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Objective: The present cross-sectional study aimed to examine the nature of 
domestic violence among women in Saudi  Arabia, to explore its association 
with mental health disorders such as depression and anxiety, and to examine its 
impact on victims’ quality of life.

Methods: This cross-sectional descriptive study was conducted in Riyadh region, 
Saudi Arabia. Data were collected from 387 women from the Riyadh region who 
had experienced domestic violence (Mean age = 32.47 years; SD = 4.26 years) 
using a systematic random sampling method. Quantitative data were gathered 
using the Domestic Violence Scale, the Depression Scale (CES-D-10; Andresen 
et  al., 1994), the General Anxiety Scale (GAD-7; Spitzer et  al., 2006), and the 
Quality of Life Scale (WHOQOL-BREF; Group, 1998).

Results: The results revealed that 36.68% of the participants experienced 
moderate to severe levels of domestic violence. Psychological violence was more 
common than physical violence, while sexual violence was the least prevalent. 
Additionally, employed, more educated, and older women tended to experience 
lower levels of domestic violence as compared to their counterparts. Moreover, 
women who had experienced domestic violence exhibited higher severity of 
depression and anxiety symptoms. A linear regression analysis indicated that 
domestic violence was a powerful predictor of depression, anxiety, and poor 
quality of life in this sample.

Conclusion: These findings highlight the need to further examine the adverse 
effects of domestic violence on women and their children, and to prioritize 
mental health and quality of life interventions for such women. The insights 
gained from this study could also inform the design of programs aimed at 
preventing domestic violence.
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Introduction

Domestic violence (also known as “intimate partner violence” or “domestic abuse”) 
entails behaviors that seek to exercise control over one’s partner (1), including but not 
limited to “the intentional use of physical force or force against oneself, or another 
person, group or community in a manner that causes physical harm, psychological 
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harm, death, developmental problems, or deficiency” (2). Such 
violent acts are mostly committed in the family environment and 
they endanger a person’s body, life, psychological integrity or 
freedom by the use of force or coercion (3). It is widely 
recognized as a serious public health problem affecting victims’ 
well-being (4). Domestic violence adversely affects the well-
being of victims and their families, with lasting consequences for 
both physical and mental health, even after the violence has 
ceased (5). Furthermore, Malik et al. (6) indicates that domestic 
violence can significantly harm the physical and mental health 
of abused women. Additionally, it undermines their social, 
economic, spiritual, and emotional well-being, ultimately 
impacting the broader community. This issue is recognized as a 
major contributor to the decline of women’s mental and physical 
health (7).

Domestic violence is a global phenomenon, with psychological 
abuse being the most common form (8, 9). However, victims may 
be subjected to one or more, or sometimes, all forms of violence 
within the family (10, 11). Physical violence involves using brute 
force with the intention to intimidate and punish. Sexual violence 
can be  defined as using unwanted sexual advances to threaten, 
intimidate, and control another person (12). Psychological violence 
refers to verbal insults and threats to intimidate, control, and punish 
a person (13). Economic violence, conversely, is defined as 
withholding money and resources to control another person (14). 
Furthermore, in a series of population-based studies from Turkiye, 
Alkan et al. (15, 16) reported that victims who had experienced one 
type of domestic violence were more likely to experience the other 
types as well.

While victims of domestic abuse may include children and other 
members of a household, the intimate partner is often the primary 
victim (17), with women being more vulnerable to experiencing such 
abuse (13). This may be attributed to prevalent gender inequality and 
socio-cultural norms and structural factors that perpetuate male 
dominance and/or condone the use of violence to assert one’s power 
(18), age, marital status, lower socioeconomic status, religion, 
occupation, history of experiencing or witnessing violence, etc. 
(17, 19–21).

Literature review

Domestic violence has a variety of physical and mental health 
consequences. Victims often experience anxiety, depression, and 
an increased risk of suicide. Exposure to such traumatic events 
can result in stress, fear, and isolation, which can further 
contribute to feelings of depression, anxiety, poor quality of life 
and suicidal thoughts or behaviors., Studies have reported a high 
incidence of depression, anxiety, Post-Traumatic Stress Disorder 
(PTSD), and poor quality of life among victims (6, 13, 20, 22–
28). Physical violence, often accompanied by psychological and 
sexual abuse, has been reported to lead to poor mental health 
(29).Tolman and Rosen (30) reported that 9.2 to 13.4% of female 
welfare recipients who experienced intimate partner violence 
had generalized anxiety disorder, 31.3 to 44.6% had depression, 
while 17.6 to 38.4% had PTSD. Similarly, Hegarty, O’Doherty 
(31) found that experiencing increasingly severe violence is 

associated with worse social adjustment and higher levels of 
depression, anxiety, and PTSD. This was also confirmed by 
Ferrari et  al. (32), who reported increased mental health 
problems after experiencing physical violence. Beck et al. (29) 
reported average prevalence rates of 34.4% for anxiety, 18.8% for 
depression, and 76.3% for diagnoses of other co-existing mental 
illnesses. Thus, women who have experienced domestic violence 
often exhibit significant mental health difficulties involving 
multiple diagnoses. Other studies have reported that 40% of 
women who have experienced domestic violence reported 
clinical levels of distress, at least 70% reported symptoms of 
depression or anxiety, and 77% had symptoms of PTSD (33). As 
compared to the general population, survivors of domestic 
violence reported higher levels of violence and depression when 
they first contacted therapeutic services (34). However, these 
levels decrease over time, regardless of whether women receive 
treatment (32, 35). Age can be  a confounding variable in the 
relationship between exposure to domestic violence and mental 
health. Although younger women may be  at higher risk of 
current violence, older women have more life experience, which 
helps them to contain various situations, thus reducing the 
severity of the violence experienced (32). Higher level of 
education and job status are likely to protect against exposure to 
domestic violence. Therefore, socioeconomic status should 
be considered when analyzing the relationship between domestic 
violence exposure and mental health.

While domestic violence is a universal concern, its 
manifestation and impact vary across cultures and regions (36). 
Studies from different regions of the world report that 4 to 49% 
of women have experienced physical violence from their 
husbands at some point during their lifetime (37). A multicenter 
study, conducted by the World Health Organization, with 24,000 
women across 10 countries revealed a lifetime prevalence of 
13–61% for physical violence, 20–75% for emotional violence, 
and 6–59% for sexual violence (37). The 2014 Violence Against 
Women and the World in Reality report stated that one in three 
women (about 62 million) aged over 15 years had experienced 
violence, and that 8% of those had experienced physical and 
sexual violence within the past twelve months (2). A systematic 
review of 74 studies on intimate partner violence against women 
from 11 Arab countries (including Saudi  Arabia) reported a 
prevalence of 6–59% for physical violence, 3–40% for sexual 
violence, and 5–91% for emotional/psychological violence (38). 
A UN report on violence against women in Arab countries 
emphasized that intimate partner violence is not just a human 
rights issue but that it also endangers women’s overall wellbeing 
(39). Further addressing factors that render women more 
vulnerable to violence in Arab countries, the report highlighted 
sociocultural factors prevalent in the region, such as traditional 
male dominant gender norms, poor legal measures against 
perpetrators of violent acts against women, lack of women’s 
participation in social, political, and economic spheres (39). 
Specifically in Saudi  Arabia, traditional family values, gender 
inequity, and varying interpretations of religious tenets (which 
are perceived to justify women’s abuse) may contribute to the 
tolerance of and/or low reporting of domestic violence against 
women (40).
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The current study

Interestingly, although the issue of domestic violence came to the 
forefront about 39 years ago, most studies on domestic violence 
against women in Saudi Arabia were conducted only in the last ten 
to fifteen years (25, 27, 41–45). With limited research in this area, 
there is a compelling need to explore the epidemiological dimensions 
of domestic violence among women in Saudi Arabia (46). Globally, 
domestic violence statistics feature the urgency of understanding and 
mitigating its impact. The occurrence of physical, emotional, and 
sexual violence against women requires an attentive investigation, 
particularly in regions like Saudi  Arabia, where research gaps 
continue to exist (1, 2).

The Saudi culture and society poses certain barriers that limits 
conversations on domestic violence in the personal, social, 
political, and even academic spheres. The few studies that have 
examined the prevalence of domestic violence in Saudi  Arabia 
report a lifetime prevalence ranging from 35 to 45% (42, 47, 48). 
Similarly, a systematic review of 11 studies conducted in six cities 
in Saudi Arabia reported a lifetime prevalence of 39.3–44.5% (49). 
Furthermore, the mental health outcomes of Saudi women who 
have experienced domestic violence are yet to be  explored. In 
general, women in Saudi Arabia hold a low social status, often 
limited by legislative, social, educational, and occupational 
constraints (50). This gender inequity, narrow interpretations of 
Islamic laws and social norms have a negative impact on the health 
and well-being of women (51). However, specifically in the case of 
women who have experienced domestic violence, help-seeking 
behaviors may be low owing to these sociocultural factors (40, 52). 
Recognizing the far-reaching implications of domestic violence on 
the mental health and overall quality of life of victims, this study 
sought to contribute to the broader dialog surrounding the 
importance of addressing this societal concern. We aim to offer 
insights that extend beyond statistical figures, providing a deeper 
understanding of what women face in Saudi  Arabia. This 
foundational knowledge is crucial for formulating effective 
strategies to alleviate the burden of domestic violence on 
women’s lives.

In a nutshell, the current study addresses the gap in understanding 
the nature, influencing factors, and impact of domestic violence 
experienced by women in Riyadh region, Saudi Arabia, to inform 
targeted interventions for victims. Specifically, we  aimed to (1) 
examine the nature of domestic violence experienced by our sample 
of women from Riyadh region, Saudi  Arabia; (2) investigate the 
association of domestic violence with mental health outcomes (viz., 
depression and anxiety) and quality of life while accounting for 
important potential confounding factors, such as age, education, job 
status, and health status. Three research questions were posed to 
achieve these objectives:

 1. What is the nature of domestic violence experienced by a 
sample of women from the Riyadh region, Saudi Arabia?

 2. Does domestic violence predict anxiety, depression, and quality 
of life in a sample of women from the Riyadh region, 
Saudi Arabia?

 3. Does domestic violence vary based on other variables such as 
age, education, employment status, and health status?

Research methodology

Participants

This cross-sectional descriptive study included 387 women from 
Riyadh region Saudi Arabia, aged 18–60 years (Mean age = 38.56 years; 
SD age = 4.24 years), who had experienced domestic violence at least 
once in the past. The sample size for this study was determined using 
G*Power version 3.1.9.7 with 0.05 α error probability and 80% power. 
The estimated sample size of 387 women was deemed appropriate to 
achieve statistical validity. Advertisements were posted on social media, 
inviting Saudi women to participate in the study. From among those 
who expressed interest, purposive sampling was used to select 
participants who fit the following selection criteria: having experienced 
domestic violence at least once in their lifetime, being aged 18–60 years, 
being able to read Arabic, being a resident of southern Saudi Arabia, not 
having any intellectual or sensory disabilities or any other problems that 
prevented them from completing the study questionnaire.

Measures

Data were collected using a self-report online questionnaire that 
comprised two sections. The first section included questions on the 
demographic and social characteristics of participants (age, education, 
job status, and health status). Age was classified into three categories 
(18–29 years, 30–44 years, and over 45-years). Educational level was 
categorized into three groups (high education “graduate and above”, 
medium education “up to secondary education,” not educated). Job 
status and health status were both divided into two categories 
(employed and not employed, and good and sick, respectively).

The second section included the standardized tools used to assess 
the four core study variables of domestic violence, depression, anxiety, 
and quality of life. Each tool has been described in the sub-sections 
that follow.

Domestic violence questionnaire

This instrument evaluates domestic violence through 15 items 
distributed across four domains or types. The tool first defines the 
four types to participants. Specifically, physical violence is described 
as threatening with sharp objects, throwing objects, or hitting and 
pushing. Verbal violence is described as insults and humiliation of 
women or their families. Psychological violence is described as 
threatening to marry another woman, threatening divorce, doubting, 
screaming, ignoring the wife, and checking her phone. Sexual 
violence is described as forcing the wife to have sex without her 
consent, the desire to have sex during menstruation, unusual sexual 
behavior without the wife’s consent, reluctance or distance from 
having sex with the wife, and forcing the partner to watch vulgar 
movies. Items in each domain measured the level to which the 
respondent experienced that type of domestic violence, using a 
5-point Likert scale ranging from 1, indicating “not at all” exposed 
to the situation, to 5, indicating “very much” exposed to the 
situation. Scale scores range from 15 to 75, with higher scores 
indicating higher levels of domestic violence experienced.
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The degree of domestic violence is divided into three levels (high, 
medium, and low) using the following equation:

 

− −
= = =

  5 1 4 1.33
  3 3

highest response lowest response
number of categories

Accordingly, scale scores <2.33 denote low domestic violence, 
scores between 2.34–3.67 denote moderate domestic violence, and 
scores > 3.68 demote high domestic violence. The overall internal 
consistency reliability scores for each domain ranged from 0.56 to 0.68. 
The Cronbach’s alpha for individual items ranged from 0.74 to 0.87, and 
that for the overall scale score was 0.77, indicating optimal internal 
consistency. The coefficient of split-half reliability was 0.86, indicating 
acceptable psychometric properties for use in the present study.

Generalized anxiety disorder questionnaire 
(GAD-7)

The GAD-7 scale was developed as a short tool to quickly assess 
the severity of generalized anxiety disorder (53). The questionnaire 
consists of seven items asking respondents how often they have felt 
upset in the past two weeks, with each item representing one of the 
seven main symptoms of generalized anxiety disorder listed in the 
DSM-IV. Response options range from 0 to 3 (“not at all” to “almost 
every day”), with overall scores ranging from 0 to 21. Scores of 5, 10, 
and 15 are used as cut-offs to indicate mild, moderate, and severe 
anxiety symptoms, respectively. The scale showed good internal 
consistency (Cronbach α = 0.92) and reliability (correlation within the 
category = 0.83) in the original study (53). Later, several studies 
showed high internal consistency, test–retest reliability, and 
convergent validity [e.g., García-Campayo et al. (54) and Zhong et al. 
(55)]. The current study showed good internal consistency (Cronbach 
α = 0.77).

Centre for epidemiological studies 
depression scale (CES-D-10)

This scale consists of ten items measuring depression symptoms 
experienced during the week preceding the assessment (56). It 
includes three items assessing depressive affect, five assessing 
physical symptoms, and two evaluating positive affect (which are 
reverse-scored). Each item is rated on a four-point Likert scale 
ranging from “rare or non-existent” (0) to “all the time” (3). Total 
scores range from 0 to 30, and higher scores indicate higher severity 
of depressive symptoms. In the original study, CES-D-10 showed 
good internal consistency and reliability (56). The Arabic version of 
CES-D-10 (57) exhibited high internal consistency (Cronbach’s α of 
≥. 0.88) and has being utilized in prior Saudi studies (45, 58). The 
tool also showed good internal consistency in the present study 
(Cronbach α = 0.81).

WHO quality of life-BREF (WHOQOL-BREF)

The abbreviated WHOQOL-BREF scale contains 24 items (59) 
assessing quality of life in four main areas: physical ability (7 items), 

psychological well-being (6 items), social relations (3 items), and 
environment (8 items). All items are rated on a 5-point Likert scale 
with total scores ranging from 25 to 125 points. Higher scores 
represent greater quality of life. The Arabic version of WHOQOL-
BREF (60) has exhibited high internal consistency (Cronbach’s α of 
≥0.70) in previous samples of Saudi residents (41, 61). The tool 
showed good internal consistency in the present study (Cronbach 
α = 0.79).

Data collection procedure

Advertisements were posted on social media, inviting Saudi 
women to participate in the study, with a link that provided complete 
information about the study. Participants were informed that 
completion of the questionnaire would indicate their consent to 
voluntary participation. It was clarified that the data collected would 
remain strictly confidential and would only be  used for research 
purposes. Before starting the study, we obtained the ethical approval 
of the Deanship of Scientific Research at Princess Noura bint Abdul 
Rahman University Riyadh, Kingdom of Saudi  Arabia 
(PNURSP2025R707). The Ethics Committee of Scientific Research at 
the university also approved the study questionnaire (Domestic 
Violence Questionnaire) after completing validity and reliability 
procedures and approved its use with the study sample. In addition, 
all study procedures complied with those outlined in the Declaration 
of Helsinki. The initial sample comprised 400 participants. Thirteen 
participants were excluded due to incomplete data. The final sample 
of 387 participants represented women from southern Saudi Arabia 
who had experienced domestic violence at least once in their lifetime. 
The data collection took about two months.

Data analysis

All statistical analyses were conducted using SPSS, version 21. 
Frequency and percentage were used to examine the nature of 
domestic violence experienced by the present sample. In addition, 
means and standard deviations were used, as appropriate. Bivariate 
comparisons of domestic violence scores by demographic 
characteristics was conducted using t-tests and one-way ANOVA, as 
appropriate. Finally, linear regression analysis was conducted to 
examine the association of domestic violence scores with depression, 
anxiety, and quality of life, while controlling for demographic 
variables that exhibited significant group differences in the bivariate 
analyses. Prior to running inferential statistics, all relevant test 
assumptions were checked, including normal distribution 
and homoscedasticity.

Results

The prevalence of domestic violence among the present sample of 
Saudi women is presented in Table 1, with severity levels of domestic 
violence being categorized as low, moderate, and severe. In terms of 
severity level, majority of the participants (63.30%) experienced low 
levels of domestic violence, followed by moderate (31.26%) and severe 
levels of domestic violence (5.42%).
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Table 1 shows the distribution of each type of domestic violence 
in the current sample, classified into low, moderate, and severe levels 
of domestic violence.

Note that over half (55.54%) of the participants experienced 
moderate to severe levels of psychological abuse, while the comparative 
incidence of similar levels of physical and sexual abuse was 40.82 and 
13.4%, respectively. Table  2 summarizes the results of one-way 
ANOVA conducted to examine differences in domestic violence based 
on educational level and age. The results revealed statistically 
significant differences in domestic violence for both variables 
(p < 0.01).

To further assess the nature of these differences, Scheffe test was 
used for post-hoc analyses of differences by educational level (Table 3) 
and age (Table 4). It was observed that domestic violence scores were 
the lowest for participants with high education, followed by those with 
medium and no education, respectively. Thus, higher the education, 
the lower was the severity of domestic violence experienced.

Table  4 shows statistically significant differences in domestic 
violence based on age. Specifically, those over 45 years experienced 
less severe domestic violence as compared to those aged 30–44 years 
and 18–29 years, respectively. This findings suggests that, as the 
victims’ age progressed, the lower was the severity of domestic 
violence they experienced.

Table 5 presents the results of the t-test that was conducted to 
analyze the differences in domestic violence scores based on 
participants’ job and health status. The results showed that employed 
women experienced less severe domestic violence as compared to 
those who were not employed, and women who had good health 
experienced less severe domestic violence as compared to their 
counterparts who reported being “sick.”

Table  6 presents a linear regression analysis examining the 
relationship between domestic violence and anxiety, depression, and 
quality of life. Since all five demographic variables exhibited significant 
group differences in the bivariate analyses, they were included as 
control variables in the regression analysis.

The findings indicated that, in the present sample, domestic 
violence was a significant predictor of anxiety, depression, and quality 
of life, explaining 73, 63, and 67.9% of the variance in the three 
variables, respectively, when controlling for the influence of the 
demographic variables. The remaining variance could be ascribed to 
other factors that necessitate investigation in subsequent studies.

Discussion

Violence against women is an important social problem. Women 
who have experienced domestic violence experience serious physical 
and psychological health problems. The results of the current study 
showed that majority of participants (63.30%) fell in the low severity 
category for domestic violence, whereas roughly one third (31.26%) 
reported moderate levels of domestic violence. A small portion 
(5.42%) reported experiencing severe domestic violence. Though the 
present study did not aim to determine the prevalence of domestic 
violence as the sample was restricted to women experiencing such 
abuse, the present dataset provides some insight on the prevalence of 
the types of domestic violence in this sample. Specifically, the 
incidence of moderate to severe levels of psychological abuse was 
55.54%, followed by 40.82 and 13.4% for moderate to severe levels of 

physical and sexual abuse. In this regard, Eldoseri et al. (62) reported 
that 28% of the women in their sample experienced moderate to 
severe violence, with 29% reporting psychological abuse, 11.6% 
reporting physical abuse, and 4.8% reporting sexual abuse. In another 
study, the rate of domestic violence was 43.0%, and the most common 
type was dominant behavior (36.8%), followed by psychological abuse 
(22%), sexual abuse (12.7%), and physical abuse (9.0%) (48, 63). In 
general, the present sample seems to exhibit substantially higher 
incidence of the three types of domestic violence. However, Alquaiz 
et al. (48) and Alhabib et al. (63) emphasized that caution should 
be exercised when comparing the prevalence of domestic violence in 
different studies due to the lack of consistent definitions of domestic 
violence and/or its types. Methodological differences across studies 
conducted within the Kingdom of Saudi, such as differences in study 
period, design, target population, sampling methods, data collection 
methods, etc., could be one reason for this. Furthermore, social and 
cultural norms of each region in Saudi Arabia differ significantly (64). 
For instance, the southern region, where the present study was 
conducted, tends to be more traditionalistic, and therefore rendering 
the women residing in this region more vulnerable to the sociocultural 
factors and barriers that condone or perpetuate domestic violence 
against women (65). Interestingly, the present findings also suggested 
that all participants experienced the different types of domestic 
violence at least to some extent. However, this finding is not surprising 
because, in their studies on different types of domestic violence against 
women in Turkiye, Alkan et al. (15–17) reported that women who had 
experienced one type of domestic violence were more likely to 
experience other types as well.

The present study also found significant differences in domestic 
violence scores based on health status, age, educational level, and job 
status. Specifically, women who reported good health, older women, 
those with a higher educational level, and those who were employed 
tended to exhibit lower domestic violence scores as compared to their 
counterparts. With regard to the influence of health status, the present 
cross-sectional study cannot determine causality; therefore, it is 
unclear if the health problems contributed to the experience of abuse 
or if the abuse led to health problems. However, victims of domestic 
violence have been reported to experience health problems including 

TABLE 1 Distribution of types of domestic violence among Saudi women 
by severity.

Low
N (%)

Moderate
N (%)

Severe
N (%)

Psychological abuse 172 (44.44) 169 (43.66) 46 (11.88)

Physical abuse 229 (59.17) 147 (37.98) 11 (2.84)

Sexual abuse 334 (84.3) 47 (11.9) 6 (1.5)

Domestic violence 245 (63.30) 121 (31.26) 21 (5.42)

TABLE 2 ANOVA comparing domestic violence scores by educational 
level and age.

Source Type III 
sum of 
squares

Push Mean 
square

F Sig.

Educational level 839.687 2 419.843 24.584 0.014

Age 147.954 2 73.977 4.332 0.000
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from chronic diseases (high blood pressure and diabetes), 
gynecological problems (66), poor self-reported physical health, pain, 
injuries, and difficulties with daily activities (67).

Considering the other three demographic factors examined in the 
present study, similar insights have been drawn from other studies 
conducted in different context. For instance, among other factors, age, 
educational status, and income status were identified as vulnerability-
inducing factors for women who experienced domestic violence in 
Turkiye (68) and North African and Middle Eastern countries (20). 
Similarly, using nationally representative data, Alkan, Bayhan (69) 
examined factors associated with different types of intimate partner 
violence experienced by women in Turkiye. In addition to past history 
of violence, partner’s alcoholism and gambling behaviors, etc., they 
found low income and educational levels to increase women’s risk for 
experiencing intimate partner violence. Kouyoumdjian et  al. (70) 
reported that poorly educated women were more likely to experience 
domestic violence, while a Saudi study revealed that older women 
were less likely to report domestic violence (48).

Though the actual mechanisms of influence of women’s age, 
educational level, and employment status (and consequently their 
economic independence) have not been studied in-depth, one could 
conjecture that it may be linked to their social status, empowerment, 
awareness of rights, and access to help. This perspective is supported 
by Fageeh (25), who purported that the unemployed women in their 
sample from Jeddah, Saudi Arabia, were financially dependent on 
their husbands; therefore, they exhibited double the odds of 
experiencing physical aggression from their husbands. Similarly, 
Karakoc et al. (71) noted that women’s lack of economic freedom 
increases their risk of violence. Together, the current findings and the 
extant literature suggest that socioeconomic factors such as age, 
education, and employment/financial status could play a protective 
role against women’s vulnerability to domestic violence. This insight 
reveals the potential for focusing anti-domestic-violence 
interventions on empowering women with education and labor-force 
participation. However, women cannot be truly empowered until the 
underlying structural and systemic barriers at the familial and 
societal levels are not addressed. Indeed, the sociocultural factors 
influencing the experience of domestic violence are complex. For 
instance, from the 30 studies Mojahed et al. (72) included in their 
systematic review, it was evident that factors associated with higher 
levels of intimate partner violence among women in Arab countries 
included individual-, family-, community-, and societal-level 
influences. Similarly, a systematic review of 16 Saudi studies on 
intimate partner violence among women reported that a combination 
of personal, inter-personal, and sociocultural factors caused women’s 
vulnerability to experience of domestic violence by their partner (40). 
These reviews therefore recommend the urgent need for developing 
systematic and culturally sensitive interventions. Here, it is imperative 
to further understand the Saudi socio-cultural context.

TABLE 3 Scheffe test comparison of differences in domestic violence scores based on educational level.

(I) Educational 
level

(J) Educational 
level

Mean difference 
(I-J)

Std. error Sig. 95% Confidence interval

Lower bound Upper bound

High education Medium education −8.53* 0.47 0.000 −9.69 −7.36

Not educated −14.85* 0.58 0.000 −16.29 −13.40

Medium education High education 8.53* 0.47 0.000 7.36 9.69

Not educated −6.32* 0.62 0.000 −7.86 −4.77

Not educated High education * 14.85* 0.58 0.000 13.40 16.29

Medium education 6.32 0.62 0.000 4.77 7.86

*The mean difference is significant at the 0.05 level.

TABLE 4 Scheffe test comparison of differences in domestic violence based on age.

(I) age (J) Age Mean difference 
(I-J)

Std. error Sig. 95% Confidence interval

Lower bound Upper bound

18–29 years 30-44 years 4.20* 0.531 0.000 2.89 5.50

≥ 45 years * 14.64* 0.589 0.000 13.19 16.09

30–44 years 18–29 years * -4.20* 0.531 0.000 −5.50 −2.89

≥ 45 years * 10.44* 0.496 0.000 9.22 11.66

≥ 45 years 18-29 years −14.64* 0.589 0.000 −16.09 −13.19

30-44 years −10.44* 0.496 0.000 −11.66 −9.22

*The mean difference is significant at the 0.05 level.

TABLE 5 t-test analysis of domestic violence by participants’ job and 
health status.

N M SD T

Job status

Employed 235 19.21 3.73 8.63*

Not employed 152 23.55 4.90

Health status

Good 218 19.63 3.83 7.94

Sick 169 24.07 5.11

*Statistically significant at p < 0.05 level.
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Barnawi (44) suggested that, in the Saudi culture, owing to 
gender inequity and erroneous interpretations of Islamic religious 
tenets, both husbands and wives may believe that domestic violence 
toward the wife is a justified response to the wife’s misconduct. This 
view may be prevalent in the Southern region, which is characterized 
by preserving traditions, customs, and values and enjoying tribalism. 
Such communities also accept domestic violence, especially 
psychological or verbal violence, and justify it based on cultural and 
social norms (48, 73). Further, in the conservative culture, the shame 
or social stigma attached to reporting abuse, the normalization of 
some acts of abuse that perpetuate male dominance, the fear being 
severely abused if they do something to defy the perpetrator, and the 
lack of knowledge on how to seek or find help, may be prevalent (74). 
Other studies have confirmed these findings, with nearly 50% of 
women in the Middle East reporting that they tolerated domestic 
violence and were unable or unwilling to seek help from legal or 
social authorities or healthcare providers (42, 75). Although the 
Ministry of Social Affairs in Saudi Arabia has set up a hotline to help 
women and children experiencing domestic violence, the use and 
effectiveness of this service are questionable (44), largely reflecting a 
culture of tolerance, or disregard for violence within Saudi society. 
Furthermore, even when women may muster the courage to seek 
help, they may not have access to legal recourse owing to the gender-
biased laws in Saudi Arabia (50).

Therefore, when considering ways to address and/or prevent 
domestic violence against women, empowerment-based interventions 
for victims are essential. Specifically, protection services and 
legislation should focus on a multi-factor approach to address the 
problem (48). A public health perspective could capture the many 
dimensions of the phenomenon to develop a better action plan based 
on evidence and best practices (2, 76). Women who have experienced 
domestic violence must also be seriously assessed in terms of mental 
health. In addition, counseling and psychotherapy services focused 
on domestic violence must be provided to the perpetrator and the 
entire family, including women. Healthcare physicians and health 
workers should have sufficient information about helping women 
who have experienced domestic violence develop a safety plan, 
inform them of their legal rights and the support they can get, protect 
them when necessary, and to provide support for mental 
health problems.

It is also important to study the characteristics and influencing 
factors from the perspective of the perpetrators of violence. For 
instance, Alkan et al. (69) reported that the husband’s educational 
level, gambling and alcoholism tendencies, and affinity to having 
violent outbursts in social settings also increased his wife’s 
vulnerability to experiencing violence at his hands. Therefore, 
interventions also need to focus on perpetrators of domestic violence, 
which have been reported to show consistently positive results in 
reducing the risk for intimate partner violence (77). However, a 

meta-analysis and systematic reviews of such interventions also 
confirmed the effectiveness of trauma-informed and substance abuse 
treatments in this regard (78). Similarly, as addressed earlier, the 
Saudi society is male dominant, with men enjoying the power in 
interpersonal relationships as well, including the marital dyad. This 
can be achieved by raising awareness, mentoring, and having open 
conversations about interpersonal dynamics in marital relationships, 
seeking professional help when problems occur, and not 
underestimating or ignoring the first stages of domestic violence. 
Relevant information may also be included in a course on marriage 
counseling for university students or a mandatory premarital course 
offered through mental health professionals or social/
religious institutions.

Finally, interventions that focus on empowering women on one 
end and on addressing the power structures in familial, social, and 
politico-legal spheres on the other end need to be prioritized. These 
discussions need to be  brought into the larger discourse in the 
academic and non-academic world; however, they are not elaborated 
further in this paper as the present study only considered the victim’s 
perspective. Future studies need to also examine the perpetrator’s 
viewpoint in Saudi Arabia.

Returning to a discussion of the present findings, the results of 
the regression analysis confirmed the association of exposure to 
domestic violence with mental health and quality of life outcomes. 
Existing studies have confirmed this association, highlighting the 
negative effects of domestic violence on the mental and physical 
health of women and their children and its long-term consequences, 
including mental and physical health problems (44, 48, 79). Women 
who have experienced domestic violence were more likely to 
experience poor mental health, long history of illness, miscarriage, 
and vaginal bleeding (42). Furthermore, the higher the levels of 
anxiety and depression are, the lower is the quality of life (80). 
Women who have experienced domestic violence are more likely to 
suffer from depression and severe anxiety symptoms, are three times 
more likely to contemplate suicide as compared to women who have 
not experienced domestic violence (71). Similarly, Ferrari, Agnew-
Davies (32) reported that an increase in domestic violence is 
associated with worse mental health, especially anxiety, depression, 
and PTSD. Moreover, their study showed that domestic violence was 
significantly associated with lower quality of life in women who have 
experienced violence. In contrast, women who left their abusive 
partners exhibited an improvement in their quality of life (81). Again, 
in terms of interventions, as suggested by Sahebi, Golitaleb (82), it is 
crucial to consider the unique experiences and vulnerabilities of 
women while developing supports and interventions for addressing 
and preventing violence. For instance, considering the close 
association of domestic violence with mental health outcomes, 
interventions that focused on reducing the negative effects of violence 
by using therapeutic techniques such as Cognitive Behavioral Therapy 

TABLE 6 Linear regression analysis of the association of domestic violence with anxiety, depression, and quality of life.

Variables Constant B F P Beta R R2 Adjusted R2 t P

Anxiety 4.946 0.677 719.523 0.001 0.855 0.855 0.732 0.731 26.824 0.001

Depression 11.886 0.281 0.297.995 0.001 0.728 0.728 0.630 0.628 17.26 0.001

Quality of life 112.762 −1.007 559.234 0.001 −0.824 0.824 0.679 0.679 −23.648 0.001

Educational level, age, job status, and health status were included as control variables.
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(CBT) and those which seek to prevent revictimization by developing 
coping skills, have been found to be effective (77).

Conclusion

The main objective of this study was to determine the nature of 
domestic violence experienced by women in Saudi Arabia and the 
extent to which demographic factors influenced domestic violence 
levels. It also aimed to determine the association of domestic violence 
with depression, anxiety, and quality of life among participants. The 
findings showed differences in the level of domestic violence based on 
participants’ age, educational level, job status, and health status. 
Specifically, the results showed that older women, those with higher 
levels of education, employed women, and those reporting good 
health tended to experience lower levels of domestic violence than 
their counterparts. Further, the current and past research provides 
strong evidence of the negative effects of domestic violence on the 
mental health and quality of life of women. Therefore, it is important 
to recognize this as a public health concern and develop appropriate 
strategies to prevent domestic violence and provide support to victims 
and perpetrators of such abuse considering their unique needs.

Limitations of the study

Though the present study makes valuable contributions to the 
literature on women’s experience of domestic violence in Saudi Arabia, 
it has some limitations that need careful consideration when 
interpreting and generalizing these findings. The current study had 
several key sampling and data collection limitations. Specifically, using 
social networking sites to recruit participants could have led to 
selection bias, as only those with access to social media could respond. 
Therefore, study participants may not be representative of the wider 
population of women who have experienced domestic violence in 
Saudi Arabia. Moreover, the sample was not varied enough to reflect 
the social reality of the Kingdom of Saudi Arabia, such as women who 
do not meet one or more of the selection criteria specified for this 
study. It should also be considered that the sample was drawn from 
one province alone. As the sociocultural fabric of each province in 
Saudi Arabia is quite unique, this may limit the generalizability of the 
results to all Saudi women.

Furthermore, this study employed the cross-sectional design, 
which cannot determine causality when examining the association 
between key variables. These variables could have bidirectional causal 
relationships and/or have multiple intervening factors that mediate 
the association. Further, it utilized a relatively small sample. However, 
this sample size was estimated using the G*Power tool with predefined 
power and error limits. Therefore, the sample of 387 women was 
sufficient to derive robust statistical validity. Nevertheless, future 
studies should consider the use of different designs (e.g., longitudinal) 
and a larger, more diverse, and representative sample to provide a 
clearer picture of the general population. Finally, the study excluded 
the male viewpoint by only including female participants. Future 
comparative studies should include males and females to provide a 
more comprehensive understanding of the studied variables.

Data availability statement

The original contributions presented in the study are included in 
the article/supplementary material, further inquiries can be directed 
to the corresponding authors.

Ethics statement

The studies involving humans were approved by we obtained the 
ethical approval of the Deanship of Scientific Research at Princess 
Noura bint Abdul Rahman University Riyadh, Kingdom of 
Saudi Arabia (PNURSP2025R707). The studies were conducted in 
accordance with the local legislation and institutional requirements. 
The participants provided their written informed consent to 
participate in this study.

Author contributions

HA-s: Conceptualization, Formal analysis, Funding acquisition, 
Project administration, Resources, Supervision, Validation, 
Visualization, Writing  – review & editing. MH: Formal analysis, 
Investigation, Methodology, Resources, Writing  – original draft, 
Writing – review & editing.

Funding

The author(s) declare that financial support was received for the 
research and/or publication of this article. This work was supported 
and funded by Princess Nourah bint Abdulrahman University 
Researchers Supporting Project number (PNURSP2025R707), 
Princess Nourah bint Abdulrahman University, Riyadh, 
Saudi Arabia.

Acknowledgments

We would like to thank Princess Nourah bint Abdulrahman 
University for their support of research project No. (PNURSP2025R707), 
Princess Nourah bint Abdulrahman University, Riyadh, Kingdom of 
Saudi Arabia.

Conflict of interest

The authors declare that the research was conducted in the 
absence of any commercial or financial relationships that could 
be construed as a potential conflict of interest.

Generative AI statement

The authors declare that no Gen AI was used in the creation of 
this manuscript.

https://doi.org/10.3389/fpubh.2025.1568733
https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org


AL-shahrani and Hammad. 10.3389/fpubh.2025.1568733

Frontiers in Public Health 09 frontiersin.org

Publisher’s note

All claims expressed in this article are solely those of the authors 
and do not necessarily represent those of their affiliated 

organizations, or those of the publisher, the editors and the 
reviewers. Any product that may be evaluated in this article, or claim 
that may be made by its manufacturer, is not guaranteed or endorsed 
by the publisher.

References
 1. WHO. Ethical and safety recommendations for intervention research on violence 

against women: building on lessons from the WHO publication putting women first: 
ethical and safety recommendations for research on domestic violence against women. 
In Ethical and safety recommendations for intervention research on violence against 
women: building on lessons from the WHO publication putting women first: ethical and 
safety recommendations for research on domestic violence against women. (2016). 
Available online at: https://pesquisa.bvsalud.org/portal/resource/pt/who-251759

 2. WHO. Violence against women. (2014). Available online at: https://pesquisa.
bvsalud.org/portal/resource/pt/who-251759 (Accessed March 24, 2025).

 3. Stewart DE, Robinson GE. A review of domestic violence and women's mental 
health. Arch Womens Ment Health. (1998) 1:83–9. doi: 10.1007/s007370050010

 4. García-Moreno C, Pallitto C, Devries K, Stöckl H, Watts C, Abrahams N. Global 
and regional estimates of violence against women: Prevalence and health effects of 
intimate partner violence and non-partner sexual violence: World Health 
Organization. (2013).

 5. Vameghi R, Amir Ali Akbari S, Sajedi F, Sajjadi H, Alavi MH. Path analysis 
association between domestic violence, anxiety, depression and perceived stress in 
mothers and Children's development. Iran J Child Neurol. (2016) 10:36–48.

 6. Malik M, Munir N, Ghani MU, Ahmad N. Domestic violence and its relationship 
with depression, anxiety and quality of life: a hidden dilemma of Pakistani women. Pak 
J Med Sci. (2021) 37:191–4. doi: 10.12669/pjms.37.1.2893

 7. Almış BH, Gümüştaş F, Kütük EK. Effects of domestic violence against women on 
mental health of women and children. Psikiyatride Guncel Yaklasimlar. (2020) 
12:232–42.

 8. Li Y. Domestic violence: four case studies. J Educ Human Soc Sci. (2023) 11:173–81. 
doi: 10.54097/ehss.v11i.7620

 9. HF AL-s, Hammad MA. The educational role of the family in enhancing the 
intellectual security of children. Universal. J Educ Res. (2020) 8:7928–37. doi: 
10.13189/ujer.2020.082581

 10. Ochberg FM. Post-traumatic therapy and victims of violence. Post-traumatic 
therapy and victims of violence. London: Routledge. (2013). 3–19.

 11. Marques NM, Belizario GO, de Almeida Rocca CC, Saffi F, de Barros DM, de 
Pádua SA. Psychological evaluation of children victims of sexual abuse: development of 
a protocol. Heliyon. (2020) 6:e03552. doi: 10.1016/j.heliyon.2020.e03552

 12. Li Y-L, Li R-Q, Qiu D, Xiao S-Y. Prevalence of workplace physical violence against 
health care professionals by patients and visitors: a systematic review and meta-analysis. 
Int J Environ Res Public Health. (2020) 17:299. doi: 10.3390/ijerph17010299

 13. Domenech Del Rio I, Garcia S, del Valle E. The consequences of intimate partner 
violence on health: a further disaggregation of psychological violence—evidence from 
Spain. Violence Against Women. (2017) 23:1771–89. doi: 10.1177/1077801216671220

 14. True J. The political economy of violence against women. USA: Oxford University 
Press (2012).

 15. Alkan Ö, Özar Ş, Ünver Ş. Economic violence against women: a case in Turkey. 
PLoS One. (2021) 16:e0248630. doi: 10.1371/journal.pone.0248630

 16. Alkan Ö, Serçemeli C, Özmen K. Verbal and psychological violence against women in 
Turkey and its determinants. PLoS One. (2022) 17:e0275950. doi: 10.1371/journal.pone.0275950

 17. Alkan Ö, Tekmanlı HH. Determination of the factors affecting sexual violence 
against women in Turkey: a population-based analysis. BMC Womens Health. (2021) 
21:188. doi: 10.1186/s12905-021-01333-1

 18. Wondimu H. Gender-based violence and its socio-cultural implications in south West 
Ethiopia secondary schools. Heliyon. (2022) 8:e10006. doi: 10.1016/j.heliyon.2022.e10006

 19. Saffari M, Arslan SA, Yekaninejad MS, Pakpour AH, Zaben FA, Koenig HG. 
Factors associated with domestic violence against women in Iran: an exploratory 
multicenter community-based study. J Interpers Violence. (2017):0886260517713224. 
doi: 10.1177/0886260517713224

 20. Kisa S, Gungor R, Kisa A. Domestic violence against women in north African and 
middle eastern countries: a scoping review. Trauma Violence Abuse. (2023) 24:549–75. 
doi: 10.1177/15248380211036070

 21. Zakaliyat B, Sathiya SA. Factors of domestic violence against women: correlation 
of women’s rights and vulnerability. J Asian Afr Stud. (2018) 53:285–96. doi: 
10.1177/0021909616677373

 22. Brownridge DA, Taillieu T, Urquia ML, Lysova A, Chan KL, Kelly C, et al. Intimate 
partner violence among persons with mental health-related disabilities in Canada. J 
Interpers Violence. (2022) 37:497–519. doi: 10.1177/0886260520912589

 23. Fakhari A, Tabatabavakili M, Javid YS, Farhang S. Family violence influences 
mental health of school girls in Iran: results of a preliminary study. Asian J Psychiatr. 
(2012) 5:24–7. doi: 10.1016/j.ajp.2012.01.008

 24. Alkhamshi SS, Shalhoubm HB, Hammad MA, Alshahrani HF. Covid-19 pandemic: 
psychological, social and economic impacts on saudi society. Acad J Interdisciplinary 
Stud. (2021) 10:335–46. doi: 10.36941/ajis-2021-0088

 25. Fageeh WM. Factors associated with domestic violence: a cross-sectional survey 
among women in Jeddah, Saudi  Arabia. BMJ Open. (2014) 4:e004242. doi: 
10.1136/bmjopen-2013-004242

 26. Hisasue T, Kruse M, Raitanen J, Paavilainen E, Rissanen P. Quality of life, 
psychological distress and violence among women in close relationships: a population-
based study in Finland. BMC Womens Health. (2020) 20:85–10. doi: 10.1186/s12905- 
020-00950-6

 27. Nadim W, AlOtaibi A, Al-Mohaimeed A, Ewid M, Sarhandi M, Saquib J, et al. 
Depression among migrant workers in Al-Qassim, Saudi Arabia. J Affect Disord. (2016) 
206:103–8. doi: 10.1016/j.jad.2016.07.037

 28. Hawcroft C, Hughes R, Shaheen A, Usta J, Elkadi H, Dalton T, et al. Prevalence 
and health outcomes of domestic violence amongst clinical populations in Arab 
countries: a systematic review and meta-analysis. BMC Public Health. (2019) 19:315–2. 
doi: 10.1186/s12889-019-6619-2

 29. Beck JG, Clapp JD, Jacobs-Lentz J, McNiff J, Avery M, Olsen SA. The association 
of mental health conditions with employment, interpersonal, and subjective functioning 
after intimate partner violence. Violence Against Women. (2014) 20:1321–37. doi: 
10.1177/1077801214552855

 30. Tolman RM, Rosen D. Domestic violence in the lives of women receiving welfare: 
mental health, substance dependence, and economic well-being. Violence Against 
Women. (2001) 7:141–58. doi: 10.1177/1077801201007002003

 31. Hegarty KL, O’Doherty LJ, Chondros P, Valpied J, Taft AJ, Astbury J, et al. Effect 
of type and severity of intimate partner violence on women’s health and service use: 
findings from a primary care trial of women afraid of their partners. J Interpers Violence. 
(2013) 28:273–94. doi: 10.1177/0886260512454722

 32. Ferrari G, Agnew-Davies R, Bailey J, Howard L, Howarth E, Peters TJ, et al. 
Domestic violence and mental health: a cross-sectional survey of women seeking help 
from domestic violence support services. Glob Health Action. (2016) 9:29890. doi: 
10.3402/gha.v9.29890

 33. Veronese G, Mahmid FA, Bdier D. Gender-based violence, subjective quality of 
life, and mental health outcomes among Palestinian women: the mediating role of social 
support and agency. Violence Against Women. (2023) 29:925–48. doi: 10.1177/1077801 
2221099988

 34. Tiwari A, Fong DY, Yuen KH, Yuk H, Pang P, Humphreys J, et al. Effect of an 
advocacy intervention on mental health in Chinese women survivors of intimate partner 
violence: a randomized controlled trial. JAMA. (2010) 304:536–43. doi: 10.1001/jama. 
2010.1052

 35. Coker AL, Smith PH, Whitaker DJ, Le B, Crawford TN, Flerx VC. Effect of an 
in-clinic IPV advocate intervention to increase help seeking, reduce violence, and 
improve well-being. Violence Against Women. (2012) 18:118–31. doi: 10.1177/10778012 
12437908

 36. Bo L, Yating P. Long-term impact of domestic violence on individuals—an 
empirical study based on education, health and life satisfaction. Behav Sci. (2023) 13:137. 
doi: 10.3390/bs13020137

 37. WHO. Responding to intimate partner violence and sexual violence against 
women: WHO clinical and policy guidelines World Health Organization (2013).

 38. Elghossain T, Bott S, Akik C, Ghattas H, Obermeyer CM. Prevalence of key forms 
of violence against adolescents in the Arab region: a systematic review. J Adolesc Health. 
(2019) 64:8–19. doi: 10.1016/j.jadohealth.2018.08.016

 39. Elghossain T, Bott S, Akik C, Obermeyer CM. Prevalence of intimate partner 
violence against women in the Arab world: a systematic review. BMC Int Health Hum 
Rights. (2019) 19:29–16. doi: 10.1186/s12914-019-0215-5

 40. Alhalal E, Ta’an W, Alhalal H. Intimate partner violence in Saudi  Arabia: a 
systematic review. Trauma Violence Abuse. (2021) 22:512–26. doi: 
10.1177/1524838019867156

 41. Aboshaiqah AE, Cruz JP. Quality of life and its predictors among nursing students 
in Saudi Arabia. J Holist Nurs. (2019) 37:200–8. doi: 10.1177/0898010118784147

 42. Afifi Z, Al-Muhaideb NS, Hadish NF, Ismail FI, Al-Qeamy FM. Domestic violence 
and its impact on married women’s health in eastern Saudi Arabia. Saudi Med J. (2011) 
32:612–20.

https://doi.org/10.3389/fpubh.2025.1568733
https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org
https://pesquisa.bvsalud.org/portal/resource/pt/who-251759
https://pesquisa.bvsalud.org/portal/resource/pt/who-251759
https://pesquisa.bvsalud.org/portal/resource/pt/who-251759
https://doi.org/10.1007/s007370050010
https://doi.org/10.12669/pjms.37.1.2893
https://doi.org/10.54097/ehss.v11i.7620
https://doi.org/10.13189/ujer.2020.082581
https://doi.org/10.1016/j.heliyon.2020.e03552
https://doi.org/10.3390/ijerph17010299
https://doi.org/10.1177/1077801216671220
https://doi.org/10.1371/journal.pone.0248630
https://doi.org/10.1371/journal.pone.0275950
https://doi.org/10.1186/s12905-021-01333-1
https://doi.org/10.1016/j.heliyon.2022.e10006
https://doi.org/10.1177/0886260517713224
https://doi.org/10.1177/15248380211036070
https://doi.org/10.1177/0021909616677373
https://doi.org/10.1177/0886260520912589
https://doi.org/10.1016/j.ajp.2012.01.008
https://doi.org/10.36941/ajis-2021-0088
https://doi.org/10.1136/bmjopen-2013-004242
https://doi.org/10.1186/s12905-020-00950-6
https://doi.org/10.1186/s12905-020-00950-6
https://doi.org/10.1016/j.jad.2016.07.037
https://doi.org/10.1186/s12889-019-6619-2
https://doi.org/10.1177/1077801214552855
https://doi.org/10.1177/1077801201007002003
https://doi.org/10.1177/0886260512454722
https://doi.org/10.3402/gha.v9.29890
https://doi.org/10.1177/10778012221099988
https://doi.org/10.1177/10778012221099988
https://doi.org/10.1001/jama.2010.1052
https://doi.org/10.1001/jama.2010.1052
https://doi.org/10.1177/1077801212437908
https://doi.org/10.1177/1077801212437908
https://doi.org/10.3390/bs13020137
https://doi.org/10.1016/j.jadohealth.2018.08.016
https://doi.org/10.1186/s12914-019-0215-5
https://doi.org/10.1177/1524838019867156
https://doi.org/10.1177/0898010118784147


AL-shahrani and Hammad. 10.3389/fpubh.2025.1568733

Frontiers in Public Health 10 frontiersin.org

 43. Almuneef M, Al-Eissa M. Preventing child abuse and neglect in Saudi Arabia: are 
we ready? Ann Saudi Med. (2011) 31:635–40. doi: 10.4103/0256-4947.87102

 44. Barnawi FH. Prevalence and risk factors of domestic violence against women 
attending a primary Care Center in Riyadh, Saudi Arabia. J Interpers Violence. (2017) 
32:1171–86. doi: 10.1177/0886260515587669

 45. El Mahalli AA. Prevalence and predictors of depression among type 2 diabetes 
mellitus outpatients in Eastern Province, Saudi Arabia. Int J Health Sci. (2015) 9:119.

 46. Paudel P, Winterford K, Selim Y. Exploring the need for an integrated conflict 
sensitivity framework in development assistance that contributes to peaceful and 
sustainable post-conflict societies. Integ Approach Peace Sustain. (2023):11–31. doi: 
10.1007/978-981-19-7295-9_2

 47. Abolfotouh MA, Almuneef M. Prevalence, pattern and factors of intimate partner 
violence against Saudi women. J Public Health. (2020) 42:e206–14. doi: 
10.1093/pubmed/fdz092

 48. Alquaiz AM, Almuneef M, Kazi A, Almeneessier A. Social determinants of 
domestic violence among Saudi married women in Riyadh, Kingdom of Saudi Arabia. 
J Interpers Violence. (2021) 36:NP1561–1585NP. doi: 10.1177/0886260517746128

 49. Kazzaz YM, AlAmeer KM, AlAhmari RA, Househ M, El-Metwally A. The 
epidemiology of domestic violence in Saudi Arabia: a systematic review. Int J Public 
Health. (2019) 64:1223–32. doi: 10.1007/s00038-019-01303-3

 50. Rajkhan S. Women in Saudi Arabia: Status, rights, and limitations. (2014).

 51. Mobaraki A, Soderfeldt B. Gender inequity in Saudi Arabia and its role in public 
health. East Medit Health J. (2010) 16:113–8. doi: 10.26719/2010.16.1.113

 52. Kulwicki A, Ballout S, Kilgore C, Hammad A, Dervartanian H. Intimate partner 
violence, depression, and barriers to service utilization in Arab American women. J 
Transcult Nurs. (2015) 26:24–30. doi: 10.1177/1043659614524000

 53. Spitzer RL, Kroenke K, Williams JB, Löwe B. A brief measure for assessing 
generalized anxiety disorder: the GAD-7. Arch Intern Med. (2006) 166:1092–7. doi: 
10.1001/archinte.166.10.1092

 54. García-Campayo J, Zamorano E, Ruiz MA, Pardo A, Pérez-Páramo M, López-
Gómez V, et al. Cultural adaptation into Spanish of the generalized anxiety disorder-7 
(GAD-7) scale as a screening tool. Health Qual Life Outcomes. (2010) 24:1–11. doi: 
10.1016/S0924-9338(09)70771-0

 55. Zhong Q-Y, Gelaye B, Zaslavsky AM, Fann JR, Rondon MB, Sánchez SE, et al. 
Diagnostic validity of the generalized anxiety disorder-7 (GAD-7) among pregnant 
women. PLoS One. (2015) 10:e0125096. doi: 10.1371/journal.pone.0125096

 56. Andresen EM, Malmgren JA, Carter WB, Patrick DL. Screening for depression in 
well older adults: evaluation of a short form of the CES-D. Am J Prev Med. (1994) 
10:77–84. doi: 10.1016/S0749-3797(18)30622-6

 57. Ghubash R, Daradkeh TK, Al Naseri KS, Al Bloushi NB, Al Daheri AM. The 
performance of the Center for Epidemiologic Study Depression Scale (CES-D) in an Arab 
female community. Int J Soc Psychiatry. (2000) 46:241–9. doi: 10.1177/002076400004600402

 58. Dewan MF, Lyons KS, Song M, Hassouneh D. Factors associated with depression 
in breast Cancer patients in Saudi  Arabia. Cancer Nurs. (2022) 45:E524–30. doi: 
10.1097/NCC.0000000000000996

 59. Group TW. The World Health Organization quality of life assessment (WHOQOL): 
development and general psychometric properties. Soc Sci Med. (1998) 46:1569–85. doi: 
10.1016/S0277-9536(98)00009-4

 60. Ohaeri JU, Awadalla AW. The reliability and validity of the short version of the 
WHO quality of life instrument in an Arab general population. Ann Saudi Med. (2009) 
29:98–104. doi: 10.4103/0256-4947.51790

 61. Algahtani FD, Hassan SU, Alsaif B, Zrieq R. Assessment of the quality of life during 
COVID-19 pandemic: a cross-sectional survey from the Kingdom of Saudi Arabia. Int 
J Environ Res Public Health. (2021) 18:847. doi: 10.3390/ijerph18030847

 62. Eldoseri H, Tufts K, Zhang Q, Fish J. Adverse health effects of spousal violence 
among women attending Saudi Arabian primary health-care clinics. East Medit Health 
J. (2014) 20:717–25. doi: 10.26719/2014.20.11.717

 63. Alhabib S, Nur U, Jones R. Domestic violence against women: systematic review 
of prevalence studies. J Fam Violence. (2010) 25:369–82. doi: 10.1007/s10896-009-9298-4

 64. Long DE. Culture and customs of Saudi  Arabia Bloomsbury Publishing 
USA (2005).

 65. Aseere S. The position of Islam on domestic violence against women with 
particular reference to southern Saudi  Arabia. PhD Thesis. England: University of 
Birmingham (2019). Available online at: http://etheses.bham.ac.uk/id/eprint/9585

 66. Lafta RK. Intimate-partner violence and women's health. Lancet. (2008) 
371:1140–2. doi: 10.1016/S0140-6736(08)60499-7

 67. Howarth E, Feder G, Howard L, Agnew-Davies R, Feder G. Prevalence and 
physical health impact of domestic violence. Domestic violence and mental health. 
London: RCPsych Publications. (2013):1Á17.

 68. Basar F, Demirci N. Domestic violence against women in Turkey. Pak J Med Sci. 
(2018) 34:660–5. doi: 10.12669/pjms.343.15139

 69. Alkan Ö, Bayhan YC, Abar H. Controlling behaviors and lifetime economic, 
emotional, physical, and sexual violence in Türkiye. J Public Health. (2023) 33:109–25. 
doi: 10.1007/s10389-023-01999-x

 70. Kouyoumdjian FG, Calzavara LM, Bondy SJ, O’Campo P, Serwadda D, Nalugoda 
F, et al. Risk factors for intimate partner violence in women in the Rakai community 
cohort study, Uganda, from 2000 to 2009. BMC Public Health. (2013) 13:1–9. doi: 
10.1186/1471-2458-13-566

 71. Karakoc B, Gülseren L, Birmay Ç, Gülseren Ş, Tenekeci N, Levent M. Prevalence 
of intimate partner violence and associated factors. Nöro Psikiyatri Arşivi. (2015) 
52:324–30. doi: 10.5152/npa.2015.7535

 72. Mojahed A, Brym S, Hense H, Grafe B, Helfferich C, Lindert J, et al. Rapid review 
on the associations of social and geographical isolation and intimate partner violence: 
implications for the ongoing COVID-19 pandemic. Front Psych. (2021) 12:578150. doi: 
10.3389/fpsyt.2021.578150

 73. Kposowa AJ, Aly ED. Religiosity, conservatism, and acceptability of anti-female 
spousal violence in Egypt. J Interpers Violence. (2019) 34:2525–50. doi: 
10.1177/0886260516660976

 74. Wali R, Khalil A, Alattas R, Foudah R, Meftah I, Sarhan S. Prevalence and risk 
factors of domestic violence in women attending the National Guard Primary Health 
Care Centers in the Western region, Saudi Arabia, 2018. BMC Public Health. (2020) 
20:239. doi: 10.1186/s12889-020-8156-4

 75. Guimei M, Fikry FE, Esheiba OMAE. Patterns of violence against women in three 
communities in Alexandria, Egypt. MCN Am J Matern Child Nurs. (2012) 37:331–8. doi: 
10.1097/NMC.0b013e31825c99d8

 76. Jewkes R, Flood M, Lang J. From work with men and boys to changes of social 
norms and reduction of inequities in gender relations: a conceptual shift in prevention 
of violence against women and girls. Lancet. (2015) 385:1580–9. doi: 
10.1016/S0140-6736(14)61683-4

 77. Eckhardt CI, Murphy CM, Whitaker DJ, Sprunger J, Dykstra R, Woodard K. The 
effectiveness of intervention programs for perpetrators and victims of intimate partner 
violence. Partn Abus. (2013) 4:196–231. doi: 10.1891/1946-6560.4.2.196

 78. Tarzia L, Forsdike K, Feder G, Hegarty K. Interventions in health settings for male 
perpetrators or victims of intimate partner violence. Trauma Violence Abuse. (2020) 
21:123–37. doi: 10.1177/1524838017744772

 79. Shalhoub HAB, Hammad MA. The role of Saudi women in crisis management 
within the family: the COVID-19 pandemic as a model. J Educ Health Promotion. (2021) 
10:465. doi: 10.4103/jehp.jehp_419_21

 80. Bonomi AE, Anderson ML, Rivara FP, Thompson RS. Health care utilization and 
costs associated with physical and nonphysical-only intimate partner violence. Health 
Serv Res. (2009) 44:1052–67. doi: 10.1111/j.1475-6773.2009.00955.x

 81. Alsaker K, Moen BE, Kristoffersen K. Health-related quality of life among abused 
women one year after leaving a violent partner. Soc Indic Res. (2008) 86:497–509. doi: 
10.1007/s11205-007-9182-7

 82. Sahebi A, Golitaleb M, Moayedi S, Torres M, Sheikhbardsiri H. Prevalence of 
workplace violence against health care workers in hospital and pre-hospital settings: an 
umbrella review of meta-analyses. Front Public Health. (2022) 10:895818. doi: 
10.3389/fpubh.2022.895818

https://doi.org/10.3389/fpubh.2025.1568733
https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org
https://doi.org/10.4103/0256-4947.87102
https://doi.org/10.1177/0886260515587669
https://doi.org/10.1007/978-981-19-7295-9_2
https://doi.org/10.1093/pubmed/fdz092
https://doi.org/10.1177/0886260517746128
https://doi.org/10.1007/s00038-019-01303-3
https://doi.org/10.26719/2010.16.1.113
https://doi.org/10.1177/1043659614524000
https://doi.org/10.1001/archinte.166.10.1092
https://doi.org/10.1016/S0924-9338(09)70771-0
https://doi.org/10.1371/journal.pone.0125096
https://doi.org/10.1016/S0749-3797(18)30622-6
https://doi.org/10.1177/002076400004600402
https://doi.org/10.1097/NCC.0000000000000996
https://doi.org/10.1016/S0277-9536(98)00009-4
https://doi.org/10.4103/0256-4947.51790
https://doi.org/10.3390/ijerph18030847
https://doi.org/10.26719/2014.20.11.717
https://doi.org/10.1007/s10896-009-9298-4
http://etheses.bham.ac.uk/id/eprint/9585
https://doi.org/10.1016/S0140-6736(08)60499-7
https://doi.org/10.12669/pjms.343.15139
https://doi.org/10.1007/s10389-023-01999-x
https://doi.org/10.1186/1471-2458-13-566
https://doi.org/10.5152/npa.2015.7535
https://doi.org/10.3389/fpsyt.2021.578150
https://doi.org/10.1177/0886260516660976
https://doi.org/10.1186/s12889-020-8156-4
https://doi.org/10.1097/NMC.0b013e31825c99d8
https://doi.org/10.1016/S0140-6736(14)61683-4
https://doi.org/10.1891/1946-6560.4.2.196
https://doi.org/10.1177/1524838017744772
https://doi.org/10.4103/jehp.jehp_419_21
https://doi.org/10.1111/j.1475-6773.2009.00955.x
https://doi.org/10.1007/s11205-007-9182-7
https://doi.org/10.3389/fpubh.2022.895818

	Mental health disorders and quality of life among Saudi women who have experienced domestic violence
	Introduction
	Literature review

	The current study
	Research methodology
	Participants
	Measures
	Domestic violence questionnaire
	Generalized anxiety disorder questionnaire (GAD-7)
	Centre for epidemiological studies depression scale (CES-D-10)
	WHO quality of life-BREF (WHOQOL-BREF)
	Data collection procedure
	Data analysis

	Results
	Discussion
	Conclusion
	Limitations of the study


	References

