, and their children) [128]. PHMs provide their services free of 

charge, irrespective of their careseekers’ economic standards; even the poorest women in the 

most rural areas of Sri Lanka receive the services of a PHM [106].  

The PHMs’ dedicated service has helped Sri Lanka achieve the best reproductive health 

indices in the South Asian region. For example, in 2013, the maternal mortality rate in Sri Lanka 

was 29 per 100,000 live births compared to 190, 190, and 170 in India, Nepal, and Bangladesh, 

respectively [112]. In 2013, 75% of all Sri Lankan pregnant women were registered with PHMs 

before the eighth week of pregnancy. Furthermore, 99% of pregnant women had their blood 

group tested before the delivery, and received timely Rubella and Tetanus vaccinations [127]. 

Because PHMs provide a free and friendly service, women in the community treat PHMs with 

respect, and consider them as trusted and dependable friends. Since PHMs visit women in their 
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homes, they can observe women in the environment where IPV occurs. As the PHMs are female, 

they can build trusting relationships with women in the community. MOH considered all these 

positive factors when introducing the IPV prevention training to the PHMs.  

 

1.6 Rationale of the study 

In Sri Lanka, one out of every three women experiences IPV, but rarely discloses her 

experience of violence till it becomes severe [114-120]. As a result, sufferers of IPV present to 

health care institutions with serious IPV-related health consequences such as fractures, severe 

depression, unsafe abortions or suicidal attempts. Some succumb to the injuries of IPV [121]. If 

these sufferers can be identified at the community level, health workers can provide them with 

the necessary assistance during the early stages of violence, and prevent them from developing 

serious health problems associated with IPV.  

To recognize and assist IPV sufferers, health workers need IPV prevention training [24, 

25]. This is because untrained health workers can do more harm than good to IPV sufferers. 

They might blame sufferers for their IPV experiences and aggravate the problem. Furthermore, 

lack of IPV prevention training might reduce the health workers’ perceived responsibility and 

confidence in managing IPV sufferers [95].  

IPV prevention training is especially important in a country like Sri Lanka. In Sri Lanka, 

many consider IPV as a private family matter that outsiders should not intervene in. A divorce or 

a separation, even due to severe IPV, can stigmatize a woman. Furthermore, a considerable 

number of Sri Lankan women are economically dependent on their husbands, and might find it 

difficult to leave their abusive relationships – Sri Lanka has only a limited number of IPV 

prevention services to support them [108, 115, 118]. Because of these reasons, Sri Lankan health 
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workers need to be trained to best utilize the available resources and provide culturally-sensitive 

IPV services.  

Even among the health workers, community health workers have a better opportunity to 

identify and assist IPV sufferers than other health workers [82, 83]. In Sri Lanka, the most 

common community health workers are the PHMs. They provide reproductive and child health 

care services at the community level [106, 128]. During their home visits, PHMs can observe 

women at the places of violence, and assist them appropriately. Moreover, being female, PHMs 

are likely to develop trusting relationships with IPV sufferers, which can improve the sufferers’ 

IPV disclosures. 

After considering these factors, the Ministry of Health of Sri Lanka trained its PHMs on 

IPV prevention in 2009. The purpose of this training was to improve the PHMs’ ability in 

identifying and managing IPV sufferers at the community level. UNFPA provided the financial 

assistance [128, 130]. Before introducing the program nationwide, the MOH first piloted a 

program with PHMs in one district (Kandy) to assess its efficacy in improving PHMs’ IPV 

prevention knowledge and their responsibility and confidence in managing sufferers.  

 

1.7 Research Objective 

The objective of this study was to evaluate the efficacy of the PHMs’ pilot IPV 

prevention training in improving the PHMs’ IPV knowledge, perceived barriers, responsibility, 

and confidence in identifying and managing IPV sufferers in Kandy, Sri Lanka.  

The results of this study will be useful for the Sri Lankan MOH in training PHMs on IPV 

prevention. Other developing countries might learn lessons from this training and provide IPV 

prevention training to their community health workers. 
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2. Methods 

2.1 Study design 

I conducted this pre- and post-intervention survey between August 2009 and September 

2010, in the Kandy district (Appendix 1). I conducted the pre-intervention survey just before the 

training (intervention), and conducted the post-intervention survey six months after the training. 

 

2.2 Study area 

Kandy is the second-largest district in Sri Lanka, with a population of 1.4 million. Of that 

population, 12.1% live in urban areas, 82% live in rural areas, and 5.9% live in tea plantation 

estate areas [104]. People of three ethnicities live in those three areas. They are Sinhalese (70%), 

Muslims (14%), and Tamils (8%). They speak two main languages, Sinhala and Tamil [110]. 

Although the three ethnicities have minor cultural variations, women’s status, male dominance, 

and societal beliefs are similar among the three ethnicities [103, 104]. 

The female literacy in Kandy varies in urban, rural, and tea plantation estate sectors. In 

urban areas, the literacy is 95%, in rural areas it is 91%, and in the estate areas it is 75%. These 

figures are similar to the total female literacy rates in Sri Lanka, in the three sectors. Of the total 

population in Kandy, 25% of women and 62% of men participate in the labor force. The total 

married population is 45% [104]. As living together without being married is uncommon in Sri 

Lanka [36, 108], the married population might be the at-risk population for IPV in Kandy, 

excluding dating violence. 

The basic health care unit in Sri Lanka is called a Medical Officer of Health area: one 

community physician (a Medical Officer of Health) is responsible for the primary health care 

services in one area. In each area, 15-35 PHMs provide primary health care services to the 
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women in the reproductive age (18-49 years old), under the supervision of the Medical Officer of 

Health; each PHM serves around 800 women in the reproductive age. For administrative 

purposes, the MOH refers to the PHMs working in urban and rural areas as “field PHMs”. The 

PHMs working in tea plantation estate areas are called “estate PHMs”. In Kandy, there are 22 

Medical Officer of Health areas. During the study period, a total of 495 PHMs (field and estate) 

provided primary health care services in those 22 areas [131]. As in any other area, PHMs in 

Kandy also provide family planning services, antenatal care, postnatal care, and child 

immunizations to the community. They maintain close relationships with the women in their 

area; most women consider the PHM as a reliable and a trusted friend [128, 131]. Appendix 2 

shows two photos of the community health services provided by PHMs. 

 

2.3 Participants 

As shown in Figure 1, I recruited all the PHMs in Kandy district (n = 495) for this study. 

Among them, 425 participated in the pre-intervention survey; the other 70 PHMs did not 

participate due to personal reasons (e.g., illness). For the post-intervention survey, I recruited the 

PHMs who participated in the pre-intervention survey (n = 425). Among them, four PHMs did 

not participate due to personal reasons. I also excluded 13 participants whose questionnaires 

were incomplete. Final analyses evaluated the data of 408 PHMs who had worked in Kandy for 

more than one year. 
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Figure 1. Selection of participants 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

2.4 The training program (intervention) 

The PHMs’ training program consisted of four days of training. Each day, the training 

was held from 9.00 to 16.00. The training was designed by two community physicians and a 

gynecologist. They had international training on IPV prevention and experience in providing IPV 

prevention services. They prepared a 60-page, A4-size training manual for the trainers 

(Appendix 3), in order to help them conduct the training in a timely and comprehensive manner. 

As per international guidelines [24, 25], the training manual was prepared in the PHMs’ local 

language (Sinhala), matched the PHMs’ professional requirements, and aimed to improve their 

practical IPV prevention skills (Appendix 4).  

Total number of PHMs in Kandy 

(n = 495) 

Participated in pre-intervention 

survey (n = 425)  

Participated in post-intervention 

survey (n = 421) 

Included in the final analysis     

(n = 408) 

Did not participate in post-

intervention survey (n = 4) 

Did not participate in pre-

intervention survey (n = 70) 

Excluded due to incomplete 

answers (n = 13) 
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Subsequently, the MOH trained five community physicians in Kandy on how to conduct 

the training with PHMs. The five trainers, two of whom were female, were the most senior and 

experienced community physicians in Kandy in 2009; each had masters or doctoral postgraduate 

qualifications in public health (MBBS, MSc, +/- MD). They also held prior experience in 

training PHMs at the midwifery schools or in PHMs’ in-service training [131].  

The trainers conducted 11 four-day training programs for the PHMs working in 22 

Medical Officer of Health areas (Appendix 5). They combined the PHMs of two Medical Officer 

of Health areas for each training program. The training was held at the office of one of the two 

Medical Officer of Health areas. As shown in Appendix 6, around 35 to 65 PHMs participated in 

each four-day training program. The contents of the training were as follows: (1) gender roles; 

(2) the types, acts, and health effects of IPV; (3) the domestic violence (DV) prevention law in 

Sri Lanka; (4) the available supportive services for IPV sufferers in the country; and (5) how to 

identify and assist IPV sufferers [85]. Appendix 7 provides the detailed training program. 

Using role-playing and case reports, the trainers discussed how to manage IPV sufferers in 

different situations. Appendix 8 shows three of the case reports used in the training.  Because 

IPV is a culturally sensitive issue in Sri Lanka [108, 118], the trainers requested the PHMs to 

respect cultural norms in all their interventions. They were expected to acknowledge Sri Lanka’s 

male-centered family structure, and exercise caution when suggesting separation or divorce; this 

was because majority of IPV sufferers are economically dependent on the abusers. As mediators, 

PHMs were expected to improve the couples’ mutual respect and understanding, in order to 

prevent further IPV. 

The trainers stressed the importance of adequate privacy when inquiring about IPV and 

required the PHMs to keep sufferers’ information confidential. As Sri Lanka has few IPV 
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prevention referral resources, the trainers required PHMs to network with local women’s groups 

and social services to refer sufferers locally. PHMs could also refer sufferers to the Medical 

Officers of Health, who provided psychological care for the sufferers and referred them to legal 

services as required.  

 

2.5 Study instrument 

I used a self-administered structured questionnaire for data collection (Appendices 9-12). 

I prepared the questionnaire using the WHO’s Multi-Country Study questionnaire on Women’s 

Health and Domestic Violence against Women [3, 4], and the tools that were previously used for 

assessing the health workers’ perceived responsibility [97, 99, 102], barriers [94, 96, 99, 102], 

and self-confidence [99, 100, 102] in identifying and managing IPV/DV sufferers. They were 

used in settings like Greece, Israel, Canada, and USA. I extracted different items from those 

tools and combined them to form a questionnaire that suited the Sri Lankan context. 

 

2.5.1 IPV knowledge 

I assessed the PHM’s IPV knowledge using 16 items. They were prepared under three 

categories: (1) acts of IPV (6 items), (2) health effects of IPV (4 items), and (3) the IPV 

prevention laws in Sri Lanka (6 items). For each item, PHMs could respond with a yes, no, or 

don’t know. One mark was given for each correct answer. I calculated the average IPV 

knowledge score for each PHM by dividing their total knowledge scores by the number of items 

answered. A higher score indicated better IPV knowledge among PHMs. 
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2.5.2 Perceived responsibility 

I assessed the PHMs’ perceived responsibility in assisting IPV sufferers using five items. 

I assessed: (1) PHMs’ responsibility in asking about IPV whenever an injury is noticed, (2) 

responsibility in asking about IPV when serious child injury is noticed, (3) responsibility in 

listening to an IPV disclosure, (4) responsibility in telling a sufferer that an abuser’s behavior is 

not acceptable, and (5) the responsibility in telling a sufferer that IPV can adversely affect her/his 

health. PHMs could indicate their agreement to the statements using a five-point Likert scale that 

ranged from 1 (strongly disagree) to 5 (strongly agree). I calculated the average perceived 

responsibility score for each PHM by dividing their total responsibility scores by the number of 

items answered. A higher score indicated higher perceived responsibility in identifying and 

managing IPV. 

 

2.5.3 Perceived barriers 

I used seven items to asses PHMs’ perceived barriers in identifying and managing IPV 

sufferers. They were: (1) my workload is too heavy, (2) I am afraid to offend a person by asking 

about IPV, (3) it is difficult to get a person alone, (4) I do not have adequate training to identify 

or help IPV sufferers, (5) there are no IPV prevention services to refer sufferers, (6) I don’t feel I 

can help a sufferer, and (7) I am more interested in addressing patients’ medical problems than 

their relationships. PHMs could indicate their agreement to the statements using a five-point 

Likert scale that ranged from 1 (strongly disagree) to 5 (strongly agree). I calculated the average 

barrier scores for each PHM by dividing their total barrier scores by the number of items 

answered. A higher score indicated higher perceived barriers for identifying and managing IPV. 
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2.5.4 Self-confidence 

I examined the PHMs’ self-confidence in identifying and managing IPV sufferers using 

eight items. They were: (1) confidence in asking about IPV, (2) confidence in asking about 

sexual violence, (3) confidence in knowing what to do when a person discloses IPV, (4) 

confidence in knowing what to do if a person breaks down and cries; (5) confidence in assessing 

a sufferer’s safety, (6) confidence in knowing what to do if a sufferer does not want to leave an 

abuser, (7) confidence in making an IPV referral, and (8) confidence in knowing what to do 

when child abuse co-exists with IPV. PHMs could indicate their agreement to the statements 

using a three-point Likert scale that ranged from 1 (not confident), 2 (somewhat confident), and 3 

(very confident). I calculated the average self-confidence scores for each PHM by dividing their 

total self-confidence scores by the number of items answered. A higher score indicated higher 

self-confidence in identifying and managing IPV sufferers. 

 

2.5.5 Translation and validation of the study instrument 

After developing the questionnaire, I requested two translators to translate the 

questionnaire into the two official languages used in Sri Lanka (Sinhala and Tamil). I and 

another translator back translated them into English. Based on the back translations, we made the 

necessary modifications in the forward-translated questionnaires. For example, the following was 

an item in the PHMs’ perceived responsibility scale: “Telling a person that the violence can 

adversely affect his/her health”. In the original scale [97], this item read as “Telling a patient that 

a particular relationship is harmful to his/her health”. This conveyed a harsh meaning in the 

forward translation; rather than stressing that IPV is harmful to the person, it stressed that the 

relationship is harmful to the person. Therefore, I rephrased it to the present form. Further, 
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because PHMs provide services to healthy people and not patients, I rephrased the term “patient” 

to “person”. These modifications improved the clarity as well as the cultural acceptability of the 

items. 

To examine the content validity, I invited two Sri Lankan university lecturers trained in 

international IPV prevention to evaluate my questionnaire. Those two evaluators were not 

involved in designing the PHMs’ IPV prevention training program. They evaluated the 

questionnaire for its clarity, appropriateness for the Sri Lankan context, comprehensiveness, and 

the ability to assess the efficacy of the training. They assessed whether the level of difficulty was 

appropriate to examine the intended variables among PHMs. They also reviewed the translated 

versions of the questionnaires for the proper use of terminology and for clarity. I modified the 

questionnaires according to the comments.  

When designing the questionnaire, I used the following definition of IPV: “violence over 

wives or husbands by their current or former husbands or wives, in the form of physical, 

psychological, or sexual violence”. The acts of physical violence included hitting, slapping, 

burning, etc. [1-9]. The acts of psychological violence included shouting, intimidation, 

humiliation, controlling a partner’s behavior, etc. [5-9]. The acts of sexual violence included 

forced sex, pornography, unwanted sexual acts, etc. [5-9]. Living together without being married 

and pre-marital or extra-marital relationships are not socially acceptable practices in Sri Lanka 

[108]. Therefore, I did not include IPV by boyfriends or girlfriends. Moreover, as none of the 

PHMs identified a husband experiencing IPV from his wife, I only reported the PHMs’ practices 

in identifying and assisting the wives who experienced IPV. 

To examine the internal consistency and the reproducibility of the questionnaire, I pre-

tested it with 47 PHMs in a different district in Sri Lanka (Nuwara Eliya). I re-tested it in two 
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weeks; I used a two-week re-test interval to minimize the chances of PHMs’ recall of contents 

from the previous assessment [132-134]. The Cronbach’s alpha reliability coefficients were 

above 0.8 for responsibility, barriers, and self-confidence scales (Table 1). The test-re-test 

Intraclass Correlation Coefficient (ICC) for IPV knowledge, perceived responsibility, barriers, 

and self-confidence were 0.94, 0.95, 0.95, and 0.96 respectively. As I calculated the ICC 

corresponding to the correlation between the test and retest measurements on the same 

population, I used the two-way mixed-effects model of absolute agreement [134, 135]. 

 

Table 1. Internal consistencies of the PHM’s perceived responsibility, barriers, and self-

confidence scales at the pretest and the pre-intervention survey 

Domain 

Cronbach’s alpha 

Pretest 

(n=47) 

Study (pre-intervention) 

(n=408) 

Perceived responsibility  0.89 0.84 

Perceived barriers  0.80 0.85 

Self-confidence  0.87 0.87 

 

To examine the construct validity of the PHMs’ perceived barriers, responsibility, and 

self-confidence scales, I examined the correlation of the PHMs’ IPV knowledge with their 

perceived barriers, responsibility, and self-confidence scores; for this I used Spearman’s rank 

correlation coefficient [132, 135]. I hypothesized that the PHMs’ IPV prevention knowledge will 

show at least a small positive correlation with their self-confidence and perceived responsibility 

in assisting IPV sufferers. I expected the perceived barriers to show at least a small negative 
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correlation with the IPV prevention knowledge. I made these assumptions based on the collective 

evidence provided by the literature [136-139]. 

As shown in Table 2, in the pre-test and in the pre-intervention survey, PHMs’ IPV 

prevention knowledge showed a strong negative correlation with their perceived barriers score, 

and a strong positive correlation with the perceived responsibility score (0.60 – 0.79). The self-

confidence score showed moderate positive correlation with the IPV knowledge score (0.40 – 

0.59) [132, 135]. This finding agreed with the hypothesis made in this study; health 

professionals’ IPV knowledge positively correlated with their self-confidence and perceived 

responsibility to assist IPV sufferers, and negatively correlated with their perceived barriers. 

Hence, the three scales used in my study carried adequate construct validity.  

 

Table 2. The correlation between PHMs’ IPV knowledge, perceived responsibility, 

barriers, and self-confidence scores in the pre-test and the pre-intervention survey 

Item IPV 

Knowledge 

Perceived 

barriers 

Perceived 

responsibility 

Self-

confidence 

Pretest (n = 47) 

IPV Knowledge 1.00 -0.74 0.56 0.55 

Perceived barriers -0.74 1.00 -0.67 -0.67 

Perceived responsibility 0.56 -0.67 1.00 0.74 

Self-confidence 0.55 -0.67 0.74 1.00 

Study (pre-intervention) (n = 408) 

IPV Knowledge 1.00 -0.66 0.58 0.56 
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Perceived barriers -0.66 1.00 -0.64 -0.68 

Perceived responsibility 0.58 -0.64 1.00 0.71 

Self-confidence 0.56 -0.68 0.71 1.00 

 

2.6 Data collection 

I conducted my pre-intervention surveys just before the commencement of each IPV 

training program. Post-intervention surveys were conducted six months after each pre-

intervention survey. I used a six-month follow-up period, because the trans-theoretical model of 

behavior change suggests that people show changed behavior within six months of a behavior 

change intervention [140]. To maximize the PHMs’ participation for the post-intervention 

surveys, I conducted the surveys at the PHMs’ monthly meetings. PHMs are mandated to 

participate in the monthly meetings except for illnesses and emergencies [127]. All PHMs 

completed the questionnaire within 40 minutes. I used ID numbers to match the PHMs’ pre- and 

post-intervention responses.  

Furthermore, I observed how the MOH delivered the trainings to the PHMs. The MOH 

conducted 11 training programs for the 495 PHMs in Kandy (Appendix 13). I randomly selected 

six of those trainings, and observed them throughout. I observed for the following: (1) whether 

the trainers adhered to the training manual and delivered the training completely and 

comprehensively (2) how the PHMs received the training, and (3) whether adequate facilities 

(venue and equipment) were available for training.  
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2.7 Data analysis 

I used SPSS version 17 statistical software (Chicago, USA) for all of the statistical 

analyses. Using descriptive statistics, I first summarized the participants’ socio-demographic and 

job characteristics. Using the Wilcoxon signed-rank test, I compared pre- and post-intervention 

scores for the PHMs’ IPV knowledge, perceived barriers, responsibility, and self-confidence. I 

used the Wilcoxon signed-rank test because all of these variables had non-normal distributions 

[135]. To assess the efficacy of the training, I examined the changes in the responses to 

individual items as well as changes in the summary scores. I created scores for each domain by 

adding the scores for items in the domain and dividing by the number of items answered. Scores 

for the IPV knowledge scale ranged from 0 to 1, scores for the perceived barriers and 

responsibility scales ranged from 1 to 5, and scores for the self-confidence scale ranged from 1 to 

3.  

Using these observed scores, I computed the true scores for each variable; I used the 

equation “Xte = Rx (X - X̅) + X̅” for computing the true scores. In this, “Xte” was the estimated 

true score, Rx was the reliability of the scale, X was the observed score, and X̅ was the 

population mean [141]. For each variable, I computed the pre- and post-intervention differences 

(post-intervention score minus pre-intervention score) of each participant, and showed their 

frequency distributions (histograms) and cumulative distribution functions (CDFs). 

 I calculated the Reliable Change Indices (RCIs) for each variable using the equation 

“RCI = (X̅2 - X̅1) / SEdiff”; in this, X̅2 was the post-intervention mean, X̅1 was the pre-intervention 

mean and SEdiff was the standard error of the difference [142]. If a PHM improved her score 

exceeding the RCI in a variable, I considered it a reliable improvement.   
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I computed the minimally important differences (MIDs) for the PHMs’ IPV prevention 

knowledge, perceived responsibility, self-confidence, and barrier scores; MID equals one half a 

SD of the baseline score. If a PHM improved her score exceeding the MID in a variable, I 

considered it an important improvement [143].  

 To identify whether my results could have been affected by the regression to the mean 

(RTM), first, I prepared scatterplots of the change in PHMs’ IPV prevention knowledge, 

perceived barriers, responsibility, and self-confidence, against their baseline (pre-intervention) 

measurements [144]. Second, I estimated the percent of regression to the mean (Prm) for each 

variable using the equation “Prm = 100 (1-r)”, in which “r” was the correlation between the pre-

intervention and post-intervention measurements of a variable [145]. I also calculated the 

standardized linear regression coefficients for the changes in PHMs’ IPV knowledge, perceived 

barriers, responsibility, and self-confidence in managing IPV sufferers against their baseline 

scores, age, work duration, and years of formal education [135]. 

 

2.8 Ethical considerations 

The Research Ethics Committee of the University of Tokyo, Japan, and the Research 

Ethics Committee of the University of Peradeniya, Sri Lanka provided ethics approval for this 

study (appendices 14-15). I obtained permission to conduct the study in Kandy from the 

Provincial Director of Health Services, Central Province. After reading the information sheet 

(appendices 16-18), each participant signed an informed consent form (appendices 19-21) prior 

to the study. 

I did not ask PHMs if they had ever experienced IPV. This is because one in three Sri 

Lankan wives experience IPV; I acknowledged that some of the trained PHMs could be sufferers 
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of IPV. I explained to the PHMs that they could withdraw their consent for participation at any 

time, and asked them to contact the research team if they experienced any psychological distress 

during the study. I planned to refer PHMs to the Medical Officer of Health of their areas if they 

experienced psychological distress by participating in the study. However, none of the PHMs 

withdrew from the study or reported psychological distress during or after the study. I was not 

involved in designing or implementing the PHMs’ IPV prevention training and acted as an 

independent evaluator of the program. 
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3. Results 

3.1 Socio-demographic characteristics of the participants 

Table 3 shows the socio-demographic characteristics of PHMs, including their job 

characteristics. Of all the PHMs included in the study (n = 408), 95.1% were field PHMs, 4.2% 

were estate PHMs, and 0.7% were supervising PHMs. Of all, 85.8% were married, 11.8% were 

unmarried, and 2.4% were widows; none were divorced or separated at the time of the study. The 

median age of the 408 PHMs was 43 years (interquartile range [IQR]: 36.5–51 years). The 

majority of the PHMs (74.3%) had 12 or more years of formal education prior to their enrollment 

in midwifery schools. PHMs’ median work duration was 17 years (IQR: 10–23 years). The work 

duration as field PHMs was more than 10 years, 5–10 years, and less than 5 years for 63%, 

18.6%, and 18.4% of participants, respectively. Some PHMs had worked in hospital settings 

before commencing work as field PHMs.  

 

Table 3. Socio-demographic characteristics of the participants (n=408) 

Variable N % 

Age 20-30 years 65 15.9 

 31-40 years 88 21.6 

 >40 years 255 62.5 

Marital status Married 350  85.8 

 Unmarried 48 11.8 

 Divorced/Separated 0  0.0 

 Widowed 10 2.4 



34 

 

Years of formal education < 10 years (< O/L) 1 0.2 

 10 years (O/L) 104 25.5 

 12 years (A/L) 293 71.8 

 > 12 years (Diploma) 10 2.5 

Employment category Field PHMs 388 95.1 

 Estate PHMs 17 4.2 

 Supervising PHMs 3  0.7 

Work duration < 5 years 61 15.0 

 5-10 years 58 14.2 

 >10 years 289 70.8 

Work duration as field PHMs < 5 years 75 18.4 

 5-10 years 76 18.6 

 >10 years 257 63.0 

O/L: Ordinary level; A/L: Advanced level; PHMs: Public health midwives 

 

3.2 The assessment of the pre- and post-intervention differences in PHMs’ IPV knowledge, 

perceived barriers, responsibility, and self-confidence 

3.2.1 IPV knowledge 

Table 4 shows the PHMs’ pre- and post-intervention responses for individual IPV 

knowledge items under three domains (the acts of IPV, health effects of IPV, and IPV prevention 

laws). After the intervention, a significantly higher number of PHMs correctly answered the 

knowledge items on acts and health effects of IPV. Before the training, majority of the PHMs 

correctly answered only two out of the six items that examined their knowledge on IPV laws. 
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After the training, the majority of PHMs correctly answered only four out of the six IPV 

knowledge items. 

 

Table 4. Detailed analysis of PHMs’ pre- and post-intervention IPV prevention knowledge 

(n=408) 

Variable Pre-

intervention 

Post-

intervention 

p value 

An act of IPV could be 

Pushing a partner  Yes# 367(90.0) 407(99.8) <0.01 

Keeping a partner from seeing friends Yes# 346(84.8) 408(100.0) <0.01 

Not giving money when needed Yes# 335(82.1) 399(97.8) <0.01 

Suspecting a partner for no reason  Yes# 339(83.1) 396(97.1) <0.01 

Demanding a partner to seek 

permission before doing something  

Yes# 291(71.3) 337(82.6) <0.01 

Persuading a partner to have sexual 

intercourse  

Yes# 344(84.3) 399(97.8) <0.01 

Health effects of IPV could be 

Low self-esteem  Yes# 290(71.7) 389(95.3) <0.01 

Contusions in the thighs Yes# 252(61.8) 361(88.5) <0.01 

Visiting doctors with multiple somatic 

complaints 

Yes# 231(56.6) 364(89.2) <0.01 

Urinary tract infections  Yes# 89(21.8) 276(67.6) <0.01 
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IPV laws 

In Sri Lanka, a person can act in courts 

against partner’s emotional violence  

Yes# 192(47.1) 352(86.3) <0.01 

A person can act against marital rape No# 72(17.6) 172(42.2) <0.01 

A woman should always report to the 

police before filing an IPV case 

No# 40(9.8) 214(52.5) <0.01 

In police stations, there is a specific 

place to receive IPV complaints  

Yes# 291(71.3) 382(93.6) <0.01 

For IPV, Magistrate court can issue a 

protection order within two weeks  

Yes# 58(14.2) 182(44.6) <0.01 

In Sri Lanka, there are supportive 

services for IPV sufferers  

Yes# 330(80.9) 404(99.0) <0.01 

# Correct answer choice 

 

Table 5 shows a comparison of the PHMs’ pre- and post-intervention median total IPV 

knowledge scores and the median total scores for the three IPV prevention knowledge domains. 

The Wilcoxon Signed Rank Test revealed a statistically significant increase in PHMs’ total IPV 

knowledge score after the intervention (p< 0.001). PHMs’ knowledge on acts of IPV, health 

effects of IPV, and IPV prevention laws also improved significantly (p< 0.001) 
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Table 5. Comparison of PHMs’ pre- and post-intervention total knowledge scores (n=408) 

Variable Pre-intervention Post-intervention Z 

Median IQR Median IQR  

Acts of IPV 0.8 0. 7-1.0 1.0 1.0-1.0 11.55* 

Health effects of IPV 0.5 0. 5-0.8 1.0 0.8-1.0 15.09* 

Laws against IPV 0.5 0. 3-0.5 0. 7 0.7-0.8 11.40* 

Total IPV knowledge  0.6 0.4-0.8 0.9 0.8-0.9 17.36* 

*p<0.001 

 

Figure 2 shows the pre- and post-intervention differences (post-intervention score minus 

pre-intervention score) in PHMs' IPV knowledge in a histogram; the distribution seemed to be 

symmetrical. 
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Figure 2. The distribution of the difference in PHMs' pre- and post-intervention total IPV 

knowledge scores (n=408) 

 

 

Figure 3 shows the individual differences (post-intervention scores minus pre-

intervention scores) in PHMs' IPV knowledge, in relation to the RCI. Of all, 42.4% of the PHMs 

(n = 173) showed a reliable imprrovement in their IPV knowledge score after the intervention, 

above the RCI. 
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Figure 3. The individual differences of PHMs' pre- and post-intervention total IPV 

knowledge scores, in relation to the reliable change index (n=408) 

 

 

Figure 4 shows the CDF of the difference in PHMs' pre- and post-intervention IPV 

prevention knowledge. The cumulative probability shows that after the training, 42.4% of the 

PHMs improved their IPV prevention knowledge score by 0.25 points or more (above the RCI). 

Of all, 399 PHMs (97.8%) showed an important improvement in their scores, exceeding 0.06 

points (MID). 

RCI = 0.25 
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Figure 4. The Cumulative Distribution Function of the difference in PHMs' pre- and post-

intervention total IPV knowledge scores (n=408) 

 
MID: Minimally Important Difference (0.06); RCI: Reliable Change Index (0.25)  

 

Figure 5 shows a scatterplot of change in PHMs’ pre- and post-intervention IPV 

knowledge scores, against their pre-intervention (baseline) IPV knowledge scores. PHMs who 

had low baseline scores showed a higher improvement in their IPV knowledge score, while the 

PHMs who had high baseline scores showed a lesser improvement. With a correlation of 0.25 in 

PHMs’ pre- and post-intervention IPV knowledge scores, the improvement in PHMs’ IPV 

prevention knowledge showed a 75% RTM. 

RCI = 0.25 MID = 0.06 
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Figure 5. A scatterplot of change in PHMs’ pre- and post-intervention total IPV knowledge 

scores, against their pre-intervention (baseline) IPV knowledge scores (n=408) 

 

 

Table 6 shows the adjusted standardized linear regression coefficients for the 

improvements in PHMs’ IPV knowledge, based on their pre-intervention IPV knowledge score, 

age, education, and work duration. PHMs’ pre-intervention IPV knowledge score showed a 

significant negative association with the improvements in PHMs’ IPV knowledge. Age, 

education, and the work duration did not show such an association. 
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Table 6. Adjusted regression coefficients for the improvements in PHMs’ total IPV 

prevention knowledge (n=408) 

Variable Unstandardized 

coefficients 

Standardized 

coefficients 

95% CI p value 

 B SE    

Pre-intervention knowledge score -0.75 0.04 -0.71 -0.82 – -0.68 <0.001 

Age (10 years) 0.00 0.01 0.01 -0.02 – 0.02 0.95 

Education (10 years) -0.04 0.05 -0.03 -0.14 – 0.07 0.50 

Work duration (10 years) 0.00 0.01 0.02 -0.02 – 0.03 0.85 

 

 

3.2.2 Perceived barriers 

Table 7 shows a comparison of PHMs’ pre- and post-intervention perceived barrier 

scores. After the intervention, the median total perceived barrier score decreased significantly 

from 2.4 to 1.1 (p < 0.001) [145, 146]. The itemized barrier scores also decreased significantly 

from the baseline. 

 

Table 7. Comparison of PHMs’ pre- and post-intervention perceived barrier scores 

(n=408) 

Variable Pre-intervention Post-intervention Z-score p value 

Median IQR Median IQR   

I do not have enough time 

to ask about IPV 

2.0 1.0-2.0 1.0 1.0-1.0 14.76 <0.001 
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I am afraid I will offend a 

sufferer by asking on IPV 

2.0 2.0-3.0 2.0 1.0-2.0 10.14 <0.01 

It is difficult to get a person 

alone to ask about violence  

2.0 2.0-3.0 1.0 1.0-2.0 14.75 <0.001 

I do not have any training 

to help IPV sufferers  

5.0 3.0-5.0 1.0 1.0-1.0 17.80 <0.001 

There are no support 

services to refer sufferers 

2.0 2.0-3.0 1.0 1.0-1.0 14.76 <0.001 

I don’t feel I can help an 

IPV sufferer 

2.0 2.0-3.0 1.0 1.0-1.0 15.29 <0.001 

I am more interested in my 

patients’ medical problems  

2.0 2.0-3.8 1.0 1.0-1.0 15.37 <0.01 

Total barrier score 2.4 2.1-3.1 1.1 1.1-1.3 17.52 <0.001 

1 = strongly disagree, 5 = strongly agree 

 

Figure 6 shows the difference in PHMs' pre- and post-intervention perceived barrier 

scores in a histogram; the distribution seemed to be skewed to the left. 
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Figure 6. The distribution of the difference in PHMs' pre- and post-intervention total 

perceived barrier scores (n=408) 

 

 

Figure 7 shows the individual differences (post-intervention score minus pre-intervention 

score) in the PHMs' pre- and post-intervention perceived barrier scores, in relation to the RCI. Of 

all, 80.1% of the PHMs (n = 327) showed a reliable change in their perceived barrier scores after 

the intervention, above the RCI. 
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Figure 7. The individual differences of PHMs' pre- and post-intervention total perceived 

barrier scores, in relation to the reliable change index (n=408) 

 

 

Figure 8 shows the CDF of the difference in PHMs' pre- and post-intervention perceived 

barrier scores. The cumulative probability shows that after the training, 80.1% of the PHMs 

improved their perceived barrier score by -0.76 points or more (above the RCI). Of all, 394 

PHMs (96.6%) showed an important improvement in their scores, exceeding -0.36 points (MID). 

 

RCI = - 0.76 
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Figure 8. The Cumulative Distribution Function of the difference in PHMs' pre- and post-

intervention total perceived barrier scores (n=408) 

 
RCI: Reliable Change Index (-0.76); MID: Minimally Important Difference (-0.36)  

 

 

Figure 9 shows a scatterplot of change in PHMs’ pre- and post-intervention perceived 

barrier scores, against their pre-intervention (baseline) perceived barrier scores. PHMs who had 

low baseline scores showed a lesser improvement in their perceived barrier score, while the 

PHMs who had high baseline scores showed a higher improvement. With a correlation of 0.36 in 

PHMs’ pre- and post-intervention perceived barrier scores, the improvement in PHMs’ perceived 

barriers showed a 64% RTM. 

RCI = -0.76 MID = -0.36 
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Figure 9. A scatterplot of change in PHMs’ pre- and post-intervention total perceived 

barrier scores, against their pre-intervention (baseline) perceived barrier scores (n=408) 

 

 

Table 8 shows the adjusted standardized linear regression coefficients for the 

improvements in PHMs’ perceived barriers, based on their pre-intervention perceived barriers 

score, age, education, and work duration. PHMs’ pre-intervention perceived barrier score 

showed a significant negative association with PHMs’ barrier reduction. Age, level of education, 

or the work duration did not show such an association. 
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Table 8. Adjusted regression coefficients for the improvements in PHMs’ perceived 

barriers in managing IPV sufferers (n=408) 

Variable Unstandardized 

coefficients 

Standardized 

coefficients 

95% CI p value 

 B SE    

Pre-intervention barrier score 0.74 0.03 -0.80 -0.79 – -0.68 <0.001 

Age (10 years) 0.02 0.05 -0.04 -0.79 – -0.68 0.67 

Education (10 years) 0.00 0.02 -0.00 -0.04 – 0.04 0.99 

Work duration (10 years) 0.00 0.00 -0.03 -0.01 – 0.00 0.54 

 

 

3.2.3 Perceived responsibility 

Table 9 shows a comparison of the PHMs’ pre- and post-intervention perceived 

responsibility scores. After the intervention, PHMs’ median total perceived responsibility scores 

increased significantly from 3.2 to 4.6 (p < 0.001). All of the items of the perceived 

responsibility scale also showed significant increases in their scores from the baseline.  

 

 

Table 9. Comparison of PHMs’ pre- and post-intervention perceived responsibility scores 

(n=408) 

Variable Pre-intervention Post-intervention Z-score p value 

Median IQR Median IQR   

The responsibility of a public health midwife includes 

 Asking about IPV any time 3.0 3.0-4.0 5.0 4.0-5.0 16.62 <0.001 
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an injury is noticed 

Asking about IPV when 

notice serious child injury  

3.0 3.0-4.0 4.0 4.0-5.0 15.39 <0.001 

Listening to an IPV sufferer 

when abuse is disclosed 

3.0 3.0-4.0 5.0 5.0-5.0 15.10 <0.001 

Telling a sufferer that IPV 

is not acceptable  

3.0 3.0-4.0 4.0 4.0-5.0 15.64 <0.001 

Telling a sufferer that IPV 

adversely affects her health 

3.0 3.0-4.0 5.0 4.0-5.0 16.40 <0.001 

Total responsibility score 3.2 2.8-3.9 4.6 4.2-4.8 17.53 <0.001 

1 = strongly disagree, 5 = strongly agree 

 

Figure 10 shows the pre- and post-intervention difference (post-intervention score minus 

pre-intervention score) in PHMs' perceived responsibility scores in a histogram; the distribution 

seemed to be skewed to the right. 
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Figure 10. The distribution of the difference in PHMs' pre- and post-intervention total 

perceived responsibility scores (n=408) 

 

 

Figure 11 shows the individual differences in PHMs' pre- and post-intervention perceived 

responsibility scores, in relation to the RCI. Of all, 64.5% of the PHMs (n = 263) showed a 

reliable change in their perceived responsibility score, after the intervention, above 0.82 (RCI). 
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Figure 11. The individual differences of PHMs' pre- and post-intervention total perceived 

responsibility scores, in relation to the reliable change index (n=408)  

 

 

 

Figure 12 shows the CDF of the difference in PHMs' pre- and post-intervention perceived 

responsibility scores. The cumulative probability shows that after the training, 64.5% of the 

PHMs improved their perceived responsibility score by 0.82 points or more (above the RCI). Of 

all, 384 PHMs (94.1%) showed an important improvement in their scores, exceeding 0.33 points 

(MID). 

RCI = 0.82 
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Figure 12. The Cumulative Distribution Function of the difference in PHMs' pre- and post-

intervention total perceived responsibility scores (n=408) 

 

 MID: Minimally Important Difference (0.33); RCI: Reliable Change Index (0.82)  

 

 

Figure 13 shows a scatterplot of the change in PHMs’ pre- and post-intervention 

perceived responsibility scores against their pre-intervention (baseline) perceived responsibility 

scores. The PHMs who had low baseline scores showed a higher improvement in their perceived 

responsibility score, while the PHMs who had high baseline scores showed a lesser 

improvement. With a correlation of 0.54 between PHMs’ pre- and post-intervention perceived 

responsibility scores, the improvement in PHMs’ perceived responsibility showed a 46% RTM. 

RCI = 0.82 MID = 0.33 
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Figure 13. A scatterplot of change in PHMs’ pre- and post-intervention total perceived 

responsibility scores, against their pre-intervention responsibility scores (n=408) 

 

 

 

Table 10 shows the adjusted standardized linear regression coefficients for the 

improvements in PHMs’ perceived responsibility scores, based on their pre-intervention 

responsibility score, age, education, and work duration. PHMs’ pre-intervention perceived 

responsibility score showed a significant negative association with the improvements in their 

perceived responsibility score. Age, level of education, or the work duration did not show such 

an association. 
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Table 10. Adjusted regression coefficients for the improvements in PHMs’ perceived 

responsibility in managing IPV sufferers (n=408) 

Variable Unstandardized 

coefficients 

Standardized 

coefficients 

95% CI p value 

 B SE    

Pre-intervention responsibility score -0.64 0.03 -0.74 -0.70 – -0.58 <0.001 

Age (10 years) -0.04 0.05 -0.64 -0.14 – 0.06 0.43 

Education (10 years) -0.23 0.25 -0.04 -0.71 – 0.25 0.89 

Work duration (10 years) 0.36 0.06 0.05 -0.08 – 0.15 0.53 

 

3.2.4 Self-confidence 

Table 11 shows the comparison of PHMs’ pre- and post-intervention self-confidence 

scores. After the intervention, the PHMs’ median total self-confidence score increased 

significantly from 1.8 to 2.8 (p < 0.001). The scores of all the items on the self-confidence scale 

also showed significant increases from the baseline. 

 

Table 11. Comparison of PHMs’ pre- and post-intervention self-confidence scores 

(n=408) 

Variable Pre-intervention Post-intervention Z-score p value 

Median IQR Median IQR   

The current level of self-confidence 

In asking a sufferer whether 

she has experienced IPV 

2.0 1.0-2.0 3.0 3.0-3.0 17.49 <0.001 
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In taking a history about 

sexual violence 

1.0 1.0-2.0 2.0 2.0-3.0 16.87 <0.001 

In knowing what to do if a 

sufferer discloses IPV 

2.0 1.0-2.0 3.0 2.0-3.0 16.66 <0.001 

In knowing what to do if a 

sufferer breaks down/cries 

2.0 1.0-2.0 3.0 3.0-3.0 16.96 <0.001 

In assessing the safety of an 

IPV sufferer 

2.0 1.0-2.0 3.0 2.0-3.0 19.84 <0.001 

In knowing what to do if a 

sufferer does not want to 

leave the abuser 

2.0 2.0-2.0 3.0 3.0-3.0 16.01 <0.001 

About making a referral of 

an IPV sufferer  

2.0 2.0-3.0 3.0 3.0-3.0 14.73 <0.001 

Knowing what to do when 

child abuse is co-existing  

2.0 1.0-2.0 3.0 2.0-3.0 15.33 <0.001 

Total self-confidence score 1.8 1.4-2.1 2.8 2.6-2.9 17.53 <0.001 

1 = not confident, 2 = somewhat confident, 3 = confident 

 

Figure 14 shows the differences (post-intervention score minus pre-intervention score) in 

the PHMs' pre- and post-intervention self-confidence scores in a histogram; the distribution 

seemed to be symmetrical. 
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Figure 14. The distribution of the difference in PHMs' pre- and post-intervention total self-

confidence scores (n=408) 

 

 

Figure 15 shows the individual differences of PHMs' pre- and post-intervention self-

confidence scores, in relation to the RCI. Of all, 93.6% of the PHMs (n = 382) showed a reliable 

change in their self-confidence score after the intervention (above the RCI). 
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Figure 15. The individual differences of PHMs' pre- and post-intervention total self-

confidence scores, in relation to the reliable change index (n=408) 

 

 

Figure 16 shows the CDF of the difference in PHMs' pre- and post-intervention self-

confidence scores. The cumulative probability shows that after the training, 93.6% of the PHMs 

improved their self-confidence score by 0.45 points or more (above the RCI). Of all, 402 PHMs 

(98.3%) showed an important improvement in their scores, exceeding 0.21 points (MID). 

 

 

RCI = 0.45 
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Figure 16. The Cumulative Distribution Function of the difference in PHMs' pre- and post-

intervention total self-confidence scores (n=408) 

 

 
MID: Minimally Important Difference (0.21); RCI: Reliable Change Index (0.45)  

 

 

Figure 17 shows a scatterplot of the change in PHMs’ pre- and post-intervention self-

confidence scores against their pre-intervention (baseline) self-confidence scores. The PHMs 

with low baseline scores as well as the PHMs with high baseline scores showed a similar pattern 

of improvement in their self-confidence score after the training. With a correlation of 0.57 

between PHMs’ pre- and post-intervention self-confidence scores, the improvements in PHMs’ 

self-confidence showed 43% RTM. 

MID = 0.21 RCI = 0.45 
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Figure 17. A scatterplot of change in PHMs’ pre- and post-intervention total self-

confidence scores, against their pre-intervention self-confidence scores (n=408) 

 

 

Table 12 shows the adjusted standardized linear regression coefficients for the 

improvements in PHMs’ self-confidence scores, based on their pre-intervention self-confidence 

score, age, education, and work duration. PHMs’ pre-intervention self-confidence score showed 

a significant negative association with the improvements in their self-confidence after the 

training. Age, level of education or the work duration did not show such an association. 
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Table 12. Adjusted regression coefficients for the improvements in PHMs’ pre- and post-

intervention self-confidence in managing IPV sufferers (n=408) 

Variable Unstandardized 

coefficients 

Standardized 

coefficients 

95% CI p value 

 B SE    

Pre-intervention self-confidence score -0.62 0.03 -0.72 -0.68 – -0.56 <0.001 

Age (10 years) 0.01 0.03 0.01 -0.06 – 0.07 0.89 

Education (years) -0.08 0.04 0.01 -0.06 – 0.08 0.22 

Work duration (years) 0.01 0.04 0.01 -0.07 – 0.08 0.87 

 

3.3 Observations of the PHMs’ IPV prevention training program 

In total, the MOH held 11 training programs in Kandy. I observed six randomly selected 

programs throughout. All six training programs were conducted in a similar manner. Training 

sites were the usual in-service training sites for PHMs, which had the space and equipment to 

conduct the training. All training programs were delivered by experienced community physicians 

(n = 5). 

Of all the 495 PHMs in Kandy, 86% (n = 425) received the training. The other 70 PHMs 

did not attend the training because of personal reasons such as illness [personal communication, 

Supervising Public Health Nursing Sister (SPHNS) – Central Province, Ministry of Health of Sri 

Lanka, October, 2010]. PHMs actively participated in the discussions, and provided positive 

feedback such as “the training is interesting”, “training is very relevant to my work”, and “we 

must thank you for providing this important training”.  
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The positive observations of the training were: (1) the MOH provided institutional 

support for the training, (2) trainers conducted the training completely and comprehensively, in 

adhereance to the training manual (3) trainers used participatory learning techniques to improve 

PHMs’ practical IPV prevention skills (annex. 6), and (4) PHMs were given adequate time to ask 

questions on IPV management and get feedback. International IPV prevention training guidelines 

[22-25, 82, 83] recognize these as strengths of IPV trainings. 

Following were the negative observations of the training: (1) all trainers were community 

physicians and the MOH did not include trainers from other disciplines, such as lawyers, police 

officers, etc., (2) the PHMs were not provided guidelines, protocols or IPV communication 

materials which could be used for later reference, and (2) the training did not improve the PHMs’ 

IPV recordkeeping skills and did not provide an IPV recordkeeping format. International IPV 

prevention training guidelines [22-25, 82,83] suggest these as limitations of IPV trainings. 
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4. Discussion 

The Sri Lankan IPV prevention training for public health midwives was associated with 

significant improvements in the midvives’ total scores in perceived responsibility, barrier 

reduction, and self-confidence in managing IPV sufferers (p<0.001). At the individual level, 

64.5% of the PHMs showed reliable improvement in their perceived responsibility, 80.1% 

showed reliable improvement in barrier reduction, and 93.6% showed improved self-confidence 

scores above the RCI. Although the PHMs’ total IPV knowledge improved significantly from the 

baseline (p<0.001), at the individual level, only 42.4% of the PHMs showed reliable 

improvements in their IPV knowledge after the training. 

These findings are similar to the findings of the previous IPV/DV prevention trainings. 

None of the previous training programs showed improvements across all domains (the health 

workers’ IPV knowledge, responsibility, self-confidence, barriers, etc.). For example, a 2005 US 

Continuing Medical Education program improved health workers’ (n = 284) knowledge, 

attitudes, empathy, and self-reported assessment behaviors about DV, but did not improve their 

perceived responsibility to counsel DV sufferers [99]. Another US online IPV prevention 

training program for community practice physicians in 2006 significantly improved their IPV-

related attitudes, beliefs, and self-reported practices, although their IPV knowledge increased 

only marginally (p = 0.06) [100]. In 2010, a two-day intensive IPV prevention training program 

for Greek general practitioners improved the participants’ perceived preparedness and 

knowledge about IPV, but did not improve their skills in identifying IPV sufferers [102]. Sri 

Lanka’s IPV prevention training was associated with improvements in PHMs’ perceived 

responsibility, barrier reduction, and self-confidence in identifying and managing IPV sufferers, 
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but not in their IPV prevention knowledge. Appendix 22 presents a comparison between the 

PHMs’ IPV prevention training and five other similar IPV/DV trainings. 

Four factors may have contributed to the improvements in PHMs’ perceived 

responsibility, barrier reduction, and self-confidence in managing IPV suffers. The first factor 

could be the length of the training (four days), and the time allocated to role-playing and case 

reports. Previous IPV training programs were conducted for less than two days. Only a few 

programs used role-playing or case reports to improve participants’ practical skills. According to 

a study conducted with a group of medical students at the University of California, the 

opportunity to practice skills and receive feedback can significantly improve the outcome of DV 

training programs [99].  

Second, the program’s culturally sensitive approach might have positively affected its 

outcome. The PHMs were advised to respect cultural values, encourage harmony 

betweencouples, and act cautiously if suggesting separation from a violent partner. As many Sri 

Lankan wives are economically dependent on their husbands [115, 118], PHMs’ interventions to 

assist IPV sufferers could not compromise the sufferer and/or their children’s safety or 

wellbeing; culturally sensitive approaches are more effective than other approaches to address 

IPV [82, 83].  

Third, as PHMs are community health workers, their experience may have improved the 

program’s outcome. As health workers in clinical settings tend to have heavy workloads, they 

might have little time to discuss IPV with patients and develop a close relationship with 

sufferers. PHMs, on the other hand, work in the field and have more time with sufferers [106, 

128], making it easier for them to inquire about IPV.  
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Fourth, as the MOH designed and implemented the trainings in adherence to international 

IPV training guidelines, this, too, mayhave improved the outcome. The training comprehensively 

covered the important thematic areas on IPV. It suited the Sri Lankan context and matched the 

PHMs’ professional requirements; IPV trainings are more effective when they match the 

professional requirements of the trainees [22, 83].  

Although the training was associated with improvements in PHMs’ perceived 

responsibility, barrier reduction, and self-confidence in managing IPV sufferers, the PHMs’ IPV 

prevention knowledge did not improve in a similar manner. A future study should explore the 

reasons for this, and suggest possible improvements in future trainings. 

The training had a few limitations. For example, MOH used only the community 

physicians as trainers, and did not include a diverse trainer group. A diverse trainer group that 

included lawyers, police officers, and social workers could have brought more experience to the 

training, and improved PHMs’ understanding of IPV prevention [22-25, 82, 83]. Furthermore, 

the training did not provide guidelines, protocols, and IPV communication materials to the 

PHMs; this can negatively affect IPV identification and management of IPV sufferers [24, 25, 

82]. Lastly, the training did not improve the PHMs’ IPV recordkeeping skills, and did not 

provide them with an IPV recordkeeping format. Although further evaluations are necessary, 

these limitations could have contributed to the inadequate improvements in the PHMs’ IPV 

knowledge. The MOH may address these limitations and improve the training to better train 

PHMs on IPV prevention. 

Sri Lanka is one of the few developing countries to train its community health workers on 

IPV prevention. The training provides an example to other developing countries, and encourages 

them to train their community health workers on IPV. The existence of a well-developed 
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community health care network was an advantage for Sri Lanka’s IPV prevention program. 

Other developing countries might consider training their most common community health 

workers on IPV prevention. This will allow IPV services to reach the maximum number of IPV 

sufferers in the community.   

It is unlikely that the observed improvements in the PHMs’ perceived responsibility, self-

confidence, and barrier reduction were caused by their receiving of IPV information from other 

sources. During the period of this study, no other IPV prevention training programs were 

conducted for Kandy PHMs. The newspaper media published few case reports on IPV 

(appendicies 23 and 24), but did not attempt to improve community awareness on IPV 

prevention. The mass media also did not conduct any IPV prevention campaign during the study 

period [personal communication, Assistant Director (Media), Ministry of Parliamentary Reforms 

and Mass Media in Sri Lanka, 22 June, 2016]. 

This study has three limitations. First, in this study, I did not include a control group to 

compare with the intervention group. I could have drawn a control group from an adjacent 

district (Matale and Nuwara Eliya) [111], however, it could have led to information 

contamination and produced inaccurate results. This is because Kandy PHMs could meet the 

PHMs in the adjacent districts and share their new IPV prevention knowledge. To prevent 

information contamination between the intervention and the control groups, I could have used a 

cluster randomized controlled trial, with a larger sample of PHMs [132]. However, the limited 

financial resources did not permit me to conduct such a large-scale study.  

Second, I did not use a previously validated questionnaire for data collection, and I did 

not use another validated self-confidence scale to validate PHMs’ self-confidence in assisting 

IPV sufferers. Previous studies in Sri Lanka did not assess any of the variables that were 
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assessed in my study, with PHMs or any other health workers. However, to confirm the 

questionnaire’s reliability and validity in the Sri Lankan context, I adopted items from previously 

validated tools in other settings like Israel, Turkey, Canada, and USA [94, 99-103], carefully 

translated them, and pre-tested with Sri Lankan PHMs prior to the study.  

Third, out of all 495 PHMs in Kandy, only 408 (82.4%) participated in this study. This 

was because I included only the PHMs who received the complete training (over four days) and 

excluded the PHMs who completed the training partially. The non-participation of 87 PHMs 

(17.6%) could have led to a truncated selection in this study, and caused the RTM observed in 

the outcome variables. Because RTM can make natural variation in repeated data look like real 

change [144], my results need to be interpreted cautiously. A future randomized controlled trial 

will overcome the participant selection bias, and provide better conclusions on the PHMs’ IPV 

prevention training.  

This study has several strengths as well. First, most previous studies on this topic used 

small sample sizes [97, 100, 102]. In this study, I included all the PHMs in Kandy district to 

increase the sample size. Second, in this study, dropout rate was minimal. Previous studies had 

high dropout rates [98, 101]. I avoided postal surveys and used PHMs’ monthly meetings to 

conduct the post-intervention surveys, which minimized the dropout rate. Third, this study 

evaluated a well-structured [24, 25, 82, 83] and a properly conducted IPV training program. This 

improved the quality of data reported in this study.  
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5. Conclusion 

In conclusion, the Sri Lankan midwives’ pilot intimate partner violence training was 

associated with improvements in the midwives’ perceived responsibility, barrier reduction, and 

self-confidence in managing partner violence sufferers, among some of the midwives. Midwives 

partner violence prevention knowledge did not improve in a similar manner. Comprehensive 

training and participatory learning techniques could have contributed to the observed 

improvements in the midwives’ perceived responsibility, barrier reduction, and self-confidence. 

Not providing sufferer management protocols to PHMs and not including a diverse trainer group 

may have contributed to the inadequate improvements in midwives’ violence prevention 

knowledge. The Ministry of Health should address these limitations and bring improvements in 

IPV prevention training.  Independent evaluators may assess the improved training for its 

efficacy. Future research should also assess the long-term efficacy of partner violence prevention 

training in improving midwives’ partner violence prevention skills. After addressing its 

limitations, the Ministry of Health may use the training and continue to train its midwives on 

partner violence prevention. 
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Appendix 1. Map of Sri Lanka indicating the Kandy district within Central 

province 
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Appendix 2. Photos indicating PHMs’ field work    

(Source: Ministry of Health, Sri Lanka web site) 
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Appendix 3. The cover page of the PHMs’ training manual 

 

Public health midwives’ training manual for IPV prevention 
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Appendix 4. A figure that trainers used to teach PHMs on how they should 

address IPV  

 

Not trusting a victim or not believing in 

her/him when she/he disclose violence 

Blaming a victim for IPV 

Justifying IPV and telling a 

victim that her/his behavior 

is leading to violence 

Not assessing a victim’s 

safety and not taking steps to 

make sure the victim will be 

safe in the future 

Not respecting sufferer’s 

autonomy and forcing 

her/him to complain to the 

police or take legal actions 

Not respecting her/his 

privacy and discussing IPV 

infront of others 

What we do as health providers might sometimes increase IPV. We have to make sure that we will reduce 

violence and not increase it. Following are few instances that we should avaoid  

51 
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Appendix 5. Photos of PHM training 
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 Appendix 6. PHMs’ attendance in the training programs 

No Training centers* 

Number of PHMs who 

attended the training 

Day 1† Day 2 Day 3 Day 4 

1 Kandy (Kandy & Manikhinna) 57  59 65 65 

2 Bambaradeniya (Bambaradeniya & Yatinuwara) 50  52 54 54 

3 Harispaththuwa (Harispaththuwa & Doluwa) 41 47 47 47 

4 Galagedara (Galagedara & Gangaihala) 32 37 39 39 

5 Gampola (Gampola & Pasbage) 45 54 55 55 

6 Udunuwara (Udunuwara & Gangawatakoralaya) 32 35 37 37 

7 Ududumbara (Ududumbara & Akurana) 30 33 33 33 

8 Panwila (Panwila & Hasalaka) 29 35 37 37 

9 Pathadumbara (Pathadumbara & Menikhinna) 42 48 49 49 

10 Galaha (Galaha & Hatharaliyadda) 30 31 33 33 

11 Kundasale (Kundasale & Madadumbara) 37 43 46 46 

* The office of the Medical Officer of Health 

†Participated in the pre-intervention survey 

 

  



87 

 

Appendix 7. Agenda of the PHMs’ training  

Time Topic Modes of training  

Day 1 

9.00 – 10.30 Gender and sex. Group activities,  

Group discussions. 

10.45 – 12.45 Gender role attitudes and IPV 

(understanding IPV/GBV using a 

theoretical framework). 

Power point presentations, 

Group discussions. 

1.30 – 4.00 Men engagement for IPV prevention. Group discussions,  

Case reports. 

Day 2 

9.00 – 10.00 Definitions of GBV/IPV. Power point presentations. 

10.15 – 12.00 Prevalence and associations of 

IPV/GBV. 

Power point presentations, 

Small/large group discussions. 

1.00 – 3.00 Reproductive health effects of IPV. Power point presentations, 

Case discussions. 

3.00 – 4.00 Other health effects of IPV. Power point presentations, 

Case discussions. 

Day 3 

9.00 – 12.00 Legal and other support services for the 

sufferers of IPV. 

Power point presentations. 

1.00 – 4.00 Identifying and managing IPV sufferers. Role playing and case discussions,  

Group activities. 

Day 4 

9.00 – 12.00 Identifying and managing IPV sufferers. Role playing and case discussions,  

Group activities. 

1.00 – 3.00 PHMs’ role in IPV prevention at the 

community level. 

Power point presentations, 

Group discussions. 

3.00 – 4.00 Review and closure. Group discussions. 
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Appendix 8. Some case reports used in the PHMs’ training 

Case report 1 

Mala was the second child of a family with five children. Their mother was a housewife, and 

their father was a government officer. Their age difference was 22 years. Mala’s father used to 

beat her mother daily. 

When Mala was 22 years, she got married to a man in the neighboring village, who was 10 years 

older than her. She gave birth to three children year after year of the marriage, and her life was 

full of conflicts, disagreements, and arguments with her husband. 

 

Case report 2 

Padma is a 45-year-old teacher and a mother of two children. Her children are independent and 

doing jobs. Padma likes to engage in religious activities and does not like to engage in sexual 

activities with her husband Ranjith. Ranjith drinks alcohol daily and forces Padma to sex 

frequently. When Padma refuses sex, he beats her up, and once broke her hand as well. 

 

Case report 3 

Malani (24 years) missed her antenatal clinic visit at 32 weeks of pregnancy. When the midwife 

visited the house, she said she fell near the bathroom and injured her forehead and was unable to 

come to the clinic. 
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Appendix 9. Pre-intervention questionnaire (English) 

 

 

 

Questionnaire 

Thank you for your participation. Please read the information sheet before answering and sign on 

the consent form. 

Please circle the appropriate answer. When necessary, you can circle more than one answer.  

Please read the question carefully before answering.  

 

General information: 

1. Please indicate your Age.                    Years 

 

2. Marital Status    

a. Married 

b. Unmarried 

c. Divorced/separated 

d. Widowed 

 

3. Please indicate the level of your education.  

a. Less than GCE O/L 

b. GCE O/L 

c. GCE A/L 

d. Diploma/ Degree 

 

4. Indicate the type of your employment 

a. Supervising public health midwife 

b. Field public health midwife 

c. Estate public health midwife (trained) 

d. Estate public health midwife (untrained) 

 

5. How long have you been working as a health worker?              years. 

 

 

 

PHM area number:  

6月13日（土曜日）13:30～18:00 医学部2号館（

本館）小講堂で行われる「国際保健専攻セミナ

ー」に関しての訂正連絡です。 

 

学生の方は、発表無しの参加だけでよい

とのことです。No:   

Name of the MOH area: 

6月13日（土曜日）13:30～18:00 医学部2号館（

本館）小講堂で行われる「国際保健専攻セミナ

ー」に関しての訂正連絡です。 

 

学生の方は、発表無しの参加だけでよい

とのことです。No:   

Serial number: 

6月13日（土曜日）13:30～18:00 

医学部2号館（本館）小講堂で行

われる「国際保健専攻セミナー」に

関しての訂正連絡です。 

 

学生の方は、発表無しの参加

だけでよいとのことです。No:   
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6. How long have you been working as a field health worker                  years.  

Intimate partner violence is as old as mankind and different people have different ideas about it. 

However, violence by intimate partner has become a topic of discussion in the country in recent 

past. 

7. During the past three months, have you identified at least one person in your working area that 

experience violence by partner? 

a. Yes.  

b. No 

 

8. During the past three months, have you newly identified at least one person in your working 

area that experience violence by partner? 

a. Yes.  

b. No 

9. If you newly identified more than one victim that experience violence by partner, please 

indicate how many you identified:  ………………………. 

10. How did you know that/those person/people experience violence by partner? (more than one 

response allowed) 

a. The person herself/himself told me 

b. A relative/ neighbor told me  

c. A social worker/ volunteer health worker told me 

d. I suspected the violence due to sufferer’s behavior/injuries 

e. Other (please specify) 

 

11. After you knew that particular person experience violence by partner, did you talk about their 

experience of violence with them? (If the answer is no, please go to question 13) 

a. Yes 

b. No 

12. After you discussed about the abuse with a sufferer, did you suggest any solution for the 

problem (more than one response allowed)  

a. I advised the sufferer to be patient and tolerant with the abuser 

b. I advised sufferer to discuss it with family members or friends and seek help 

c. I advised sufferer to complaint to the police  

d. I helped sufferer to complaint to the police 

e. I refered the sufferers to the Medical Officer of Health or an IPV service. 

f. I suggested sufferers to discuss the problem with the abuser, when he is calm 

g. I helped to discuss the problem with the abuser 

h. Other (please specify) 

 

13. If you did not talk about a sufferer’s experience of violence with her/him, why? 

a. I believed it’s a personal matter 

b. I thought it might humiliate the sufferer 

c. I thought the sufferer will get angry 

d. The sufferer didn’t like to talk 
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e. Other (please specify) 

14. Have you ever followed up to see what happens to those sufferers that you discussed the 

violence? 

a. Yes, all of those who I discussed violence 

b. Yes, some of those who I discussed violence 

c. No 

15. If you did not follow up IPV sufferers, what was the reason 

a. I didn’t have the time to pay another visit with all my work 

b. The sufferer didn’t like follow up 

c. Other (please specify) 

 

16. During the past three months, have you ever identified men who experience violence from 

their wives? (If the answer is no, please go to question 18) 

a. Yes.  

b. No 

17. If so, how many men did you identify? ……………… 

 

There can be some practical difficulties for the midwives if they start to involve in detecting 

violence by husbands and helping the sufferers. 

18. Please mark your level of agreement to the following statements 

 Strongly 

disagree 

Disagree Somewhat 

agree 

Agree Strongly 

agree 

a. My work load is too much. Therefore, I do not 

have enough time to ask about partner violence  

     

b. I am afraid I will offend a person if I ask about   

partner violence 

     

c. It is difficult to get a person alone to ask about  

violence because they are always accompanied by 

someone 

     

d. I do not have any training to identify or help the 

sufferers who experience  partner violence 

     

e. Even though I identify  violence, there are no 

supportive services to help those sufferers 
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19. Do you generally agree or disagree with following statements? 

 

 

 

f. I don’t feel like I can help a person who is in an 

abusive relationship 

     

g. I am more interested in dealing with my 

patients’ medical problems than their relationships. 

     

 Yes No Don’t know 

a.  Pushing a partner is a form of partner violence    

b.  Trying to keep a partner from seeing friends is a form of  

partner violence 

   

c. Not giving a partner money when needed is a form of  

partner violence 

   

d. Suspecting a partner for being unfaithful for no reason is a 

form of  partner violence 

   

e. Demanding a partner to seek permission always before 

doing something is partner violence 

   

f. Persuading a partner to have sexual intercourse when she/he 

does not want to is a form of  partner violence 

   

g. Low self esteem can be a feature of  partner violence    

h. Women/men who experience  partner violence can have 

contusions in their thighs 

   

i. Those who who experience  partner violence can visit 

health facilities frequently with somatic complaints 

   

j.  Those who experience  partner violence can get urinary 

tract infections  
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20. In this community and elsewhere, people have different ideas about family and what is 

acceptable behavior for women and men. 

Please indicate if you generally agree or disagree with the following statements. 

 

In Sri Lanka, some people say legislations against violent partners are necessary to prevent 

partner violence. However, some argue such legislations are not necessary in a country like Sri 

Lanka.  

21. According to your opinion, do you think legislations against violent partners are important 

in Sri Lanka?  

a. Very important 

b. Somewhat important 

c. Not really important 

 

22. According to your knowledge, is there a specific law in Sri Lanka that permits individuals 

to act against their abusive partners in courts? 

a. Yes 

b. No (if no, please go to Q 24) 

 Strongly 

agree 

Agree Somewhat 

agree 

Disagree Strongly 

disagree 

a.  A wife should always obey her husband, even 

in instances that she disagree with him 

     

b. A husband being violent over his wife is a 

family matter. Outsiders should not intervene for 

that.  

     

c. As a man, husband should always be able to 

have the power and control over his wife. 

     

d. A wife should always agree to have sex with 

her husband even if she doesn’t feel like it.     

     

e. A wife should seek help from others (family, 

friends, health workers) if her husband mistreats 

or abuse her.  
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23. If the answer is yes, in what way did you learn about such laws? 

a. From media- Television/ Radio/ Newspapers (circle the relevant media) 

b. From a friend/relative 

c. From a police officer/ legal adviser 

d. Other  (please specify) 

 

24. Please indicate your opinion about the following statements. 

 

 

 

 

 Yes No Don’t 

know 

a. In Sri Lanka a person can act in courts against the acts of 

psychological abuse by partner 

   

b. In Sri Lanka a person can act in courts against the acts of sexual 

abuse by partner 

   

c. A person should always report to the police and make an entry 

in the police book before filing a case against  partner violence in 

the courts 

   

d. In most police stations, there is a specific place to receive the 

complaints against partner violence 

   

e. Against a violent partner, a Magistrate court can issue a 

protection order within two weeks 

   

f. In Sri Lanka there are supportive services for the sufferers who 

experience partner violence 
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25. Please indicate your opinion to the following statements. 

The responsibility of a public health midwife includes 

 

26. What is your current level of comfort/ discomfort 

 Strongly 

disagree 

Disagree Somewhat 

agree 

Agree Strongly 

agree 

a.  Asking about partner violence any time an 

injury is noticed, regardless of the stated cause 

     

b.  Asking about partner violence any time a 

serious child injury is noticed, regardless of the 

stated cause 

     

c.  Listening to a person when an abuse is 

disclosed 

     

d. Telling a person that partner violence is not 

acceptable, and she/he needs to seek help (from 

relatives, police, etc). 

     

e. Telling a person that the abuse can adversely 

affect her/his health 

     

 Uncomfortable Somewhat 

comfortable  

Comfortable 

a.  In asking a person whether she/he has experienced  

partner violence 

   

b.  In taking a sexual history and history about sexual 

violence 

   

c.  In knowing what to do if a person says she/he 

experiences partner violence 
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27. What is your estimate of the percentage of individuals who experience violence by partners 

in Sri Lanka? ………% 

 

28. Do you think violence by pertners should be considered a health problem in Sri Lanka? 

a. Yes 

b. No 

 

29. Do you think public health midwives should identify and help the sufferers who experience 

violence by partners? 

a. Yes 

b. No 

30. Do you think public health midwives should be given training on how to identify and help 

the sufferers who experience violence by partners during their initial one and half year 

midwifery training? 

a. Yes 

b. No 

 

Thank you for your time. 

 

d.  In knowing what to do if the person breaks down 

and cries 

   

e.  In assessing the safety of a person experiencing 

partner violence 

   

f.  In knowing what to do if the person does not want to 

leave the abuser 

   

g. About making a referral of a person who experience  

partner violence to MOH or a social worker 

   

h. In knowing what to do when the child abuse is co-

existing  

   



97 

 

Appendix 10. Post-intervention Questionnaire (English) 

 

 

 

 

 

Questionnaire 

Thank you for your participation. Please read the information sheet before answering and sign on 

the consent form. 

Please circle the appropriate answer. When necessary, you can circle more than one answer.  

Please read the question carefully before answering.  

 

General information: 

1. Please indicate your Age.                     Years 

 

2. Marital Status    

a. Married 

b. Unmarried 

c. Divorced/separated 

d. Widowed 

 

3. Please indicate the level of your education.  

a. Less than GCE O/L 

b. GCE O/L 

c. GCE A/L 

d. Diploma/ Degree 

 

4. Indicate the type of your employment 

a. Supervising public health midwife 

b. Field public health midwife 

c. Estate public health midwife (trained) 

d. Estate public health midwife (untrained) 

 

PHM area number:  

6月13日（土曜日）13:30～18:00 医学部2号館（

本館）小講堂で行われる「国際保健専攻セミナ

ー」に関しての訂正連絡です。 

 

学生の方は、発表無しの参加だけでよい

とのことです。No:   

Name of the MOH area: 

6月13日（土曜日）13:30～18:00 医学部2号館（

本館）小講堂で行われる「国際保健専攻セミナ

ー」に関しての訂正連絡です。 

 

学生の方は、発表無しの参加だけでよい

とのことです。No:   

Serial number: 

6月13日（土曜日）13:30～18:00 

医学部2号館（本館）小講堂で行

われる「国際保健専攻セミナー」に

関しての訂正連絡です。 

 

学生の方は、発表無しの参加

だけでよいとのことです。No:   
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5. How long have you been working as a health worker?                     years. 

 

6. How long have you been working as a field health worker            years.  

 

Intimate partner violence is as old as mankind and different people have different ideas about it. 

However, violence by intimate partner has become a topic of discussion in the country in recent 

past. 

7. During the past three months, have you identified at least one person in your working area that 

experience violence by partner? 

a. Yes.  

b. No 

 

8. During the past three months, have you newly identified at least one person in your working 

area that experience violence by partner? 

a. Yes.  

b. No 

 

9. If you newly identified more than one victim that experience violence by partner, please 

indicate how many you identified:  ………………………. 

 

10. How did you know that/those person/people experience violence by partner? (more than one 

response allowed) 

a. The person herself/himself told me 

b. A relative/ neighbor told me  

c. A social worker/ volunteer health worker told me 

d. I suspected the violence due to sufferer’s behavior/injuries 

e. Other (please specify) 

 

 

11. After you knew that particular person experience violence by partner, did you talk about their 

experience of violence with them? (If the answer is no, please go to question 13) 

a. Yes 

b. No 

 

12. After you discussed about the abuse with a sufferer, did you suggest any solution for the 

problem (more than one response allowed)  

a. I advised the sufferer to be patient and tolerant with the abuser 

b. I advised sufferer to discuss it with family members or friends and seek help 

c. I advised sufferer to complaint to the police  

d. I helped sufferer to complaint to the police 
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e. I refered the sufferers to the Medical Officer of Health or an IPV service. 

f. I suggested sufferers to discuss the problem with the abuser, when he is calm 

g. I helped to discuss the problem with the abuser 

h. Other (please specify) 

 

 

13. If you did not talk about a sufferer’s experience of violence with her/him, why? 

a. I believed it’s a personal matter 

b. I thought it might humiliate the sufferer 

c. I thought the sufferer will get angry 

d. The sufferer didn’t like to talk 

e. Other (please specify) 

 

14. Have you ever followed up to see what happens to those sufferers that you discussed the 

violence? 

a. Yes, all of those who I discussed violence 

b. Yes, some of those who I discussed violence 

c. No 

 

15. If you did not follow up IPV sufferers, what was the reason 

a. I didn’t have the time to pay another visit with all my work 

b. The sufferer didn’t like follow up 

c. Other (please specify) 

 

16. During the past three months, have you ever identified men who experience violence from 

their wives? (If the answer is no, please go to question 18) 

a. Yes.  

b. No 

 

17. If so, how many men did you identify? ……………… 

 

There can be some practical difficulties for the midwives if they start to involve in detecting 

violence by husbands and helping the sufferers. 

18. Please mark your level of agreement to the following statements 

 Strongly 

disagree 

Disagree Somewhat 

agree 

Agree Strongly 

agree 

a. My work load is too much. Therefore, I do not 

have enough time to ask about partner violence  

     

b. I am afraid I will offend a person if I ask about   

partner violence 
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19. Do you generally agree or disagree with following statements? 

c. It is difficult to get a person alone to ask about  

violence because they are always accompanied by 

someone 

     

d. I do not have any training to identify or help the 

sufferers who experience  partner violence 

     

e. Even though I identify  violence, there are no 

supportive services to help those sufferers 

     

f. I don’t feel like I can help a person who is in an 

abusive relationship 

     

g. I am more interested in dealing with my 

patients’ medical problems than their relationships. 

     

 Yes No Don’t know 

a.  Pushing a partner is a form of partner violence    

b.  Trying to keep a partner from seeing friends is a form of  

partner violence 

   

c. Not giving a partner money when needed is a form of  

partner violence 

   

d. Suspecting a partner for being unfaithful for no reason is a 

form of  partner violence 

   

e. Demanding a partner to seek permission always before 

doing something is partner violence 

   

f. Persuading a partner to have sexual intercourse when she/he 

does not want to is a form of  partner violence 

   

g. Low self esteem can be a feature of  partner violence    

h. Women/men who experience  partner violence can have 

contusions in their thighs 
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20. In this community and elsewhere, people have different ideas about family and what is 

acceptable behavior for women and men. 

Please indicate if you generally agree or disagree with the following statements. 

 

In Sri Lanka, some people say legislations against violent partners are necessary to prevent 

partner violence. However, some argue such legislations are not necessary in a country like Sri 

Lanka. 

 21. According to your opinion, do you think legislations against violent partners are important in 

Sri Lanka?  

e. Very important 

f. Somewhat important 

g. Not really important 

i. Those who who experience  partner violence can visit 

health facilities frequently with somatic complaints 

   

j.  Those who experience  partner violence can get urinary 

tract infections  

   

 Strongly 

agree 

Agree Somewhat 

agree 

Disagree Strongly 

disagree 

a.  A wife should always obey her husband, even 

in instances that she disagree with him 

     

b. A husband being violent over his wife is a 

family matter. Outsiders should not intervene for 

that.  

     

c. As a man, husband should always be able to 

have the power and control over his wife. 

     

d. A wife should always agree to have sex with 

her husband even if she doesn’t feel like it.     

     

e. A wife should seek help from others (family, 

friends, health workers) if her husband mistreats 

or abuse her.  
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22 According to your knowledge, is there a specific law in Sri Lanka that permits individuals to 

act against their abusive partners in courts? 

a. Yes 

b. No (if no, please go to Q 24) 

 

23. If the answer is yes, in what way did you learn about such laws? 

a. From media- Television/ Radio/ Newspapers (circle the relevant media) 

b. From a friend/relative 

c. From a police officer/ legal adviser 

h. Other  (please specify) 

 

24. Please indicate your opinion about the following statements. 

 

25. Please indicate your opinion to the following statements. 

The responsibility of a public health midwife includes 

 Yes No Don’t 

know 

a. In Sri Lanka a person can act in courts against the acts of 

psychological abuse by partner 

   

b. In Sri Lanka a person can act in courts against the acts of sexual 

abuse by partner 

   

c. A person should always report to the police and make an entry 

in the police book before filing a case against  partner violence in 

the courts 

   

d. In most police stations, there is a specific place to receive the 

complaints against partner violence 

   

e. Against a violent partner, a Magistrate court can issue a 

protection order within two weeks 

   

f. In Sri Lanka there are supportive services for the sufferers who 

experience partner violence 
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26. What is your current level of comfort/ discomfort 

 Strongly 

disagree 

Disagree Somewhat 

agree 

Agree Strongly 

agree 

a.  Asking about partner violence any time an 

injury is noticed, regardless of the stated cause 

     

b.  Asking about partner violence any time a 

serious child injury is noticed, regardless of the 

stated cause 

     

c.  Listening to a person when an abuse is 

disclosed 

     

d. Telling a person that partner violence is not 

acceptable, and she/he needs to seek help (from 

relatives, police, etc). 

     

e. Telling a person that the abuse can adversely 

affect her/his health 

     

 Uncomfortable Somewhat 

comfortable  

Comfortable 

a.  In asking a person whether she/he has experienced  

partner violence 

   

b.  In taking a sexual history and history about sexual 

violence 

   

c.  In knowing what to do if a person says she/he 

experiences partner violence 

   

d.  In knowing what to do if the person breaks down 

and cries 

   

e.  In assessing the safety of a person experiencing 

partner violence 
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27. What is your estimate of the percentage of individuals who experience violence by partners 

in Sri Lanka? ………% 

 

28. Do you think violence by pertners should be considered a health problem in Sri Lanka? 

a. Yes 

b. No 

 

29. Do you think public health midwives should identify and help the sufferers who experience 

violence by partners? 

a. Yes 

b. No 

30. Do you think public health midwives should be given training on how to identify and help 

the sufferers who experience violence by partners during their initial one and half year 

midwifery training? 

a. Yes 

b. No 

f.  In knowing what to do if the person does not want 

to leave the abuser 

   

g. About making a referral of a person who experience  

partner violence to MOH or a social worker 

   

h. In knowing what to do when the child abuse is co-

existing  
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Please answer these questions regarding the training program, which you had on intimate 

partner violence 

 

1. When did you get your training?  Date……….    Month………….     Year………………. 

 

2. In your opinion, did the IPV training (received six months ago) improve your IPV services to 

sufferers in your work area? 

a. Yes 

b. No 

c. Not sure 

 

3. Do you recommend that this training should be delivered to PHMs in other areas of Sri Lanka? 

4. Yes 

5. No 

6. Not sure 

 

7. Please indicate the areas that you think the training program should be improved, and indicate 

what you want to learn more 

………………………………………………………………………………………………………

……………..………………………………………………………………………………………

……………………………..………………………………………………………………………

……………………………………………..………………………………………………………

……………………………………………………………………………………………………… 

 

Thank you for your time. 
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Appendix 11.  Post-intervention Questionnaire (Sinhala) 

wkq wxlh           m%dfoaYSh' fi!' fia' fldÜGdYfha ku(   

  

      m' fi!' fia' fldÜGdYfha wxlh(     

 

m¾fhaIK m%Yakdj,sh 

 

fuu m¾fhaIKh i|yd Tnf.a iyNd.s;ajh ms<sn|j ia;=;shs' lreKdlr ms<s;=re iemhSug fmr 
f;dr;=re m;%h lshjd leue;a; m%ldY lsÍfï wdlD;s m;%hg w;aika lrkak' 

lreKdlr iqÿiq ms<s;=r rjqï lrkak' wjYH wjia:dj,§ Tng tla ms<s;=rlg jvd ,l=Kq l< yelsh' 

1' Tnf.a jhi i|yka lrkak'   wjqreÿ         

2' újdyl$wújdyl nj 

 a' újdylhs 

 b' wújdylhs 

 c' Èlalido ù we;$ieñhdf.ka fjka ù we; 

 d' jekaoUq 

3' Tnf.a by< u wOHdmk iqÿiqlu i|yka lrkak' 

 a' w'fmd'i' idudkH fm<g wvq 

 b' w'fmd'i' idudkH fm< 

 c' w'fmd'i' Wiia fm< 

 d' ämaf,daud$Wmdê 

4' Tnf.a ;k;=r i|yka lrkak' 

 a' mßmd,k mjq,a fi!LH fiajd ks,Odßks 

 b' lafIa;% mjq,a fi!LH fiajd ks,Odßks 

 c' j;= mjq,a fi!LH fiajd ks,Odßks ^mqyqKq& 
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 d' j;= mjq,a fi!LH fiajd ks,Odßks ^kqmqyqKq& 

5' fi!LH fiajfha Tnf.a uq¿ fiajd ld,h fldmuKo@ wjqreÿ     

6' tu uq¿ fiajd ld,fhka fldmuK ld,hla Tn lafIa;%fha fiajh fldg ;sfnkjdo@ ^frday,aj, 
fiajh l< ld,h yer&@ wjqreÿ      

 

ieñhd yd ìß| w;r jk w`v onr ñksia b;sydifha wdrïNfha isg u mejf;kakls' tjka w`v onr 
ms<sn|j tla tla mqoa.,hska úúOdldr woyia orhs' flfia jqj;a uE;l isg Y%S ,xldfõ 
iylrejkaf.ka t,a,jk ysxikh ms<sn|j jeä l;d nyla we;sfjñka mj;shs' 

7' Tnf.a fiajd ld,h ;=< iylrejdf.a ysxikhg ,lajk tla wfhlaj;a wvqu ;rfï Tn 
y`ÿkdf.k ;sfnkjdo@ 

 a' Tõ 

 b' ke; 

8' miq.sh udi ;=kl ^3& ld,h ;=< iylrejdf.a ysxikhg ,lajk tla wfhlaj;a Tn w¨;ska 
y`ÿkdf.k ;sfnkjdo@ 

 a' Tõ 

 b' ke; 

9' iylrejdf.a ysxikhg ,lajk Tn w¨;ska y`ÿkd.;a mqoa.,hska ixLHdj tla wfhl=g jvd 
jeäkï ta fldmuKo@''''''''''''''''''''''''''''''''''''''''' 

10' tu mqoa.,hska iylrejkaf.a ysxikhg ,la jQ nj Tn ±k .;af;a flfiao@ ^jeäu wjia:d  

.Kkl§ ±k.;a wdldrh muKla ,l=Kq lrkak& 

 a' tu mqoa.,hska ud iu`. mejiqjd 

 b' tu mqoa.,hskaf.a kE±fhla fyda wi,ajeisfhla fyda ñ;%fhla ud iu`. mejiqjd 

 c' iudc fiajlfhla$iafjÉPd fi!LH fiajlfhla ud iu`. mejiqjd 

 d' tu mqoa.,hd ysxikhg ,lajk nj ud úiska y÷kd .;a;d' 

 e. fjk;a ………………………………………………………………………………. 

 

11' hï mqoa.,fhl= ish iylrejdf.a ysxikhg ,lajk nj ±k.;a miq ta ms<sn|j Tn tu mqoa.,hd 
iu`. l;d l<do@ 



108 

 

 a' Tõ 

 b' ke; ^ms<s;=re ke; kï m%Yak wxl 13 fj; hkak& 

 

12' úkaos;fhl= iu`. iylrejdf.a ysxikh ms<sn|j l;d lsÍfuka miqj Tn ta ms<sn|j .;a l%shd 
ud¾.h l=ulao@ ^wjYH kï tla ms<s;=rlg jvd f;dard.; yel& 

a' iylrejdf.a jO ysxid WfmalaIdfjka ú| ordf.k bjiSfuka lghq;= lrk f,i Wmfoia 
ÿkakd' 

b' tu mqoa.,hd uqyqK fok ysxikh ms<sn|j mjqf,a idudðlhka iy ys;j;=ka iu`. 
idlÉPd lrk f,i lshd isáhd' 

 c' tu ysxikh ms<sn|j fmd,Sishg meñKs,s lrk f,i lshd isáhd' 

 d' fmd,Sishg meñKs,s lsÍug ud úkaos;hdg Wmldr l<d' 

 e.  tu mqoa.,hd fi!LH fiajd ks,Odß fyd fmd,Sishg fyda fjk;a Wmldrl 
uOHia:dkhlg fhduq l<d' 

 f' úkaos;hdg tu .eg¨j ysxilhd iu. bjiSfuka idlÉPd lrk f,i lshd isáhd' 

g' úkaos;hdg tu .eg¨j ysxilhd iu. idlÉPd lsÍug Wmldr l<d' 

h. fjk;a ……………………………………………………………………………….  

13' iylrejkaf.a ysxikhg ,lajk mqoa.,hska iu`. tu w;a±lSu ms<sn|j Tn l;d fkdl<d kï 
tfia lf<a" 

 a' th fm!oa.,sl m%Yakhla f,i ud is;+ ksid 

 b' tfia úuiSu tu mqoa.,hskag lrk wmydihla f,i ud is;+ ksid 

 c' tu mqoa.,hska fldam fõ hehs ud is;+ ksid  

 d' tu mqoa.,hska ta ms<sn|j l;d lsÍug wlue;s jQ ksid 

e. fjk;a ………………………………………………………………………………. 

14' iylrejdf.a ysxikhg ,lajk njg yÿkdf.k idlÉPd l< mqoa.,hska ms<sn|j Tn floskl 
fyda miqúmrï fldg ;sfnkjdo@ 

 a' Tõ ta ish¿u fokd  

 b' Tõ ta we;efula 
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c' ke; 

15' iylrejdf.a ysxikhg ,lajk mqoa.,hska ms<sn|j Tn miqúmrï fkdlf,akï ta l=uk fya;=jla 
ksido@ 

 a' ld¾hnyq, ksid ug ta i|yd fõ,djla fkd;snqKq ksid 

 b' úkaos;hd Bg wlue;s ksid 

c' fjk;a ………………………………………………………………………………. 

16' miq.sh udi ;=kl ^3& ld,h ;=< ìß|f.a ysxikhg ,lajk ieñhka tla wfhlaj;a Tn  
y`ÿkdf.k ;sfnkjdo@  ^ms<s;=re ke; kï m%Yak wxl 18 fj; hkak& 

 a' Tõ 

 b' ke; 

17' Tõ kï ta fldmuKo@''''''''''''''''''''''''''''''''''''''''' 

iylref.a ysxikhg ,lajk mqoa.,hska y÷kd .ekSug yd Tjqkag Wmldr lsÍug W;aidy lsÍfï§  
mjq,a fi!LH fiajd ks,OdßkSka yg hï hï m%dfhda.sl wmyiq;d we;súh yelsh' 

18' my; i|yka j.ka;s ms<sn|j Tnf.a woyia olajkak' ^ta hkafkka woyia jkafka iylref.a 
ysxikhhs& 

 fldfy;au 
tl`. 
fkdfõ  

tl`. 
fkdfõ 

 

;rula 
tl`.hs 

tl`.hs b;d 
tl`.hs 

a.  wêl ld¾h nyq,;ajh ksid ug ta 
ms<sn|j weiSug ld,hla fjka lsÍug 
yelshdjla ke;   

     

b.  ta ms<sn|j weiSfuka  mqoa.,hska  
wmyiq;djhg m;a fõ hehs ug ìhla mj;S 

     

c.  ta ms<sn|j úuiSug  mqoa.,hska yd ;ksj 
l;d lsÍug wjia:djla we;s lr .ekSug 
b;d wmyiqh' 

     

d. tu  mqoa.,hska y`ÿkd .ekSug fyda 
Tjqkg Wmldr lsÍug ud lsisÿ mqyqKqjla 
,nd ke; 
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19' my; i|yka m%ldY iu. Tn tl. fjkjdo@ 

 

e. ud tu  mqoa.,hska y÷kd.;a;;a" Tjqkag 
Wmldr lsÍug Wmldr fiajdjka ke; 

     

f.  ud tu  mqoa.,hska y÷kd.;a;;a Tjqkag 
Wmldr lsÍfï yelshdjla ug we;ehs ug 
fkdisf;a 

     

g.  ud fiajh imhk  mqoa.,hskaf.a újdy 
Ôú;fha .eg¿j,g ueÈ fjkjdg jvd 
Tjqkaf.a fi!LH .eg¨ j,g wjOdkh 
fhduq lsÍug uu leu;sh  

     

 Tõ ke; fkdokS 

a. iylre ;,a¨ lr ±óu iylrejdg lrk ysxikhls    

b. iylref.a hy¿ fhfy,shka yuqùu je<elaùu  ysxikhls    

c. iylref.a wjYH;d i|yd uqo,a ,nd fkdoSu  ysxikhls        

d. iylre ms<sn|j ksrmrdfoa iellsÍu  ysxikhls    

e.  iylre  lrk$lshk ish¿ oEg wjir .ekSug lSu  
ysxikhls 

   

f.  ,sx.slj yeisÍug wlue;s jQ wjia:dj, n,y;aldrfhka 
,sx.slj yeisÍu  ysxikhls 

   

g. ;ud ms<sn| wj;lafiarej ysxikfha ,laIKhls       

h.  ysxikhg ,lajk mqoa.,hskaf.a l,jdj, ;e¨ï olakg 
,efí    

   

i.  ysxikhg ,lajk mqoa.,hska úúO frda.dndO ms<sn| 
meñKs,s lrñka ks;r ffjoHjreka uqK .efia 

  

   

j.   ysxikhg ,lajk mqoa.,hskayg ks;r uq;%d wdidok 
we;sfõ 
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20' úúO iudcj, mjq, iy ldka;djka yd msßñkaf.a yeisÍï ms<sn| úúO wdl,am we;' ó<`.g 
i|yka lrk m%ldY ms<sn| Tfí woyia l=ulao@ 

 

 

iylrejkaf.a ysxikhg ,lajk mqoa.,hskaf.a hym; i|yd Y%S ,xld rch úiska tjka ysxidldÍ 
l%shdjkag tfrysj kS;s m%;smdok we;s lsÍu jeo.;a nj we;euqka mjik w;r tjeks kS;s m%;smdok 
Y%S ,xldj jeks rglg wkjYH nj ;j;a iuyrekaf.a u;hhs' 

21' Tnf.a ±kqug wkqj  ysxidldß iylrejkag tfrys kS;s Y%S ,xldjg jeo.;ao@ 

 a'  Tõ b;d jeo.;a 

 b'  Tõ ;rula jeo.;a 

c'  lsisfia;au ke; 

22' Tnf.a ±kqug wkqj Y%S ,xldfõ iylrejdf.a ysxikhg ,lajk ldka;djka i|yd úfYaIs; jQ  
kS;s m%;smdok ;sfío@ 

 a'  Tõ 

 b;d 
tl`.hs 

tl`.hs ;rula 
tl`.hs 

tl`. 
fkdfõ 

fldfy;au 
tl`. 
fkdfõ 

a. fyd| ìß|la ieuúgu ieñhdg wjk; 
fõ' ^;uka wlue;s fohl§ jqj;a&  

     

b. ieñfhla ìß|g wvkaf;aÜgï lsÍu 
mjqf,a m%Yakhla jk w;r msgia;rhka Bg 

ueÈy;a úh hq;=h ke;. 

     

c. msßñfhl= f,i ieñhdg ieuúgu mjqf,a 

n,;, iy ìß|f.a md,kh  ;sìh hq;=h. 

     

d. ;ud wlue;s jqj;a ieñhdf.a ,sx.sl 
wjYH;dj,g ìß| ieuúgu tl`. úh 
hq;=h 

     

e. ieñhdf.a ;ukag ysxid iy wmfhdackh 
lrhskï ìß| ieuúgu  mjqf,a wh ñ;=rka 
fi!LH fiajlhska iu. idlÉPd l< hq;=h 
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 b'  ke; ^ms<s;=re ke; kï m%Yak wxl 24 fj; hkak& 

23' ms<s;=r zTõZ kï" Tn ta ms<sn|j ±k .;af;a flfiao@ 

 a'  udOH u.ska - rEmjdysksh$.=jka úÿ,sh$mqj;am;a ^wod< udOH ,l=Kq lrkak& 

 b'  ys; ñ;=rka$keoEhka u`.ska 

 c'  fmd,sia ks,Odßfhla$kS;s lafIa;%fha ks,Odßfhla u`.ska 

 d'  fjk;a  ^,shd olajkak&…………………………………. 

24' my; i|yka j.ka;s ms<sn|j Tnf.a woyia olajkak' 

 

 

 

 

 

 Tõ ke; fkdokS 

a.  Y%S ,xldfõ mqoa.,fhl=g ish iylre úiska isÿ lrkq ,nk 
udkisl jO ysxidj,g tfrysj Widúfha meñKs,s lr kS;s 
l%shdud¾. .; yel' 

   

b.  .  Y%S ,xldfõ mqoa.,fhl=g ish iylre úiska isÿ lrkq 
,nk ,sx.sl jO ysxidj,g tfrysj Widúfha meñKs,s lr 
kS;s l%shdud¾. .; yelsh' 

   

c.   Y%S ,xldfõ mqoa.,fhl=g ish iylre úiska isÿ lrkq 
,nk jO ysxidj,g tfrysj Widúfha kvqjla f.dkq lsÍug 
fmr  fmd,Sishg  meñKs,s lr ;sìh hq;=h' 

   

d.  Y%S ,xldfõ m%Odk fmd,Sisj, .Dyia: ysxikhkag úreoaOj 
meñKs,s Ndr .ekSu i`oyd úfYaIs;jQ ia:dkhla we; 

   

e.   ufyaia;%d;a wêlrKhla u`.ska ysxidldÍ iylrefjl=g 
tfrysj wdrlaIl ksfhda.hla i;s folla ;=< ksl=;al< yel 

   

f.   Y%S ,xldfõ iylrejkaf.a ysxikhg ,lajk mqoa.,hska yg 
Wmldr lsÍu i`oydWmldrl uOHia:dk we; 

   



113 

 

25' my; i|yka j.ka;s ms<sn|j Tnf.a woyia olajkak'  

mjq,a fi!LH fiajd ks,Odßkshl i;= j.lSuls" 

 

 

26' my; j.ka;sj,ska ±lafjk l%shdldrlï lsÍu Tng myiqo wmyiqo hkak olajkak' 

 

 

fldfy;au 
tl`. 
fkdfõ  

tl`. 
fkdfõ  

;rula 
tl`.hs 

tl`.hs b;d 
tl`.hs 

a. mqoa.,fhl= ;e,Sï" iSÍï fyda ;=jd, 
iys;j isákjd ÿgq iEu úglu tu ;=jd, 
i|yd olajk fya;=j l=ula jqj;a 
iylrejdf.a ysxikhg ,laù±hs tu 
mqoa.,hdf.ka úuiSu  

     

b.   hï  mqoa.,fhl=f.a orejl= ;e,Sï" iSÍï 
fyda ;=jd, iys;j isákjd ÿgq iEu úglu 
tu ;=jd, i|yd olajk fya;=j l=ula jqj;a 
iylrejdf.a ysxikhg ,lafõ±hs tu  
mqoa.,hdf.ka úuiSu 

     

c.   iylre úiska isÿlrk ,o ysxikhla 
ms<sn|j hfula úia;r lrk l, thg 
ijka oSu' 

     

d.  ysxikhg ,lajk ldka;djla yuqjQ úg 
wef.a ieñhdf.a ysxidldÍ l%shd l,dmh 
bjid ord isáh hq;a;la fkdjk  nj;a 
tjka wjia:djl Tyq fyda weh Woõ ^kEoE 
ys;ñ;=rkaf.a iy fmd,Sisfha& iyh me;sh 

hq;= nj mejiSu. 

     

e. iylrejdf.a ysxidldÍ l%shd l,dmhka   
Tyq fyda wehf.a  úúO frda.dndO  i|yd 

fya;=jk  nj mejiSu. 

     

 myiqh ;rula 
myiqh 

wmyiqh 
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27'  Tnf.a woyi mßÈ Y%S ,xldfõ újdyl mqoa.,hskaf.ka fldmuK m%;sY;hla ish iylrejdf.a 
ysxikhg ,la fõo@ 

 ishhg'''''''''''''''''''''''''''''''''''''''''' la ^'''''''''''''''%&  

28' Tnf.a woyi mßÈ Y%S ,xldfõ mqoa.,hska fj; ish iylrejkaf.ka t,a, jk YdÍßl" udkisl 
yd ,sx.sl ysxikh m%cd fi!LH .eg¿jla f,i ie<lSu jeo.;ao@ 

 a'  Tõ 

 b'  ke; 

29' Tnf.a woyi mßÈ iylrejkaf.a ysxikhg ,lajk mqoa.,hska y÷kdf.k Tjqkag Wmldr lsÍu 
mjq,a fi!LH fiajd ks,Odßkshlf.a rdcldßfha fldgila f,i we;=<;a lsÍu jeo.;ao@ 

 a'  Tõ 

 b'  ke; 

30. Tnf.a woyi mßÈ iylrejdf.a ysxikhg ,lajk mqoa.,hska y÷kdf.k Tjqkag Wmldr lsÍu 
i|yd mjq,a fi!LH fiajd ks,Odßkshkag mqyqKqjla ,nd §u jeo.;ao@ 

a. iylrejdf.a ysxikhg ,lafõ±hs úuiSu    

b.  iylrejdf.ka,sx.sl ysßyer isÿjkafka o hkak ms<sn|j 
m%Yak weiSu 

   

c. hï mqoa.,fhl=  iylrejdf.a  ysxikhg ,lajkafka hehs 
mejiQ úg l=ula l< hq;= ±hs ;SrKh lsÍu   

   

d.    iylrejdf.a ysxikhg ,lajk mqoa.,fhl= ta ms<sn|j 
úuiQ úg y`vd jefgkafka kï ta wjia:dfõ§ l=ula l< hq;= 
±hs is;d .ekSu 

   

e.    iylrejdf.a ysxikhg ,lajk mqoa.,fhl=f.a Ôú;  
wdrlaIdj ms<sn`o ;lafiare lsÍu  

   

f.    iylrejdf.a ysxikhg ,lajk mqoa.,fhl= ish  
iylrejdf.ka fjka ùug wlue;s wjia:dj,§ l=ula l< hq;= 
±hs ;SrKh lsÍu 

   

g.    iylrejdf.a ysxikhg ,lajk mqoa.,fhl= fmd,Sishg 
fyda fjk;a Wmldrl uOHia:dkhlg fhduq lsÍu 

   

h.    iylrejdf.a  ysxikhg ,lajk mqoa.,fhl=f.a orejkao 
ysxikhg ,lajk wjia:djl l=ula l< hq;= ±hs ;SrKh lsÍu' 
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 a'  Tõ 

 b'  ke; 

iylref.a ysxikh ms<sn|j Tn ,enQ fuu mqyqKqj ms<sn|j wid we;s my; m%Yak j,g ms<s;=re 
imhkak  

1. Tn fuu mqyqKqj ,enqõ ljodo @ oskh……… j¾Ih……… udih……… 

2. udi yhlg fmr Tn ,enQ mqyqKqj iylref.a ysxikhg m;ajQ ldka;djkag WmldrlsÍug Tng 
jeo.;a jQjdo@  

  a'  Tõ 

 b'  ke; 

 c'  úYajdi ke; 

3. Tn fuu mqyqKqj wfkl=;a m<d;aj, mjq,a fi!LH fiajd ks<OdÍKskag ks¾foaY lrkjdo@  

a'  Tõ 

b'  ke; 

c'  úYajdi ke; 

4. Tnf.a woyi mßÈ fuu mqyqKqjg we;=<;a jQjd kï fyd|hs hehs isf;k hï fohla fyda Tn 
;jÿrg;a bf.k .; hq;= hehs is;k hï úIh m:hla fõo@ 

…………………………………………………………………………………………………

…………………..………………………………………………………………………………

…………………………………………………………………………………………………

…………………..………………………………………………………………………………

…………………………………… 

 

Tnf.a iyNd.s;ajhg ia;=;shs
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Appendix 12. Post-intervention Questionnaire (Tamil) 

Kd; jiyaPl;L Nfs;tpj;jhs; (jkpo;)   MOH gFjpapd; ngau; 

tupir ,yf;fk;      PHM gFjp ,yf;fk; 

 
Nfs;tpj;jhs; 

 

cq;fSila gq;Fgw;WjYf;F ed;wp. jaT nra;J Nfs;tpfSf;F gjpyspg;gjw;F 

Kd;dUk;> mwpf;ifapy; ifnahg;gk; ,Ltjw;F Kd;dUk; jfty; jhis ed;whf 

thrpf;fTk;. 

rupahd gjpy;fSf;F tl;lk; ,lTk;. NjitNaw;gbd; xd;Wf;F Nkw;gl;l gjpy;fSf;F 

tl;lk; ,lKbAk;. jaT nra;J gjpyspg;gjw;F Kd;du; Nfs;tpfis ed;whf thrpf;fTk;. 
  

nghJj; jfty;. 

 

1.  cq;fsJ taijf; Fwpg;gplTk; ..............  Mz;Lthupahf 

2. jpUkz epiy 

  (m)   jpUkzk; 

  (M) jpUkzkhfhjtu; 

  (,) tpthfuj;J / gpupe;J tho;gtu; 

  (<) tpjit 

3.  cq;fsJ fy;tp epiyia Fwpg;gplTk; 

  (m)   fy;tpg; nghJj; juhju rhjhuz juj;jpYk; FiwT.  

  (M)  fy;tpg; nghJj; juhju rhjhuz juk;. 

  (,)   fy;tpg; nghJj; juhju cau; juk;. 

  (<)  bg;Nshkh / gl;ljhup 

4.  cq;fsJ njhopy; njhlu;ghdit: 

  (m)   nghJ Rfhjhu kUj;Jtpr;rp Nkw;ghu;itahsu; 

  (M)  nghJ Rfhjhu kUj;Jtpr;rp 

  (,)  gapw;wg;gl;l tPL nghJ Rfhjhu kUj;Jtpr;rp 

  (<)  gapw;wg;glhj tPL nghJ Rfhjhu kUj;Jtpr;rp 

5. ePq;fs; Rfhjhug; gzpahsuhf Nritahw;Wk; fhyk;........ Mz;Lfs; 

6.  ePq;fs; Rfhjhuj; Jiwapy; vt;tsT fhykhf ntspf;fs  cj;jpNahfj;juhf 

gzpahw;wp tUfpd;wPu;fs;......... Mz;Lfs; 
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fztu;; %yk; ngz;fSf;F vjpuhf Nkw;nfhs;sg;gLk; td;Kiwfs;  njhlu;gpy; 

me;jf;fhyk; Kjy; gy;NtW kdpju;fshy; gy;NtW fUj;Jf;fs; mt;tg;NghJ 

Kiditf;fg;gl;Lf; nfhz;bUe;jhYk; $l mz;ikf;fhyq;fspy; ehl;bd; gpujhd 

tpthjj;jpw;F cs;shFk; tplakhf ,J khwptpl;lJ. 

7.  fle;j %d;W khjq;fspy;> cq;fs; gzpg;gFjpapy; tho;f;ifj;  Jiztuhy; 
 td;Kiwia mDgtpj;j xUtiu milahsk;  fz;Ls;sPu;fsh? 
  (m) Mk;. 
  (M) ,y;iy 
8.  fle;j %d;W khjq;fspy;> cq;fsJ gzpg;gFjpapy; tho;f;ifj;  Jiztuhy; 

td;Kiwf;Fs;shf;fg;gl;l Fiwe;jJ xU  egiuahtJ  Gjpjhf milahsk; 
fz;Ls;sPu;fsh? 

  (m) Mk;. 
  (M) ,y;iy 
9.  tho;f;ifj; Jiztu;fshy; td;Kiwfis vjpu;nfhz;ltu;fs; vd cq;fshy; 

milahsk; fhzg;gl;l xd;Wf;F Nkw;gl;ltu;fs; cs;shu;fs;  vdpy; me;j 
mDgtq;fis re;jpj;jtu;fs; vj;jid Ngu; vd Fwpg;gpl  KbAkh? 

10.  jdJ tho;f;ifj; Jiztuhy; Fwpj;j egu; my;yJ kf;fs;  td;Kiwia 
 mDgtpf;fpd;wdu; vd cq;fSf;F vt;thW njupate;jJ vdf; 
 Fwpg;gpLtPu;fsh? (xd;Wf;F Nkw;gl;l gjpiy vjph;ghf;fpd;Nwhk;) 

 (m) me;j egu; jhdhf / Rakhf vd;dplk; $wpdhu; 

 (M) mtuJ cwtpdu; /  mtiuj; njupe;j maytu; vd;dplk; $wpdhu; 

 (,) xU r%f Nrtfu;/jd;dhu;t Rfhjhu gzpahsu; vd;dplk; $wpdhu; 

(<) td;Kiwahy; ghjpf;fg;gl;ltupd; nraw;ghL/ fhaq;fs; vd;git vdf;F 
re;Njfj;ij Vw;gLj;jpd. 

11.  ePq;fs; Fwpg;gpl;l egu; jdJ tho;f;ifj; Jiztupdhy;   
 td;Kiwf;F cs;shf;fg;gl;ltu; vd njupe;j gpd;du; me;j   
 mDgtk; njhlu;gpy; Fwpg;gpl;l eguplk; mjw;Fg; gpd;du;   
 Ngrtpy;iyah? (cq;fsJ gjpy;  ,y;iy vdpy; 13 MtJ   
 Nfs;tpf;F Neubahfr; nry;yyhk;) 

  (m) Mk; 

  (M) ,y;iy 

12.  Jd;GWj;jYf;Fs;shf;fg;gl;l egUld; njhlu;e;Jk; ciuahlypy;  <Lgl;bUe;j 
NghJ mtUf;F Neu;e;j me;j KiwNfL njhlu;ghd  gpur;rpidf;F jq;fshy; 
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gupe;Jiu VjhtJ toq;fg;gl;ljh? 

 (xd;Wf;F Nkw;gl;l gjpy; vjpu;ghu;f;fg;gLfpwJ) 

(m)  ,e;j tplak; njhlu;gpy; rfpg;Gj;jd;ikAld; ,Uf;FkhW ghjpf;fg;gl;tUf;F 
rpy MNyhridfis toq;fpNdd;. Vnddpy;> mtUf;F ,JFwpj;J vJTk; 
nra;aKbahJ vd;gjdhy;.  

(M) ghjpf;fg;gl;ltu; ,J njhlu;gpy; mtuJ FLk;g cWg;gpdu;fs; my;yJ 
ez;gu;fSld; ehd; fye;JiuahbNdd;.  

 (,)  ghjpf;fg;gl;ltiu ,J njhlu;gpy; nghyp]py; Kiwg;ghL   
 xd;iw nra;AkhW ehd; MNyhrid toq;fpNdd; 

 (<)  ghjpf;fg;gl;ltu; nghyp]py; Kiwg;ghL nra;tjw;F ehd; cjtp Gupe;Njd;. 

 (c) ghjpf;fg;gl;ltiu vdJ Rfhjhu Nkyjpfhupapd;  cjtpf;fhf mioj;Jr; 
nrd;Nwd;. 

(C) ghjpf;fg;gl;ltiu J\;gpuNahfj;jpy; <Lgl;ltUld; fye;JiuahLkhW 
gupe;Jiuj;Njd;. 

(v)  ghjpf;fg;gl;ltiu J\;gpuNahfj;jpy; <Lgl;ltUld; fye;JiuahLtjw;F 
cjtp Gupe;Njd;.  

13.  td;Kiw njhlu;ghd mDgtq;fs; gw;wp ghjpf;fg;gl;l mtSld;/ mtUld; ePq;fs; 
Vd; fijf;ftpy;iy? 

 (m)  mJ mtuJ jdpg;gl;l tplak; vd ehd; epidj;Njd; 

 (M)  mJgw;wp fijg;gJ ghjpf;fg;gl;ltiu mtkjpf;Fk; vd;W ehd; epidj;Njd; 

 (,) mJ gw;wp fijj;jhy; ghjpf;fg;gl;ltUf;F Nfhgk; tUk; vd ehd; 
epidj;Njd; 

 (<)  ghjpf;fg;gl;ltu; mJ njhlu;gpy; vJTk; Ngr tpUk;gtpy;iy.  

14. நீ வன்முறை விவாதிக்கப்படும் என்று அந்த பாதிக்கப்பட்டவரக்ளுக்கு என்ன   

நடக்கிைது என்று பாரக்்க ததாடரந்்து?  

(m) ஆமாம், நான் வன்முறை பை்றி அந்த அறனத்து 

 (M) ஆமாம், நான் வன்முறை பை்றி சிலர ்
 (,) ,y;iy  

15. ePq;fs; td;Kiw njhlu;gpy; fye;Jiuahba ghjpf;fg;gl;ltu;fSf;F vd;d 
 elf;fpwJ vd mwpa mtu;fis gpd;njhlu;e;J nrd;wPu;fsh? 

 (m)  Mk;>  td;Kiw njhlu;gpy; ehd; midtuplKk; fye;JiuahbNdd;. 
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 (M) Mk;> td;Kiw njhlu;gpy; ehd; rpyuplNk fye;JiuahbNdd;. 

 (,) ,y;iy 

16. ,e;jg; gzpapd; NghJ jq;fsJ kidtpia td;Kiwf;Fs;shf;fpa  z;fis 
milahsk; fz;Bu;fsh? 

  (m) Mk;. 

  (M) ,y;iy 

17. mg;gbahdhy;> ePq;fs; vj;jid Mz;fis milahsk;   
 fz;Ls;sPu;fs;? .................. 

18. ghjpf;fg;gl;ltu;fs; njhlu;gpy; td;Kiwfis fz;lwpjy; kw;Wk; mtu;fSf;F 
cjtpfis Guptjdhy; kUj;Jtpr;rpfs; rpy eilKiwr; rpf;fy;fis vjpu;Nehf;Ffpd;wdu;. 

gpd;tUk; $w;Wf;fSld; cld;gLkplj;J jaT nra;J me;jf; $w;Wf;fspd; epiyfSf;F 
Gs;sp toq;Ff. 

 fLikahd 
,zf;fkpd;
ik 

,zf;f
kpd;ik 

 

Vjht
J xU 
tif
apy; 
,zf;
fk; 

,zf;
fk; 

fLik
ahd 
,zf;
fk; 

 

(m) vdf;F Ntiyr;Rik fLikahf 
cs;sjdhy; Jiztu; td;Kiw 
njhlu;gpy; Nfl;gjw;F NghJkhd 
Neukpy;iy. 

     

(M) Jiztu; td;Kiw njhlu;gpy; 
Nfl;Fkplj;J mJ mtiu Gz;gLj;Jk; 
vd ehd; gag;gLfpd;Nwd;. 

     

(,) mtu;fs; vg;NghJk; ahUldhtJ 
Nru;e;Nj ,Ug;gjdhy; Jiztu 

     

(<) Jiztupd; td;Kiwahy; 
ghjpf;fg;gl;ltiu milahsk; 
fhz;gjpy; my;yJ cjTtjpy; vdf;F 
Nghjpa mDgtNkh gapw;rpNah ,y;iy. 
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19. gpd;tUk; ngா Jthd $w;Wf;fSld; ePq;fs; ,zq;FfpwPu;fsh?   
 ,zq;ftpy;iyah? 

(c)  Jiztupd; td;Kiwahy; 
ghjpf;fg;gl;ltiu milahsk; 

     

(C) J\;gpuNahf cwitf; 
nfhz;Ls;s xUtUf;F cjt KbAk; 
vd ehd; czutpy;iy. 

     

(v) mtu;fsJ cwtpdu;fis tpl ehd; 
vdJ NehahspapDila  

     

 Mk; ,y;iy njupahJ 

(m) JiztH xUtH jdJ thof;ifj; JiztUf;F 
mOj;jj;ijf; nfhLg;gNj  mtH td;Kiwapy; <Lglf; 
fhuzkhFk;. 

   

(M) JiztH xUtH jdJ tho;f;ifj; Jiztiu 
ez;gd; xUtd;  goftplhky; re;jpf;ftplhky; 
jLg;gNj mtH td;Kiwapy; <Lglf; fhuzk; 

   

(,)   JiztUf;F gzk; Njitg;gLk;NghJ mjid 
toq;f kWg;gNj mtH  td;Kiwapy; <Lglf; fhuzk;. 

   

(<)   Jiztiu ve;jnthU fhuzKk; ,d;wp 
re;Njfg;gLtNj  mtH  td;Kiwapy; <Lglf; fhuzk;. 

   

(c) JiztH ve;jnthU fhhpaj;ij 
nra;aNtz;LkhdhYk; mDkjp Nfhu 
 epHg;ge;jpf;fg;gLtNj  mtH td;Kiwapy; <Lglf; 
fhuzk;. 

   

(C) JiztH tpUk;ghj Neuj;jpy; mtiu ghypaYf;F 
epHg;ge;jpg;gNj  mtH  td;Kiwapy; <Lglf; fhuzk;. 

   

(v) Jizthpd; jho;Tkdg;ghd;ikNa  mtH 
 td;Kiwapy; <Lglf; fhuzk;. 

   

(V) Jizthpd; td;Kiwia mDgtpj;j 
ngz;fs;;/Mz;fs;jkJ njhilfspy;  fhaq;fisf; 
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20. ,d;iwa rKjha kf;fs; kw;Wk; gpw ,lq;fspy; FLk;gg; ngz;fs;> Mz;fspd; 
elj;ij gw;wp gy;NtW fUj;Jf;fs; epyTfpd;wd.  

gpd;tUk; nghJthd mwpf;iffs; njhlu;gpy; jq;fSf;F ,zf;fg;ghL cz;lh 
,zf;fg;ghL ,y;iyah vd;gij Fwpg;gplTk;. 

,yq;if kf;fspy; xU gFjpapdu; td;Kiw Gupfpd;w fztd;khu;fSf;F vjpuhf 
rl;lq;fs; Njit vd $Wfpd;wdu;. vdpDk; rpyu; ,yq;if Nghd;w ehLfSf;F 
,Jkhjphpahd rl;lk; mtrpak; ,y;iy vd thjpLfpd;wdu;. 

 

 

21.   cq;fspd; fUj;Jg;gb fztd;khupd; td;Kiwf;nfjpuhd rl;lk;  
 ,yq;iff;F mtrpak; vd fUJfpd;wPu;fsh? 

 kpfTk; Kf;fpak; 

nfhz;bUf;ff; $Lk;. 

(I) JiztH td;Kiwia mDgtpg;gtHfs; cly; 
rhHe;j gpur;rpidfSld;  Rfhjhu epiyaq;fSf;F 
tp[ak; nra;af;$Lk;. 

   

(x) JiztH td;Kiwf;Fs;shdtHfspd; rpWePHg; 
ghij njhw;WNeha;f;Fs;shff;$Lk;. 

   

 fLika
hd 
,zf;f
k; 

,z
f;fk; 
 

rw;Nw 
,zf;fk; 
 

,zf;f
kpd;ik 
 

fLika
hd 
,zf;f
kpd;ik 
 

(m)  xU kidtp fztUld; 
,zf;fg;ghby;iy vd;whYk; $l vg;NghJk; 
mtUf;F fPo;gbe;Nj elf;f Ntz;Lk;. 

     

(M)  fztd; kidtp kPJ Nkyhjpf;f 
td;Kiwia gpuNahfpj;jy; mjpy; 

     

(,) xU Mzhf fztd; vg;NghJk; jdJ 
kidtpkPJ fl;LghLfs 

     

(c) xU kidtp vg;nghOJk; ,zq;fpNa 
jdJ fztUld; clYwtpy;  

     

(C)  xU kidtp jdJ fztuhy; 
Jd;GWj;jYf;Nfh my;yJ 
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 XusT Kf;fpak; 

 Kf;fpak; ,y;iy 

22.   cq;fsJ mwpTf;nfl;batiu> ngz;fSf;F vjpuhf Jd;GWj;jy;fis  Gupe;j 
fztd;khu;fs; njhlu;gpy; Kiwapl ,yq;if ePjpkd;wq;fspy; gpuj;jpNaf rl;lk; cs;sjh? 

  (m)  Mk; 

  (M) ,y;iy (cq;sJ gjpy; ,y;iy vdpy; Neubahf 24MtJ   
 Nfs;tpf;Fr; nry;f) 

23.  gjpy; Mk; vdpy;> ,JNghd;w rl;lq;fs; gw;wp ePq;fs; ve;nje;j topapy; 
 mwpe;Jnfhz;Bu;fs;? 

 (m)   Clfq;fspypUe;J-  njhiyf;fhl;rp/thndhyp/ gj;jpupiffs;   
 (neUq;fpa Clfj;Jf;F tl;lkpLf) 

 (M)  ez;gu;fs;/ cwtpdu;fsplkpUe;J 

 (,)  nghyp]; mjpfhup/ rl;l MNyhrfuplkpUe;J 

 (<)  NtW> (VjhtJ topapy; vdpy; jaT nra;J mjid Fwpg;gpLf) 

24.  gpd;tUk; mwpf;iffs; njhlu;gpy; cq;fsJ fUj;ijf; Fwpg;gpLf. 

 Mk; ,y;iy njupahJ 

(m)  ,yq;ifapy; xU egu; jdJ Jiztiu cstpay; 
uPjpahd KiwNfl;Lf;F cl;gLj;jpdhy; me;j nraw;ghl;Lf;F 
vjpuhf ePjpkd;wq;fSf;F nry;yyhk;. 

   

(M)  ,yq;ifapy; xU egu; jdJ Jiztupdhy; ghypay;              
J\;gpuNahfj;Jf;F cl;gLk;NghJ ePjpkd;wq;fSf;F 
nry;yyhk;. 

   

(,)  xU ngz; jdJ Jiztupdhy; td;Kiwf;fhshf 
NeupLk;NghJ mJ njhlu;gpy; Kjypy; nghyp]huplk; 
Kiwapl;L Gj;jfj;jpy; gjpe;j gpd;dNu ePjpkd;wq;fspy; 
tof;Fj; jhf;fy; nra;a KbAk;. 

   

(<)  ngUk;ghyhd nghyp]; epiyaq;fspy; jdJ 
gq;fhspapdhy; td;Kiwf;Fs;shdik njhlu;gpy; Gfhu; 
njuptpf;f xU jdp ,lk; ,Uf;fpd;wJ. 
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25.  jaT nra;J gpd;tUk; $w;Wf;fSf;F cq;fsJ fUj;Jf;fis gjptpLq;fs;: 

  nghJkf;fSf;fhd nghWg;Gf;$wypy; xU kUj;Jtpr;rpf;Fk; gq;F cz;L. 

(c)  td;Kiw Gupe;jtUf;F vjpuhf ePjpthd; ePjpkd;wk; 
,uz;L thuq;fSf;Fs; miog;ghiz cj;juT toq;f 
KbAk;. 

   

(C)  ,yq;ifapy; Jiztupd; td;Kiwahy; 
ghjpf;fg;gl;ltu;fSf;fhf cjtpr; Nritfs; cs;sd. 

   

 

 

fLik
ahf 
,zq;f
tpy;iy 

,zq;f
tpy;iy; 

,zf;
fk; 

,zf;
fk 

fLik
ahd 
,zf;
fk; 

(m)   fhuzj;ij ftdj;jpy; nfhs;shky; 
ve;j xU Neuj;jpYk; Jiztupd; 
d;Kiwapdhy; fhak; mile;jij 
mtjhdpj;Njd;.  

     

(M)   fhuzj;ij ftdj;jpy; nfhs;shky; 
ve;j xU Neuj;jpYk; Jiztupd; 
td;Kiwapdhy; xU Foe;ij jPtpukhf 
fhakile;jij mtjhdpj;Njd;. 

     

(,)  ehd; vg;NghJNk J\;gpuNahfj;jpw;F 
cl;gLj;jg;gltpy;iy vd;W xU egu; 
nrhy;tij Nfs;tpAw;Nwd;. 

     

(<)  gq;Fjhupd; td;Kiwapdhy; 
ghjpf;fg;gl;l mts;/mtu; (nghyp]hu;> 
nrhe;jq;fs;> Vditu;fsplkpUe;J) 
cjtpia ehlNtz;Lk; vd;gij 
mDkjpf;f KbahJ vd;W $WtJ 
Vw;fj;jf;fjy;y. 

     

(c)  xU egu; $Wfpwhu; J\;gpuNahfk; 
mts;;/mtupd; MNuhf;fpaj;jpy;  jhf;fj;ij 
Vw;gLj;Jk;. 

     

(C) தவற க மம சம ன அவளை ப திக்கும் 

என்று ஒரு நபர் சச ல்லும் / அவரது உடல் 
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26.  jw;Nghija epiyapy; cq;fSf;F Vw;Gila;/ Vw;Gilajw;wit vd ePq;fs; 
 vij fUJfpd;wPu;fs;? 

27.  cq;fsJ kjpg;gPl;bd;gb ,yq;ifapy; vj;jid rjtPjkhd ngz;fs; 
 fztd;khu;fspdhy; td;Kiwia mDgtpf;fpd;wdu;? .........% 

28.  fztd;khu;fspdhy; njhlUk; td;KiwahdJ ,yq;ifapy; xU Rfhjug; 
 gpur;rpidahf cUntLf;Fnkd ePq;fs; epidf;fpd;wPu;fsh? 

 (m) Mk; 

 (M) ,y;iy 

 Vw;Gila
jy;y 

XusT 
Vw;GilaJ 

Vw;Gil
aJ 

(m) xU egu;> Jiztupd; td;Kiw njhlu;ghd mDgtk; 
gw;wp mts;;/ mtdplk; Nfl;Fk;NghJ. 

   

(M) ghypay; td;Kiw kw;Wk; ghypay; tuhyhW gw;wp 
fijf;f vLf;Fk;NghJ. 

   

(,) Jiztupdhy; td;Kiw mDgtpf;fpd;Nwd; vd;W 
njupe;Jk; vd;d nra;a KbAk; vd mts;;/ mtd; 
$Wk;NghJ. 

   

(<) xU egu; vd;d nra;fpd;Nwd; vd njupe;Jnfhz;Nl 
fPNo tpOe;J mOk;NghJ 

   

(c) Jiztupdhy; td;Kiw mDgtpf;Fk; egupd; 
ghJfhg;ig  kjpg;gPL nra;Ak; NghJ. 

   

(C) J\;gpuNahj;jpw;F Mshdtu; vy;iy kPWfpd;wtiu 
tpl;L ntspNaw Ntz;Lk;. ,y;iyNay; mJgw;wp 
njupe;Jk; vd;d nra;tJ 

   

(v) ve;j xU egUk; jdJ Jiztupdhy; td;Kiwia 
mDgtpf;fpd;whu; vd njupe;jhy; mJ njhlu;gpy; Rfhjhu 
kUj;Jt gupNrhjfuplNkh my;yJ r%f NritahsuplNkh 
Fwpg;gpl KbAk;. 

   

(V) rpWtu; KiwNfl;il jtpu;g;gJ vt;thW vd 
vg;NghjhtJ njupe;J nfhs;Sk;NghJ. 
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29.  fztu;fspd; td;Kiwapdhy; ghjpg;Gf;Fs;shdth;fis milahsk;  fz;L 
 FLk;gey cj;jpNahfj;ju;fs; mtu;fSf;F cjt Ntz;Lk; vd  ePq;fs; 
epidf;fpd;wPu;fsh? 
 (m) Mk; 
 (M) ,y;iy 

30.  FLk;gey cj;jpNahfj;ju;Sf;F toq;fg;gLfpd;w xd;wiu tUl gzpg; gapw;rpapd; 
Muk;g fhyj;jpy; fztu;fspdhy; td;Kiwia mDgtpf;Fk;  ghjpf;fg;gl;ltu;fis 
,yFthf milahsk; fhz cjTk; gapw;rp  toq;fg;gl Ntz;Lk; vd;W 
epidf;fpd;wPu;fsh? 
 (m) Mk; 
 (M) ,y;iy 

td;Kiwapy; <LgLk; Jizth; njhlh;ghd gapw;rpj;jpl;l epfo;T njhlh;ghf Nl;fg;gLk; 
Nfs;tpfSf;F jaT nra;J gjpyspf;fTk;. 

1.  gapw;rpapy; vg;NghJ ,ize;Jnfhs;fpwPh;fs;? jpfjp ..... khjk; ....... Mz;L .... 

2.  உங்கள் கருத்து, ( ஆறு ம தங்களுக்கு முன்பு சபற்ற ர் ) IPV பயிற்சி உங்கள் மவளை பகுதியில் 

ப திக்கப்பட்டவர்களுக்கு உங்கள் IPV மசளவகளை மமம்படுத்த? 

 (m) Mkhk; 
 (M) ,y;iy 
 (,) epr;rakhf ,y;iy 

3.   இந்த பயிற்சி இைங்ளகயின் ஏளனய பகுதிகைில் PHMs வழங்கப்படும் என்று 

ப ிந்துளரக்கிமற ம்? 

 (m) Mkhk; 
 (M) ,y;iy 
 (,) epr;rakhf ,y;iy 

4. jaT nra;J  fy;tp jpl;lk; Nkk;gLj;jg;gl Ntz;Lk; vd;W ePq;fs;  Fwpg;gpLk; 
gFjpfis gw;wp njupe;J nfhs;s Nkyjpfkhf vd;d nra;a  Ntz;Lk; vd Fwpg;gpLq;fs;.  

…………………………………………………………………………………………………

…………………..………………………………………………………………………………

…………………………………………………………………………………………………

…………………..………………………………………………………………………………

…………………………………… 

 

cq;fs; nghd;dhd Neuj;jpw;F ed;wp 
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Appendix 13. The time frames of the pre-intervention and post-intervention 

surveys 

No Dates of the IPV 

training  

Oberved or not Pre-intervention 

survey date 

Post-intervention 

survey date 

1 10 – 13 August 2009 Observed 10 August 2009 17 February 2010 

2 24 - 27 August 2009 Not observed 24 August 2009 24 February 2010 

3 7 – 10 September 2009 Not observed 7 September 2009 3 March 2010 

4 21 - 24 September 2009 Observed 21 September 2009 17 March 2010 

5 5 – 8 October 2009 Observed 5 October 2009 7 April 2010 

6 19 – 22 October 2009 Not observed 19 October 2009 28 April 2010 

7 9 – 12 November 2009 Observed 9 November 2009 5 May 2010 

8 23 – 26 November 2009 Not observed 23 November 2009 19 May 2010 

9 11 – 14 January 2010 Not observed 11 January 2010 21 July 2010 

10 8 – 11 February 2010 Observed 8 February 2010 18 August 2010 

11 8 – 11 March 2010 Observed 8 March 2010 8 September 2010 
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Appendix 14. Ethical approval from the University of Tokyo 
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Appendix 15. Ethical approval from University of Peradeniya, Sri Lanka 
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Appendix 16. Information sheet (English) 

 

Study Information for Participants 

Study title: The effectiveness of an education program to improve midwives’ detection of and  

        interventions against intimate partner violence in Kandy, Sri Lanka. 

Principle investigator: Achini Silva (the University of Tokyo). 

 

Thank you for your participation in this study. In this study, we would like to give you a 

questionnaire to be answered by your self. We don’t ask your name in this questionnaire. So, your 

identity will not be disclosed.  

The objectives of this study are: 

1. To examine the knowledge, attitudes and practices of public health midwives on 

intimate partner violence. 

2. To test the effectiveness of an intimate partner violence education program for public 

health midwives.  

 

If you agree to proceed with the study, we will give you the questionnaire. We will ask some 

questions about you and your job. Also, we will ask some questions to examine your knowledge, 

attitudes and practices towards intimate partner violence. What we learn from you will help us to 

prevent intimate partner violence in Sri Lanka. That will help to improve the quality of life of 

many Sri Lankan women.  

Your participation for this study is entirely voluntary and you may refuse to answer any question 

if you choose or may withdraw your consent to participate at any time without penalty. The 

confidentiality of the completed questionnaires will be fully assured. Collected data will be 

handled by the principal researcher (Achini Silva) and the completed questionnaires will be kept 

in a locked cabinet at University of Tokyo. No body has the access to them except the principal 

researcher and the supervising staff of the Department of International community health, 

Graduate school of medicine, University of Tokyo, Japan. 
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You may ask any question about the study at this time and if you have further questions about 

this study, please do not hesitate to contact; 

 

Dr. Achini Silva, Department of International Community Medicine, Graduate School of 

Medicine, University of Tokyo. 0081-3-5841-3322, achini@m.u-tokyo.ac.jp. 

Dr Nilani Fernando, Deputy Provincial Director of Health services Office, Kandy, Central 

Province. 077-253-3618, nilani1954@yahoo.co.nz.  

Prof. Masamine Jimba, Department of International Community Medicine, Graduate School of 

Medicine, University of Tokyo, 0081-3-5841-3422, mjimba@m.u-tokyo.ac.jp. 

 

 

 

 

 

 

 

 

 

 

mailto:achini@m.u-tokyo.ac.jp
mailto:nilani1954@yahoo.co.nz
mailto:mjimba@m.u-tokyo.ac.jp
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Appendix 17. Information sheet (Sinhala) 

wOHhkh ms<sn| úia;r m;%sldj 

 

ud;Dldj  (   ldka;d ysxikh ms<sn|j mjq,a fi!LH fiajd  

ks,Odßkshkaf.a ±kqu yd wdl,am ms<sn| wOHhkh 

 

m¾fhaIlhdf.a ku (  ffjoH wÑks is,ajd ^f;dalsfhda úYaj úoHd,h& 

 

 

fuu wOHhkh i|yd Tnf.a iyNd.s;ajh ms<sn|j ia;=;shs' fuu wOHhkfha§ wms Tng iïmQ¾K 
lsÍu i|yd m%Yak m;%hla ,nd fokafkuq' tys§ wms Tnf.a ku wikafka ke;' tneúka Tnf.a 
ms<s;=re m;%h u.ska Tn ljq±hs y÷kd.ekSfï yelshdjla wmg ke;'  

 

fuu wOHhkfha wruqKq jkafka" 

 

1' Y%S ,dxlsl ldka;djka ish ieñhka fj;ska w;aú¢k ysxikh ms<sn|j mjq,a fi!LH fiajd 
ks,Odßkshkaf.a ±kqu yd wdl,am wOHhkh lsÍu' 

2' tu wOHhkfhka ,nk ±kqu Y%S ,dxlsl ldka;djka ish ieñhka fj;ska w;aú¢k ysxikh 
ms<sn|j mjq,a fi!LH fiajd ks,Odßkshkaf.a ±kqu yd wdl,am j¾Okhg fhdod .ekSu' 

 

fuu wOHhkfha§ wms Tn yd Tnf.a /lshdj ms<sn|j úuikafkuq' tfuka u ldka;djka ish 
ieñhka fj;ska w;aú¢k ysxikh ms<sn|j Tnf.a ±kqu yd wdl,am ms<sn|j wOHhkh i|yd m%Yak 
lsysmhla wikafkuq' Tnf.a ms<s;=re u`.ska wms ieñhkaf.a ysxikhg ,lajk ldka;djka ms<sn|j 
Y%S ,xldfõ mjq,a fi!LH fiajd ks,Odßkshkaf.a ±kqu yd wdl,am ms<sn|j o< woyila ,nd .ekSug 
n,dfmdfrd;a;= jkafkuq' 

fuu wOHhkh i|yd iyNd.s ùug wms Tng lsisÿ n, lsÍula fkdlrkafkuq' ieñhkaf.a 
ysxikhg ,lajk Y%S ,dxlsl ldka;djkaf.a hym; Wfoid fuu wOHhkhg iyNd.s ùfuka Tn 
wmg iyfhda.h fo;ehs wms n,dfmdfrd;a;= fjuq'  

Tn imhk ish¿ f;dr;=rej, ryiH nj iq/lSug wms fmdfrdkaÿ fjuq' fuu m%Yakdj,sfha ´kEu 
m%Yakhlg ms<s;=re fkd§ isàfï whs;sh Tn i;=fõ' fuu wOHhkh .ek lsishï .eg¿jla Tng 
we;s jqjfyd;a fï wjia:dfõ§ fyda miq wjia:djl my; i|yka wh fj;ska úuid isáh yelsh' 
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Dr. Achini Silva, Department of International Community Medicine, Graduate School of 

Medicine, University of Tokyo. 0081-3-5841-3322, achini@m.u-tokyo.ac.jp. 

Dr Nilani Fernando, Deputy Provincial Director of Health services Office, Kandy, Central 

Province. 077-253-3618, nilani1954@yahoo.co.nz.  

Prof. Masamine Jimba, Department of International Community Medicine, Graduate School of 

Medicine, University of Tokyo, 0081-3-5841-3422, mjimba@m.u-tokyo.ac.jp. 

 

 

 

 

 

 

 

 

 

 

 

 

mailto:achini@m.u-tokyo.ac.jp
mailto:nilani1954@yahoo.co.nz
mailto:mjimba@m.u-tokyo.ac.jp
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Appendix 18. Information sheet (Tamil) 

gq;Nfw;ghsu;fSf;fhd Ma;T jfty; 
 
Ma;T jiyg;G: jhjpfs; vjpu;Nehf;Fk; neUf;fkhd Jizahsu;fspd; td;KiwfSf;F 
vjpuhd fz;lwpjy;fisAk; jiyaPLfisAk; tpUj;jp nra;tjw;fhd fy;tp jpl;lj;jpwd;. 

 

Kjd;ik Ma;thsu;: mr;rpdp rpy;th (Nlhf;fpNah gy;fiyf;fofk;) 

 

,e;j Ma;tpy; cq;fsJ gq;fspg;Gf;F ehd; vdJ ed;wpia njuptpj;Jf; nfhs;fpNwd;. 

,e;j Ma;tpy; ePq;fs; Rakhf gjpyspg;gjw;fhd Nfs;tpj;jhs; cq;fSf;F toq;fg;gLk;. 

Nfs;tpj;jhspy; cq;fsJ ngau; Nfl;fg;gl khl;lhJ. MfNt cq;fsJ milahsq;fs; 

ntspg;gLj;jg;gl khl;lhJ. 

 

,e;j Ma;tpd; Nehf;fq;fshtd: 

1. neUq;fpa Jizahsu;fspd; td;Kiw njhlu;ghf nghJ Rfhjhu jhjpkhu;fspd; 

mwpT> elj;ij kw;Wk; eilKiw vd;gtw;iw guPl;rpj;jy;. 

2. nghJr; Rfhjhu jhjpkhu;fSf;fhd neUq;fps Jizahsu;fspd; td;Kiw 

njhlu;ghd fy;tpj;jpl;lj;jpwid guPl;rpj;jy;. 

 

,jid ePq;fs;  njhlu tpUk;gpdhy; ehq;fs; cq;fSf;fhd Nfs;tpj;jhis jUNthk;. 

cq;fisAk; kw;Wk; cq;fsJ njhopy; gw;wpaJkhd rpy Nfs;tpfis ehq;fNs 
Nfl;Nghk;.  NkYk; neUf;fkhdJizahsu;fspd; td;Kiw njhlu;ghf cq;fsJ mwpT> 
elj;ij kw;Wk; eilKiwfis guPl;rpf;fTk; ehq;fs; rpy Nfs;tpfs; Nfl;Nghk;. 
cq;fsplk; ,Ue;J ehk; mwpAk; jfty;fs; ,yq;ifapy; neUq;fps Jizahsu;fspd; 
td;KiwfSf;F vjpuhd eltbf;iffis Nkw;nfhs;s cjTk;. me;eltbf;iffs; 
mNefkhd ,yq;if khju;fspd; tho;tpd; juj;ij tpUj;jp nra;a cjTk;. 
 
,e;j Ma;tpy; cq;fsJ gq;fspg;ghdJ Kw;W KOjha; Ra tpUg;gj;jpd; 
mbg;gilapyhdJ. NkYk; ePq;fs; njupT nra;Ak; Nfs;tpfSf;F gjpyspf;f kWf;fTk;> 
ePq;fs; tpUk;gpa Neuj;jpy; ,e;j Maptpd; gq;fspg;gpypUe;J  vt;tpj jz;lizfSkpd;wp 
kPsg;ngw KbAk;. G+uzg;gLj;jg;gl;l Nfs;tpj;jhspd; ek;gfj;jd;ik KOikahf 

ghJfhf;fg;gLk;. Nrfupf;fg;gl;l jfty;fs; midj;Jk; Kjd;ik Ma;thsupdhy; 
(Dr.Achini Silva) ifahsg;gLk;. G+uzg;gLj;jg;gl;l Nfs;tpj;jhs;fs; Nlhf;fpNah 

gy;fisf;fofj;jpd; G+l;lg;gl;l mYkhupfspy; itf;fg;gLk;. jd;ik Ma;thsu;>  [g;ghdpd; 
Nlhf;fpNah gy;fisf;fofj;jpd; ru;tNjr Rfhjhu kw;Wk; kUj;Jt gl;ljhup ghlrhiy 
Nkw;ghu;itahsu;fs; jtpu;j;J Ntnwtu;f;Fk; mtw;Wf;fhd mZfy; fpilahJ. 
 
,e;j Neuj;jpy; ,e;j Ma;T njhlu;ghd vtptj Nfs;tpfisAk; Nfl;f KbAk;> kYk; 
,e;j Ma;T njhlu;ghd Nfs;tpfs; ,Ue;jhy; ePq;fs; jaf;fkpd;wp njhlu;G 
nfhs;tjw;fhd jfty;fs;. 
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Dr. Achini Silva, Department of International Community Medicine, Graduate School of 

Medicine, University of Tokyo. 0081-3-5841-3322, achini@m.u-tokyo.ac.jp. 

Dr Nilani Fernando, Deputy Provincial Director of Health services Office, Kandy, Central 

Province. 077-253-3618, nilani1954@yahoo.co.nz.  

Prof. Masamine Jimba, Department of International Community Medicine, Graduate School of 

Medicine, University of Tokyo, 0081-3-5841-3422, mjimba@m.u-tokyo.ac.jp. 

mailto:achini@m.u-tokyo.ac.jp
mailto:nilani1954@yahoo.co.nz
mailto:mjimba@m.u-tokyo.ac.jp
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Appendix 19. Informed consent (English) 

 

Informed Consent Form for Participants 

 

Study title: The effectiveness of an education program to improve midwives’ detection of and  

        interventions against intimate partner violence in Kandy, Sri Lanka 

 

Principle investigator: Achini Silva (the University of Tokyo) 

 

The Director, Graduate School of Medicine, 

The University of Tokyo. 

Dear Sir, 

 

I,                                 after reading and having had the contents of this study explained to me, 

understand what is expected of me as a participant and agree to participate in the study. 

 

I understand: 

1. The purpose and procedures of the study 

2. The content of the questionnaire 

3. How to deal with questions that I feel uncomfortable in answering 

4. What to do if I wish to withdraw from the research after initial agreement 

5. That any information I provide will be destroyed at the end of the study. 

 

I understand that my participation is entirely voluntary and that I may refuse to answer any question 

if I choose, or may withdraw my consent to participate at any time without penalty or without in any 
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way affecting the health care I receive. I understand that the information collected will be treated in a 

confidential manner that I will not be identified in the reporting of the results.  

           

          Signature / Name:                                      

           Date:                                      

            Address:                                                    

                                     

 

I, the researcher, certify that I have explained to participant the content and procedures of the 

study according to the attached to information page. I have covered all points listed on the 

consent form above. 

I will protect the confidentiality of the participant. 

 

Signature / Name:                                      

             Date:                                      
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Appendix 20. Informed consents (Sinhala) 

 

leue;a; m%ldY lsÍfï m;%sldj 

ud;Dldj   (  ldka;d ysxikh ms<sn|j mjq,a fi!LH fiajd  

ks,Odßkshkaf.a ±kqu yd wdl,am ms<sn| wOHhkh 

m¾fhaIlhdf.a ku  (  ffjoH wÑks is,ajd ^fgdalsfhda úYaj úoHd,h& 

uy;auhdfKks"  

'''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''' jk uu fuu 
wOHhkfha f;dr;=re m;%sldj lshjd fyd¢ka f;areï  .;af;ñ' 

 

fuys§" 

1' fuu wOHhkfha wruqK 

2' m%Yakdj,sfha wvx.= úh yels lreKq 

3' ms<s;=re §ug wmyiq m%Yak u`. yeßh yels nj 

4' udf.a ms<s;=re m;%fhka ud ljq±hs y÷kd .; fkdyels nj 

5' fuu wOHhkh wjidkfha§ m¾fhaIK lKavdhu úiska ud imhkn ish¿ ms<s;=re úkdY lr 
ouk nj uu oksñ' 

fuu wOHhkhg uu uf.a leue;af;ka iyNd.s fjñ' ud imhk úia;rj, iqrlaIs; Ndjh ms<sn|j 
uu iEySulg m;a fjñ' 

 

ku/w;aik ('''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''' 

 

Èkh ('''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''' 

 

,smskh ('''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''' 
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wOHhkfha m%Odk m¾fhaIlhd jk uu fuu wOHhkhg iyNd.s jk fuu mjq,a fi!LH fiajd 
ks,Odßkshg wOHhkhg wod< ish¿ f;dr;=re iemhQfjñ' wehf.a m%Yak m;%fha wvx.= úia;rj, 
iqrlaIs; Ndjh iqrlsñ'  

 

 

 

ku/w;aik ('''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''' 

 

Èkh ('''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''' 
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Appendix 21. Informed consents (Tamil) 

பங்மகற்ப ைர்கள் அறிவிக்க ஒப்புதல் படிவம் 

 

Ma;tpd; jiyg;G: ,yq;ifapd; fz;b gpuNjrj;jpy; jhjpau;fspd; fy;tpj;jpl;lj;ij 
nfhs;ifastpy; Nkk;gLj;jy; kw;Wk; mjDld; njhlu;Gila td;KiwfSf;F vjpuhd 
jiyaPLfis fz;lwpe;J jtpu;j;jy;. 

Ma;thsu; : mr;rpdp rpy;th ( Nlhf;fpNah gy;fiyf;fofk;) 

---------------------------------------------------------------------------------------------------------------------------------------------- 

இயக்குநர்,  மருத்துவம் படிப்பு பள்ைி, 

மட க்கிமய  பல்களைக்கழகம் . 

அன்புளடயீர், 

 

ந ன்……………………………………………………………………………………………………… படித்த 

இந்த ஆய்வு உள்ைடக்கங்களை எனக்கு விைக்கின ர் இருந்தது பின்னர் , ஒரு பங்கு என்ளன 

எதிர்ப ர்க்கப்படுகிறது மற்றும் ஆய்வு பங்மகற்க ஒப்பு என்ன பு ிந்து . 

 

ந ன் பு ிந்துசக ள்கிமறன் : 

1 மந க்கம் மற்றும் ஆய்வு நளடமுளறகள் 

2 மகள்வித்த ளை உள்ைடக்கம் 

ந ன் பதில் கஷ்டம க என்று மகள்விகள் சம ைிக்க எப்படி 3 

4 ந ன் ஆரம்ப உடன்ப டு பிறகு ஆர ய்ச்சி இருந்து விைக்கி விரும்பின ல் என்ன சசய்ய மவண்டும் 

5 ந ன் வழங்க எந்த தகவளை ஆய்வு முடிவில் அழிந்து விடும்என்று. 

ந ன் என் பங்கைிப்பு முற்றிலும் தன்ன ர்வ என்று பு ிந்து ந ன் மதர்வு சசய்த ல் ந ன் எந்த மகள்விக்கு 

பதிைைிக்க மறுக்கை ம் என்று , அல்ைது ந ன் சபறும் சுக த ர ப திக்கும் எந்த வழியில் தண்டளன 

இல்ை மல் அல்ைது இல்ை மல் எந்த மநரத்திலும் பங்மகற்க என் ஒப்புதளை திரும்ப கூடும். ந ன் மசக ித்த 

தகவல்களை ந ன் முடிவுகளை சவைியிடுவது அளடய ைம் முடிய து என்று ஒரு இரகசிய முளறயில் 

சிகிச்ளச என்று பு ிந்துசக ள்கிமறன். 

           

 ளகசய ப்பம் / சபயர் :…………………………………………. 

  

 மததி :…………………………………………………………………... 

           

 முகவ ி :……………………………………………………………… 
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ந ன் , ஆர ய்ச்சிய ைர் , ந ன் பங்கு உள்ைடக்கம் மற்றும் தகவல் பக்கம் இளைக்கப்பட்ட படி ஆய்வு 

நளடமுளறகள் விைக்கின ர் என்று ச ன்றைிக்க . ந ன் மமமை ஒப்புதல் படிவத்தில் பட்டியலிடப்பட்ட 

அளனத்து புள்ைிகள் விவ திக்கப்படுகின்றன. 

ந ன் பங்கு இரகசியத்தன்ளம ப துக க்கும். 

 

 ளகசய ப்பம் / சபயர் :…………………………………………. 

  

 மததி :…………………………………………………………………... 
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Appendix 22. A comparison of PHMs’ IPV training program with other recently published IPV/DV training 

programs. 

Reference Participants and 

setting 

Intervention Evaluation  Findings Limitations 

Jayatilleke et 

al.  

(2015). 

Public health 

midwives in Sri 

Lanka (n=408). 

A four day training 

that included lectures, 

group discussions, 

role playing and case 

report discussion. 

Pre- and post-

intervention design. 

Used a self-

administrative 

questionnaire for 

evaluation. 

At 6 month’s post 

intervention, there were 

improvements in PHMs’ 

perceived barriers, 

responsibility, and self-

confidence in addressing 

IPV.  

PHMs’ IPV knowledge 

did not improve among 

majority 

Training did not 

provide written 

protocols, 

guidelines, IPV 

record keeping 

formats, or 

communication 

materials to PHMs 

Training did not 

include a diverse 

trainer geroup 

Feder  

(2011). 

General practices in 

two urban primary 

care trusts in UK 

(n=48). 

Two multi-

disciplinary training 

sessions on IPV (each 

2 hour long) for 

clinicians in the 

general practices  

Cluster randomized 

controlled trial with 48 

general practices 

divided in to 24 

intervention practices 

and 24 control 

practices. 

Over one year, 

Intervention practices 

identified 641 sufferers 

and recorded 223 referrals. 

Control practices 

identified only 236 

sufferers and recorded 12 

referrals. 

Did not assess 

clinicians’ 

individual 

practices. 

Did not asses 

improvements in 

clinicians’ IPV 
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Assessed number of 

sufferers identified and 

referred over 12 

months. 

Used document review 

knowledge, 

barriers, etc. 

Papadakaki  

(2010). 

Primary care 

physicians in a 

Greece prefecture 

(n=40). 

Two day intensive 

IPV education 

program. 

Physicians provided 

with information on 

IPV, and involved in 

skill building 

exercises to identify, 

asses, document 

abuse and refer 

sufferers for services. 

Pre- and 6 month’s 

post-test design with 40 

physicians, divided in to 

26 intervention group 

physicians and 14 

controls. 

Assesed physicians 

perceived IPV 

knowledge, 

preparedness to assist 

sufferers, and self-

reported detection of 

cases using a self-

administrative 

questionnaire 

Intervention group had 

significantly better 

perceived IPV knowledge 

and perceived 

preparedness.  

 

No significant 

difference in Self-

reported detection 

of IPV sufferers 

among cases and 

controls 

Shefet  

(2007). 

Physicians in 

inpatient and 

outpatient settings of 

Israeli MOH (n=74) 

Eight-hour workshop. 

Educated physicians 

using statistics, 

Pre- and 6 month’s 

post-intervention survey 

using a self-

administrative 

questionnaire. 

Physicians’ IPV 

knowledge and skills to 

screen sufferers increased 

significantly. 

Of the 150 

physicians trained, 

only 74 physicians 

participated in both 

pre- and post-
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literature, and case 

reports. 

Barriers for screening 

decreased significantly 

intervention 

surveys. 

Short 

(2006). 

Primary care 

physicians in 

community-based 

medical offices in 

Arizona and Missouri 

 

Online IPV education 

program 

Pre- and 6 month’s 

post-intervention survey 

with 23 intervention 

group physicians and 29 

controls. 

Evaluated using an 

online questionnaire 

Physicians’ IPV related 

attitudes, beliefs, and self-

reported practices 

improved significantly. 

Physicians’ IPV 

knowledge 

improved, but the 

change only 

significant at p = 

0.06. 

Debra  

(2004). 

Community 

midwives in UK 

(n=79) 

One day DV training 

program. 

Trained PHMs with 

case discussions. 

Provided guidelines 

for screening and 

information on 

supportive services 

Pre- and six month’s 

post-intervention using 

a self-administrative 

questionnaire. 

Midwives’ DV 

knowledge, efficacy 

beliefs, and positive 

attitudes towards enquiry 

on IPV increased 

significantly. 

Screening for DV increase 

by 30% (from 50% to 

80%) 

Presence of family 

members and lack 

of time mentioned 

as barriers to 

screen. 
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Appendix 23. IPV articles published in Sri Lankan newspapers between 

01.08.2009 and 30.09.2010 

Year Month Newspapers 

per month  

Number of IPV articles in each newspaper* 

Divaina Lakbima Silumina Lankadeepa 

2009 

August 20 1 2 0 0 

September 16 1 1 0 0 

October 16 0 1 0 0 

November 20 1 2 0 0 

December 16 0 0 0 0 

2010 

January 20 1 2 0 0 

February 16 0 0 0 0 

March 16 1 1 0 0 

April 16 0 0 0 0 

June 16 1 2 0 0 

July 16 0 2 0 0 

August 20 1 1 0 0 

September 16 1 1 0 0 

Total      

*All were case reports on IPV, and highlighted women as the responsible party for triggering 

IPV  
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Appendix 24. Some examples of newspaper articles 

 

 

 The ex-wife kills the ex-

husband’s girlfriend 

The story highlights the fault of 

the ex-wife, but does not discuss 

the root causes for the incidence. 

(14.03.2010) 

To protect his family life, 

Niroshan kills his girl friend 

The story justifies the act of 

killing as an attempt to protect 

the killer’s family life. 

(29.11.2009) 

 

 

The burnt photo  

(evidence from dead) 

The story explains that a husband 

has killed his wife because of her 

extramarital affair. It highlights 

the fault of the wife, but not the 

husband. (23.05.2010) 


