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ABSTRACT

Introduction: Gender-based violence (GBV) in Uganda is widespread. The 2012
Uganda Bureau of Statistics report indicated that 60% of Ugandan women experienced
GBV, which is approximately twice the global rate. There is paucity of information on
epidemiology of injuries due to GBV in Uganda. We studied trends and distribution of
injuries due to GBV in Uganda. Methods: We conducted a retrospective descriptive
analysis using routinely-collected surveillance data from the Uganda Health
Management Information System over five years (2012–2016). We calculated
prevalence and annual injury rates due to GBV per 10,000 population and compared
them across different population segments and time periods. We used logistic
regression to determine trends. Results: In 2016, GBV resulted in 49,842 hospital visits
in Uganda. Injury rates due to GBV were 13.5 per 10,000 population for the year 2012,
and 13.6 per 10,000 population for 2016. Injury rates declined slightly from 2012 to
2016 (OR: 0.995, 95% CI: 0.991–0.997). In 2016, the odds of injuries due to GBV were
1.36 times in females compared to males (OR: 1.36, 95% CI: 1.33–1.38). Northern and
Eastern regions (17.4 and 16.9 per 10,000, respectively) had higher GBV-associated
injury burden than Central and Western regions (11.0 and 10.1 per 10,000 population,
respectively). Conclusion: The incidence of injuries due to GBV in Uganda has not
changed meaningfully from 2012 to 2016. We recommend development of
interventions for GBV prevention targeting both males and females. There is a need
for targeted efforts in the Eastern and Northern region.
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Introduction
Violence is defined as the intentional use of physical
force or power, threatened or actual, against oneself,
another person, or against a group or community
that either results in or has a high likelihood of
resulting in injury, death, psychological harm,
maldevelopment or deprivation [1]. Gender-based
violence (GBV) refers to violence perpetrated against
a person´s will based on gender norms and unequal
power relationships between two genders, within the
context of a specific society [2]. It may include
domestic abuse, sexual assault, child sexual abuse,
sex trafficking, and certain traditional practices such
as female genital mutilation [2].
All age groups and genders are affected by GBV,
although women, girls, and children are most at risk
[3]. According to WHO global estimates, about one
in three women have experienced some form of GBV
in their lifetime [4]. Gender based violence usually
happens in the framework of family, community,
work, and institutions, which are the places where
people should be safe and protected [5,6].
GBV has profound health implications, affecting
one´s physical, mental, sexual, and reproductive
health, and often leads to injuries, disability, and
sometimes death. Injuries resulting from GBV can
translate into massive medical costs, with other
economic losses involved due to loss of productivity
[4]. However a lack of reliable statistics on GBVrelated injuries has largely hidden the health and
economic impacts of these injuries. A systematic
review carried out by World Health Organization
(WHO) in 2013 revealed that 42% of all women who
experienced physical and/or sexual violence by an
intimate partner sustained some form of injury [7].
The 2012 Uganda Bureau of Statistics report
indicated that about 60% of women of reproductive
age had ever experienced physical violence since age
15; this is almost twice the global rate [8]. Physical
violence during childhood was reported in 59%
males and 68% males aged 18 - 24 years[9]. Factors
associated with the burden and perpetuation of GBV
in Uganda may include weak policies preventing
GBV, poor law enforcement against reported cases
of GBV, low educational status, cultural beliefs
about the normality of GBV, poverty, attitudes, and
alcohol abuse [2,10]. A higher burden of GBV in
areas of armed conflict has been documented in
various national contexts, including in Northern

Uganda [10], which has been reported to have a
heightened burden of GBV.
In Uganda, GBV data are captured in one of two
ways. First, police may capture these data when they
are reported: the Uganda Police Force has had a
Gender desk since 1986 which was later
incorporated into the Child and Family Protection
Unit [11]. Laws and regulations about GBV in
Uganda include provisions for addressing assaults
causing bodily harm and the relief and protection of
victims of domestic violence. The second way GBV
data are reported are from health facilities: all
persons who report to health facilities with injuries
must be asked about the source of their injuries.
Those that are reported as arising from any form of
GBV are categorized as '2018Injuries due to GBV' in
the Uganda Health Management Information
System (HMIS).
Although data on injuries due to GBV are captured
in HMIS, data concerning these injuries have not
been analyzed and published. The limited
epidemiologic data and information on the burden
of injuries due to GBV hampers the understanding
required to put in place health policies and guidelines
for appropriate interventions [6,8]. We determined
the trends of injuries due to GBV and characterized
the burden from 2012 to 2016 in Uganda using data
from HMIS in order to inform interventions.

Methods
Study setting
We conducted the study in Uganda. Uganda is
divided into four administrative regions: Central,
Western, Northern, and Eastern, which are further
sub-divided into 127 districts.
Study design
We conducted an analysis of routine secondary data
reported through the Uganda Health Management
Information System (HMIS). The analysis involved
all persons presenting to health facilities with injuries
due to GBV from the year 2012-2016. We defined
injuries due to GBV as a clinician diagnosis of any
physical damage to the body resulting from any act
that is perpetrated against a person´s will based on
gender norms or unequal power relations [2].

Data sources
The HMIS is an integrated reporting system used by
the Ministry of Health Uganda, development
partners, and stakeholders to collect health
information on a routine basis. HMIS data are used
to monitor the Health Sector Strategic Plan (HSSP)
indicators to enable planning, decision-making,
monitoring, and evaluation of the healthcare
delivery system. Information in HMIS is collected
on a routine basis from every health unit in all
districts within Uganda. HMIS information flows
from the lowest level (the community) to the health
unit (Health Center Two, Three, and Four-level
facilities, General Hospitals, and referral hospitals),
health sub-district, district, and finally to the
National Health Databank at the Resource Centre of
the Ministry of Health Figure 1. Electronic HMIS
(DHIS) is a platform for reporting, analysis and
dissemination of health data reported through the
HMIS. Within the DHIS, data on injuries due to
GBV are aggregated by age, sex, location of
reporting, and time. We analyzed data on all injures
due to GBV submitted to the HMIS during 20122016. We abstracted and analyzed data on sex,
district, and administrative region where these
injuries were reported.
Data management and analysis
We used MS Excel version 2010 for data cleaning
and analysis. We abstracted data on a monthly basis.
We used univariate analysis to obtain frequencies for
sex, regions, and years. For regional distribution
characteristics of the injuries due to GBV, we ran
frequencies based on the location of the health
facilities where the patients sought care.
We calculated incidence of injuries due to GBV
using the 2014 population estimates from the
Uganda Bureau of Statistics [12]. We calculated
overall district-specific incidence rates, which were
then exported to QGIS version 2.8 to produce a
choropleth map based on the Uganda 2014 district
shape files for the most recent year, 2016. We also
calculated institutional prevalence of injuries due to
GBV based on numbers of OPD visits per year. We
conducted trend analysis, for the injuries due to GBV
for the whole country and in the various
administrative regions using Epi-Info version 7.2.
We ran a logistic regression test for assessing trends
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to determine if a statistically significant change
occurred over time [13].
Ethics approval and consent to participate
Administrative authorization to access the data was
received from the Uganda Ministry of Health. In
addition, the Office of the Associate Director for
Science, CDC Uganda, determined that this activity
was not human subjects´ research, as its primary
intent was to improve public health practice. Data
abstracted did not include personal identifiers.

Results
The institutional proportion of outpatient visits due
to GBV-associated injuries ranged from 0.12%
(2016) to 0.14% (2012) Table 1. Injury rates due to
GBV were 13.5 per 10,000 population in 2012, and
13.6 per 10,000 population in 2016. Trends in the
rates of injuries due to GBV remained constant from
2012 to 2016 (OR: 0.995, 95% CI: 0.991 - 0.997).
Across the 5 years, females were more affected by
injuries due to GBV compared to males. The odds of
injuries due to GBV among females compared to
males were OR= 1.38 in 2012, OR= 1.49 in 2013,
OR= 1.42 in 2014, OR= 1.41 in 2015 and OR= 1.36
in 2016 Table 2.
Among the four regions (Northern, Central, Eastern
and Western regions), the Northern region had the
highest incidence of injuries due to GBV throughout
the 5 year period Figure 2. In 2016, the rate of
injuries due to GBV was 17.4 per 10,000 population
in the Northern region, 16.9 per 10,000 in the
Eastern region, 11.0 per 10,000 in the Central region,
and 10.1 per 10,000 in the Western region. Based on
the trend analysis, there was a 5% annual decline
(OR: 0.95, CI: 0.947-0.96) in the burden of injuries
due to GBV over the 5-year period in the Northern
region and 4% annual reduction (OR: 0.96, CI: 0.950.97) in the Western region. In contrast, there was an
annual increase of 2% in the burden of injuries due
to GBV in the Eastern and Central regions over the
5-year period (OR: 1.02, CI: 1.018-1.03 and OR:
1.02, CI: 1.01 - 1.03, respectively).
There was no clear seasonality from the monthly
pattern in the number of injuries due to GBV
reported. However, the early and later months of the
year see raised numbers of injuries due to GBV. The

high numbers were especially reported in the month
of March and December Figure 3. The burden of
injuries due to GBV varied by district, but specific
districts in the Northern region had the highest rates.
Districts in the Northern region with higher
incidences of injuries due to GBV included Moyo,
Adjuman, Lamwo, Kitgum, Moroto, Napak,
Nakapiripiti, Amuria, Katakwi, Otuke, Lira, Oyam,
Apac, Kole, and Alebtong (incidence rate: 18.9100.2 per 10,000 population Figure 4.

Discussion
The trend of injuries due to GBV in Uganda
remained constant from 2012 to 2016. Injuries due
to GBV were prevalent countrywide, but districts in
the northern region were the most affected.
In Uganda, there are provisions that address GBV in
the 1995 Constitution of Uganda which include the
Penal code Act CAP 120, with provisions addressing
assaults causing bodily harm, and the Domestic
Violence Act of 2010, which provides for the
protection and relief of victims of domestic violence,
the punishment of perpetrators, and judicial
procedures and guidelines. However, these have not
seen much success [14]. The sustained high
incidence of injuries due to GBV is at least in part
attributed to the way GBV is deeply entrenched in
some cultural practices regarding intimate
relationships in Uganda [14].
There was some kind of seasonality in the pattern of
injuries due to GBV with raised numbers in the early
and later months of the year. Studies have reported
that seasonality of GBV have patterns that are
associated with weather, climate, agriculture or
economic cycles. Reported GBV has been linked to
the agricultural season with higher rates during the
planting and harvest seasons, while violence against
children at the start of the agricultural year. During
the rainy season, there is increased GBV as decisions
are made on how to utilize meager resources [15,16].
The 13.6 per 10,000 population incidence of injuries
due to GBV in Uganda was high and yet this only
highlights the greater underlying burden, for it is
vastly under-reported [17]
The incidence of physical injuries due to GBV was
more predominant in the Northern compared to
4 |Page number not for citation purposes

other regions. This is similar to what was reported in
the Uganda Demographic Health Survey (UDHS) of
2011, where the Northern and Eastern regions had
higher incidences of GBV compared to other regions
[8]. In the Northern region, districts that had high
incidences of injuries due to GBV included
Adjuman, Kitgum, Lamwo, and Lira. These are the
districts that had previous war conflict from the
Lord´s Resistance Army rebels. In addition, refugees
flock in large numbers to the Northern region of
Uganda due to the civil unrest in South Sudan.
Stewart and Brown reported higher incidence of
GBV in areas that had been affected by civil or
ethnical unrest [18]. Previous experience of violence
has been reported to be a risk factor for perpetrating
violence to others [4]. There is therefore need to
explore the burden of GBV in these communities in
order to clearly identify risk factors and so design
targeted interventions.
Our analysis revealed that females reported more
GBV-associated injuries compared to males.
Although documentation of GBV among men is
unusual, it is not unheard of [19]. Many of these may
be in male children; the broad age categories
available for the data in this study did not allow us
to evaluate whether or not these were primarily in
children. A report on violence against children in
Uganda reported that significantly more boys than
girls experienced physical violence [9]. We
recommend further research into this issue, focusing
on the burden of injuries due to GBV among males,
the ages at which it occurs, and the forms of injuries
sustained in Uganda.
Unfortunately, HMIS data lacked information on
the triggers of GBV, the type of injury sustained, and
the relationship with the perpetrators of GBV, which
would inform prevention measures. In addition,
some variables such as age were aggregated into very
large categories (≤5 years and >5 years), making
more detailed analysis by smaller age group
impossible.
There
was
almost
certainly
underestimation of the prevalence of injuries due to
GBV, because only a small proportion of affected
persons ever report to formal healthcare sites [20-22]
and health care workers may not record the
relationship of the injury due to GBV especially in
cases of males. In addition the prevalence could be
varied among population segments due to
differences in health seeking behaviors for example
the varying differences between males and females.

We propose further research to evaluate the
prevention efforts and interventions currently in
place against GBV in Uganda. The high and
consistent rates of GBV indicate a need for
continuous
assessment,
monitoring,
and
documentation of injuries due to GBV in Uganda to
indicate the effectiveness of interventions that are in
place. Beyond this, additional analyses about types
of GBV injuries by sex and qualitative research on
the circumstances surrounding such injuries will be
helpful in designing preventive interventions.

Conclusion
The incidence of injuries due to GBV in Uganda has
remained stable from 2012 to 2016. The Northern
region of Uganda shares a disproportionate burden
of injuries due to GBV compared with other regions.
Injuries due to GBV affected more females than
males. Prevention and control measures on GBV
may need to be targeted towards all persons, and not
just women and children.

What is known about this topic


This study assessed a five year trend of
injuries due to Gender Based Violence
however what has been previously known is
the burden of gender based violence as
highlighted from the Uganda Demographic
Health Survey. In addition risk factors and
triggers for gender based violence have been
documented in various research articles.

What this study adds




This study adds information regarding the
incidence of injuries due to gender based
violence in Uganda and a report on a 5 year
trend analysis of injuries due to gender based
violence in Uganda.
This study also utilized routine surveillance/
HMIS data to estimate the trends and rates.
This highlights the importance of using
routinely collected data to inform and guide
development of interventions and also
improve the data collection systems.
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Table 1: Number of Outpatient department visits and institutional rates for injuries
due to GBV, Uganda, 2012 – 2016
Year
Total
Number of OPD
Proportion of institutional
number of
injuries due to GBV
visits comprising injuries due
OPD visits
to GBV (%)
2012
32,039,764
44,491
0.14
2013
39,509,555
51,576
0.13
2014
37,664,746
49,542
0.13
2015
39,475,794
51,343
0.13
2016
40,750,550
49,841
0.12
OPD: Outpatient department

8 |Page number not for citation purposes

Table 2: Distribution of injuries due to GBV based on sex, Uganda, 2012-2016

Year

Sex

2012

Male

18,073

15,963,291

0.11

Ref

Female

26,418

16,892,597

0.16

1.38

Male

20,057

16,442,190

0.12

Ref

Female

31,519

17,399,376

0.18

1.49

Male

19,810

16,935,456

0.12

Ref

Female

29732

17,921,357

0.17

1.42

Male

20,777

17,337,600

0.12

Ref

Female

30,566

18,154,500

0.17

1.41

Male

20,600

17,882,300

0.11

Ref

Female

29,291

18,678,400

0.16

1.36

2013

2014

2015

2016
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Population

Prevalence
(%)

Odds ratio

No. of injuries
due to GBV

Confidence
Interval

1.36 – 1.41

1.46 – 1.51

1.39 – 1.44

1.38 – 1.43

1.33 – 1.38
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Figure 3: Monthly patterns of injuries due to GBV
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Figure 4: District specific incidences for injuries due to GBV, Uganda, 2016
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