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Abstract
Background. There is limited evidence on the relationship between disability, experiences of
gender-based violence (GBV), and mental health among refugee women in humanitarian
contexts.
Methods. A cross-sectional analysis was conducted of baseline data (n = 209) collected from
women enrolled in a cohort study of refugee women accessing GBV response services in the
Dadaab refugee camps in Kenya. Women were surveyed about GBV experiences (past 12
months, before the last 12 months, before arriving in the refugee camps), functional disability
status, and mental health (anxiety, depression, post-traumatic stress), and we explored the
inter-relationship of these factors.
Results. Among women accessing GBV response services, 44% reported a disability. A higher
proportion of women with a disability (69%) reported a past-year experience of physical
intimate partner violence and/or physical or sexual non-partner violence, compared to
women without a disability (54%). A higher proportion of women with a disability (32%)
experienced non-partner physical or sexual violence before arriving in the camp compared
to women without a disability (16%). Disability was associated with higher scores for depression (1.93, 95% confidence interval (CI) 0.54–3.33), PTSD (2.26, 95% CI 0.03–4.49), and anxiety (1.54, 95% CI 0.13–2.95) after adjusting for age, length of encampment, partner status,
number of children, and GBV indicators.
Conclusions. A large proportion of refugee women seeking GBV response services have disabilities, and refugee women with a disability are at high risk of poor mental health. This
research highlights the need for mental health and disability screening within GBV response
programming.

Introduction
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It is estimated that one billion people – or 15% of the global population – live with a disability
(World Health Organization, 2002; Rohwerder, 2015) and that this prevalence is even higher
in humanitarian settings (International Centre for Evidence in Disability (ICED), 2019). There
is growing evidence that women and girls with disabilities are at an increased risk of experiencing violence throughout their life cycle (Devries et al., 2018). Within humanitarian settings,
violence against women is common and has been shown to increase during and after periods
of conflict (Hossain et al., 2014b; Murphy et al. 2019). However, there is limited evidence on
the prevalence or correlates of gender-based violence (GBV) among refugees with disabilities
(Marshall and Barrett, 2018).
The humanitarian community has defined GBV as an umbrella term for any harmful act
that is perpetrated against a person’s will and is based on socially ascribed (i.e. gender) differences between females and males (UNFPA, 2015). GBV includes acts of physical, sexual, or
mental harm or suffering, threats, coercion, and other deprivations of liberty and may be perpetrated by an intimate partner or non-partner. The health consequences of violence are wellestablished; GBV can lead to physical impairment or injury and has both short- and long-term
effects on an individual’s psychological well-being (Dillon et al., 2013; Satyanarayana et al.,
2015). Among conflict-affected populations, these physical and psychological health consequences linger well beyond the emergency period and often impact on an individual’s ability
to function in the post-conflict stage of a crisis (Usta et al., 2008; Hustache et al., 2009; Betancourt
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et al., 2010; Roberts and Browne, 2011; Dossa et al., 2014; Hossain
et al., 2014b). Furthermore, exposure to torture, including violence
and other war-related traumatic events, is associated with higher
rates of post-traumatic stress disorder (PTSD), depression, anxiety,
and suicidal thoughts or attempts (Campbell and Lewandowski,
1997; Fazel et al., 2005; Hunt and Gakenyi, 2005; Pico-Alfonso
et al., 2006; Johnson and Thompson, 2008; Steel et al., 2009; Tol
et al., 2010; Beydoun et al., 2012; McLaughlin et al., 2012; Kalt
et al., 2013; Kouyoumdjian et al., 2013; Ba and Bhopal, 2017).
Certain groups may be particularly vulnerable to GBV, and
among these are people with disabilities, who make up 15% of
the global population (World Health Organization, 2002;
Kostanjsek, 2011; World Health Organization (WHO) and The
World Bank, 2011). Disability, as defined by The International
Classification of Functioning, Disability and Health (ICF), is complex and is experienced at the level of impairment, activity limitations, and participation restriction (World Health Organization,
2002). The ICF model recognises the interaction of an individual’s
functional status with personal factors and physical, cultural, and
policy environmental factors in creating disability (Kostanjsek,
2011).
There is growing evidence that people with disabilities are
more vulnerable to violence (Puri et al., 2015; Gupta et al.,
2018), with recent research suggesting that women with disabilities within low- and middle-income countries are two to four
times more likely to experience intimate partner violence (IPV)
compared to women without disabilities (Hughes et al., 2012;
Dunkle et al., 2018; Stern et al., 2020). Other research has
found significant correlations between disability and poor mental
health outcomes including anxiety and depression (Kinne et al.,
2004; Dembo et al., 2018). However, there is little evidence
from humanitarian and conflict settings and limited trial data
(Hughes et al., 2012; Jones et al., 2012; Mikton et al., 2014;
Sipsma et al., 2015; Devries et al., 2018; Scolese et al., 2020a, b).
Emerging research from low- and middle-income countries is
starting to explore the links between disability, gender, and violence (Dunkle et al., 2018). A recent meta-analysis of research
conducted across six countries (Afghanistan, Bangladesh,
Ghana, Nepal, South Africa, and Tajikistan) using data from
4500 women found disability may increase a woman’s risk of
experiencing non-partner sexual violence; and women with severe
disabilities are at greater risk of experiencing both IPV and nonpartner sexual violence. In addition, increased stigma and discrimination experienced by women with disabilities may further
reduce their ability to access help (Dunkle et al., 2018). People
with disabilities may be more vulnerable to violence because of
their marginalised position in society which can include the
need for regular assistance, discrimination, and physical and communication barriers. This may, in turn, impact their ability to disclose abuse and access support (Nosek et al., 2001; Scolese et al.,
2020a). This may also make them less resilient to cope with the
impact of GBV, and therefore potentially more likely to suffer
adverse mental health consequences, although data are lacking
(Brütt et al. 2013; Linden, 2017).
The humanitarian sector has developed protection and
response programmes to address the physical and psychological
health needs of violence survivors and often separately, programmes to address the needs of people with disabilities.
However, these two sectors are still in the nascent stage and the
programming and evidence base rarely overlap, leaving large
gaps in understanding how these services can become more inclusive and best meet the specialised needs of survivors with
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disabilities (Mirza, 2015; Shaw and Funk, 2019; Stern et al.,
2020). This gap in the evidence base is noteworthy and understanding this intersection – disability, gender, violence, and mental health – is urgently required to address the needs of violence
survivors with disabilities so that they may have equal opportunity to access appropriate services that meet their needs.
This analysis sought to understand the relationship between
disability, experiences of GBV, and mental health among refugee
women and adolescent girls in a humanitarian context, using
baseline data collected from a cohort study of refugee women
accessing GBV services in the Dadaab refugee camps in Kenya.
Understanding this intersection can inform recommendations
for GBV response strategies and programming that meet the
needs of refugee women with disabilities. At the time of data collection (2016), the Dadaab refugee complex was the largest and
one of the oldest refugee camps in the world (UNHCR, 2017).
Methods
Study design, target population, and eligibility criteria
This paper uses baseline data from a prospective cohort study that
aimed to explore the feasibility and acceptability of GBV response
services using case management and task sharing in the Dadaab
refugee camps. Data were collected between February and
November 2016.
The study was jointly led by the London School of Hygiene &
Tropical Medicine and the African Population Health Research
Center.
Women and adolescent girls over the age of 15 years old were
recruited from the GBV response centres in two camps within
Dadaab (Dagahaley and Hagadera) run by two humanitarian
NGOs (International Rescue Committee and Care Kenya).
Adolescent girls between the ages of 15–17 years old were eligible
to participate if they were the sole head of their household.
Eligibility to participate in the study was assessed by each centre’s
staff during the normal centre intake process. A total of 209
women (132 from Hagadera, 77 from Dagahaley) were enrolled
in the cohort and subsequently completed the baseline questionnaire conducted by a trained member of the research field team
with interviews taking approximately 1 hour. No women under
the age of 18 accessed GBV services during the study period
therefore the analysis is limited women who were at least 18
years old at intake. Further study details can be found in the
main study report (Hossain et al., 2018).
Context
In 2017, the Dadaab refugee complex hosted 246 551 refugees. It
was initially created in 1991 to host Somalis fleeing the Somali
Civil War, who at the time of data collection formed the majority
of refugees (UNHCR, 2017). Within the camps, GBV response
services are delivered through support centres utilising a case
management service model with task-sharing components.
Services were available to anyone within private spaces run, separate from the community at large, but still located within broader
service centres so that GBV services could be accessed without
stigma. In addition to response services, the GBV support centres
also provided outreach and camp-based violence prevention activities. Additional details on the GBV services are available elsewhere (Hossain et al., 2018; Izugbara et al., 2018; McAlpine
et al., 2020; Muuo et al., 2020).
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Ethics
The Ethics Committee at the London School of Hygiene &
Tropical Medicine (LSHTM Ethics Ref: 8909) and the Scientific
Review Committee of the African Medical and Research
Foundation (Protocol Reference Number P173-2015) approved
the study in 2015. The study was also reviewed and approved
by the UN High Commission on Refugees in Kenya. Ethical
research procedures were established to ensure that participation
in the research did not further traumatise or burden the research
participants, the GBV centre staff, or field researchers (World
Health Organization, 2016; Hossain and McAlpine, 2017). All
participants provided informed consent, which included an
acknowledgement that their participation was voluntary and
would not influence their access to any services within the
camp. No monetary compensation was provided.
This research was developed without the research participants’
direct involvement due to the sensitivity of the research and to
avoid further traumatisation. Instead, we engaged with GBV
response centre case workers, refugee community workers (who
were also survivors of violence similar to the research participants), and other field and technical staff who work on direct service provision, to ensure that the development of the research
questions and outcome measures were informed by the GBV survivors’ priorities, experience, and preferences. This collaboration
included contributions throughout all stages of the research
from designing the survey tool, determining selection criteria,
recruitment , supporting data interpretation and dissemination.
Dissemination of the research findings within the Dadaab refugee
camps occurred at two stages – after the preliminary data analysis
was completed and again after the study was completed.
Additional details on the collaborative design process are available
(Hossain et al., 2018, McAlpine et al., 2020).
Survey tool development
The baseline questionnaire was developed using an iterative
approach that aimed to limit the time burden on participants.
A questionnaire developed for a survey conducted with refugee
community workers was modified and refined for the survivor
cohort study. An earlier phase of the research with refugee community workers tested sensitive questions – on violence, migration history, and potentially difficult to translate questions such
as mental health scales items – in a cross-sectional survey with
refugee community workers in the same camps (Hossain et al.,
2018). The surveys were developed in English, then translated
to Somali, and finally back-translated to English. This allowed
interviews to be conducted in either language without the use
of interpreters, with translation carried out by a group of field
researchers fluent in Somali and English.
Measures
Gender-based violence
Experiences of non-partner violence (NPV) and IPV were captured in the survey. Seventeen items adapted from the World
Health Organization’s multi-country study on women’s health
and domestic violence against women (García-Moreno et al.,
2005) were used to record reports of emotional, physical and sexual IPV and physical and sexual NPV within several time periods
of interest including the past year and prior to camp arrival. IPV
was identified among ever-partnered participants who were asked

3

whether their current or most recent partner had perpetrated specific acts of emotional, physical, and sexual violence against them
within the time period of interest. Emotional IPV included any
instance of a woman’s partner: (a) became angry when she
spoke to other men; (b) insisted on knowing where she was at
all times; (c) forbade her from seeing friends; (d) acted in a frightening or intimidating way; or (e) threatened the use of violence.
Physical IPV was recorded where individuals experienced two or
more acts of physical violence (slapped, having something thrown
at you, pushed or hit with a hand or other object) or any act of
severe physical violence (kicked, dragged, beaten, choked, burned
intentionally, threatened or assaulted with a gun/knife/other
weapons) perpetrated by their partner, as is consistent with
other investigations using these items (Hossain et al., 2014a).
Sexual IPV was defined as any experience of forced sex; this
includes forced sex via threats and intimidation. Physical NPV
was recorded where individuals reported being: (1) beaten with
a fist, kicked, or hurt with an object; and (2) assaulted with a
gun, knife, or other weapons by a non-partner. Sexual NPV was
again defined as any act of forced sex. In addition to measuring
the time period when the violence occurred (past year, before
arriving in Dadaab), women were also asked about perpetrator
types for all NPV experiences (i.e. combatant, neighbour, family
member). Time period and perpetrator type were used to examine
conflict- or war-related violence.
Disability
The Washington Group Short Set (WG-SS) of disability questions
was used to identify women with a disability at their baseline
interview, as measured by self-reported difficulty functioning
(Madans et al., 2004; Washington Group on Disability Statistics,
2019). Six core functional domains are addressed: walking, seeing,
hearing, cognition, self-care, and communication. Women were
asked to report if they have difficulties in each of these six
domains (reported as ‘none’, ‘some’, ‘a lot of difficulty’ or ‘cannot
do at all’), and thereby these questions have been designed to
identify the majority of people who are at risk of participation
restrictions (Madans et al., 2004). In our analysis, women answering ‘a lot of difficulty’ or ‘cannot do at all’ to at least one question
were considered to have a disability.
Mental health outcomes
Three symptomatic scales were used to assess anxiety, depression,
and PTSD in the two weeks prior to the interview among the
cohort. Each scale was scored on a 4-point Likert scale, with
higher scores indicating greater severity.
Anxiety was measured using the generalised anxiety disorder
assessment (GAD-7), a 7-item anxiety scale used to screen for
generalised anxiety disorder (Spitzer et al., 2006). Cut-off scores
of 5, 10, and 15 indicate mild, moderate, and severe anxiety,
respectively.
Depression was measured using the patient health questionnaire (PHQ-9), a 9-item scale based upon the depression criteria
from the diagnostic and statistical manual for mental disorders
(DSM- IV) (Kroenke et al., 2001). Cut-off scores of 5, 10, 15,
and 20 indicate mild, moderate, moderately severe, and severe
depression, respectively. A previous study that translated the
PHQ-9 to Somali found that it had good internal validity
among Somali immigrants living in the US (Nallusamy et al.,
2016).
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PTSD was measured using the post-traumatic symptom subscale of the Harvard Trauma Questionnaire (HTQ-PTSD). The
HTQ-PTSD is a 16-item sub-scale derived from the DSM-IV
PTSD criteria (Mollica et al., 1992). This screening tool for probable PTSD, developed for adult refugees, has been validated
within several refugee populations (Mollica et al., 1992; Silove
et al., 2014). The PTSD scale has previously been used among
Somali refugees in Melkadid camp, Ethiopia, demonstrating
good internal validity (Feyera et al., 2015). A mean score cut-off
of 2 (from a theoretical range of 1–4) has been established to
identify probable PTSD.

Socio-demographic characteristics
The socio-demographic characteristics assessed included continuous measures: age at interview (years), average monthly income
(KES), length of encampment (years), and number of children;
and categorical measures: literacy status (can read and write v.
cannot), nationality (Somali v. all others), religion (Muslim v.
Christian), partner status (partner present v. partner absent/no
current partner), substance abuse by a partner, and belonging
to a majority Somali clan (Darood, Dir, Hawiye or Isaaq clans
v. all others).

Statistical analysis
Descriptive statistics of socio-demographic characteristics, violence exposures, disability domains, and mental health symptomatic scores for anxiety, depression, and PTSD were produced for
all women in the cohort (n = 209). Due to the small sample
size, violence exposures were aggregated into perpetrator groups:
IPV which included physical, sexual, and emotional violence, and
NPV which included physical and sexual violence. Frequencies of
characteristics among the cohort are presented stratified by disability status. Due to the small sample size, we are unable to
make inferences about the population the cohort is sampled
from therefore descriptive statistics without p values are
presented.
The association between having a disability and experiencing
different forms of GBV was modelled using fixed-intercept logistic regression, allowing the intercept to vary by the camp to
account for camp-level clustering. The association between having
a disability and mental health conditions – anxiety, depression,
and PTSD – was modelled via fixed-intercept linear regression
models. Robust standard errors for model coefficients were estimated using the sandwich estimator. Age, length of encampment,
partner status, number of children, and exposure to violence were
selected a priori for inclusion in the adjusted model, as all are
important predictors of both mental health and disability, and
may confound the relationship between disability and mental
health. We also explored experiences of different forms of GBV
as mediators (and likely confounders) in the relationship between
disability and mental health.
Models excluded five participants who were missing data on
the length of their encampment at baseline (n = 204). Model
assumptions were checked using residual plots. Due to the
small sample size, no interaction terms were considered (Leon
and Heo, 2009). The magnitude and direction of model coefficients and their accompanying 95% confidence interval (CI)
were considered, and analysis was conducted using Stata v15.
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Results
Socio-demographic characteristics and prevalence of disability
Women in the sample were aged between 18 and 69 years old.
The majority of women identified as Somali (94%) and
Muslim (99%) and the median age they first lived with a
male partner was 16 years old. The median length of the
encampment was 9 years, and 18 women (9%) were born in
Dadaab. Most of the women were born in South Central
Somalia (86%). There was little observed difference in the
county of birth, nationality, religion, years in the camp, and
age at the first partnership between women with and without
a disability (Table 1).
Overall, 44% of the women accessing GBV services reported a
disability in the baseline cohort survey. Women with a disability
were slightly older on average compared to those reporting no disabilities (Table 1). Further, they were more likely to have reported
not having a current male partner (60% among women with a
disability v. 51% without) and to have reported caring for four
or more children (45% v. 37%). The reported income for
women with a disability was higher across all income categories
compared to women with no disabilities.
Among all women reporting a disability, the functional disability domains most often reported included difficulties with
memory and/or concentration (75%) and difficulties walking
(44%). Fewer women reported sensory impairments including
vision (9%), hearing (2%), self-care (7%), and communication
challenges (1%) (Table 2). The WG-SS demonstrated average
internal reliability (Cronbach’s α = 0.53).
Prevalence of violence and disability
Among all participants, 23% reported experience of non-partner
physical or sexual violence before arriving in Dadaab and 73%
reported experience of physical and/or sexual IPV or NPV in
the past year (Table 1). Women in the sample with a disability
consistently reported a higher prevalence of experiencing violence
before arriving in Dadaab and within the past year than women
without a disability. For example, a higher proportion of
women with a disability reported experiences of physical or sexual
NPV (32%) compared to women without a disability (16%).
Further, 69% of women with a disability reported a past-year
experience of physical IPV and/or physical or sexual NPV, compared to 54% of women without a disability. Reports of both IPV
in the past year (51% v. 44%) and NPV in the past year (44% and
35%) were also higher among women with a disability compared
to women without a disability.
The internal reliability of these three GBV items varied (past
year IPV: Cronbach’s α = 0.92; past year NPV: Cronbach’s α =
0.53; before Dadaab NPV: Cronbach’s α = 0.44).
Logistic regression models exploring the association between
reported violence and functional disability suggest that having a
disability may be associated with NPV before Dadaab, though
the 95% CI for this effect size did not rule out no association
(Table 3).
Prevalence of mental health outcomes by disability status
Overall, more than a third of women reported symptoms indicating moderate/severe depression (36%), 41% reported symptoms of
moderate/severe anxiety and 3% reported symptoms of probable
PTSD. Women with a disability reported a substantially higher
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Table 1 Demographics and prevalence of violence by disability status
Baseline characteristics
Age [median (IQR)]
Length of encampment (%)

Religion (%)

Partner status (%)

Children (%)

Total (N = 209)

25.00 [21.00–30.75]

30.00 [24.00–37.50]

26.00 [22.00–34.00]

63 (53.4)

45 (49.5)

108 (51.7)

10+ years

42 (35.6)

36 (39.6)

78 (37.3)

Born in Dadaab

8 (6.8)

10 (11.0)

18 (8.6)

Missing

5 (4.2)

0 (0.0)

5 (2.4)

8.00 [6.00–17.00]

10.00 [7.00–20.00]

9.00 [6.00–18.00]

Other

9 (7.6)

3 (3.3)

12 (5.7)

109 (92.4)

88 (96.7)

197 (94.3)

Dadaab

8 (6.8)

10 (11.0)

18 (8.6)

Others

8 (6.8)

2 (2.2)

10 (4.8)

Somalia

102 (86.4)

79 (86.8)

181 (86.6)

Christian

3 (2.5)

0 (0.0)

3 (1.4)

Muslim

115 (97.5)

91 (100.0)

206 (98.6)

No current partner

60 (50.8)

55 (60.4)

115 (55.0)

Partner, living together

37 (31.4)

23 (25.3)

60 (28.7)

Partner, not living
together

21 (17.8)

13 (14.3)

34 (16.3)

None

26 (22.0)

16 (17.6)

42 (20.1)

Somalian
Birthplace (%)

Disability (N = 91)

<10 years

Length of encampment [median (IQR)]
Nationality (%)

No disability (N = 118)

1–3

48 (40.7)

34 (37.4)

82 (39.2)

4+

44 (37.3)

41 (45.1)

85 (40.7)

37 (31.4)

12 (13.2)

49 (23.4)

Pregnant over follow-up (%)
Can read and write (%)

53 (44.9)

27 (29.7)

80 (38.3)

0–4499

83 (70.3)

44 (48.4)

127 (60.8)

4500–9999

19 (16.1)

32 (35.2)

51 (24.4)

10 000+

16 (13.6)

15 (16.5)

31 (14.8)

3000.00
[0.00–6000.00]

5000.00
[1500.00–6000.00]

3000.00
[80.00–6000.00]

43 (36.4)

41 (45.1)

84 (40.2)

16.00 [14.00–18.00]

16.00 [14.75–18.00]

16.00 [14.00–18.00]

32 (55.2)

25 (69.4)

57 (60.6)

Dagahaley

60 (50.8)

17 (18.7)

77 (36.8)

Hagadera

58 (49.2)

74 (81.3)

132 (63.2)

NPVb – before Dadaab (%)

19 (16.1)

29 (31.9)

48 (23.0)

IPV – before Dadaab (%)

15 (12.7)

15 (16.5)

30 (14.4)

Physical IPVc or NPVb – past year (%)

64 (54.2)

63 (69.2)

127 (60.8)

IPVc or NPVb – past year (%)

82 (69.5)

70 (76.9)

152 (72.7)

IPV – past year (%)

52 (44.1)

46 (50.5)

98 (46.9)

NPVb – past year (%)

41 (34.7)

40 (44.0)

81 (38.8)

Income (KES) (%)

Income (KES) (median (IQR))
Employment in camp (%)
Age first lived with partner [median
(IQR)]
Substance abuse by partner (%)a
Camp (%)

c

c

a

Calculated out of women with a current partner.
Non-partner violence (NPV): physical and/or sexual violence perpetrated by a non-partner.
Intimate partner violence (IPV): physical, sexual and/or emotional violence perpetrated by an intimate male partner. IQR, interquartile range; KES, Kenyan Shilling.

b
c

prevalence of all mental health outcomes – 50% of women with a
disability reported symptoms of depression, 52% reported symptoms of anxiety, and 7% reported symptoms of probable PTSD
(Table 4).

Within our study population, each of these symptomatic scales
demonstrated good internal reliability (anxiety: Cronbach’s
α = 0.77, depression: Cronbach’s α = 0.77 and PTSD: Cronbach’s
α = 0.83).
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Table 2 Prevalence of Washington Group Short Set functional disability domains among refugee women accessing gender-based violence services in a refugee camp
Response: ‘a lot of difficulty’ or ‘cannot do’
Prevalence

% (N = 91)a

N

Functional difficulty in the following disability domains:

a

Do you have difficulty seeing, even if wearing glasses?

8

9

Do you have difficulty hearing, even if using a hearing aid?

2

2

Do you have difficulty walking or climbing steps?

40

44

Do you have difficulty remembering or concentrating?

68

75

Do you have difficulty (with self-care such as) washing your whole body or
getting dressed?

6

7

Using your usual (customary) language, do you have difficulty
communicating, for example understanding or being understood?

1

1

Out of all women identified with a disability.

Table 3 Modelling the association between reported GBV and functional disability status.
Crude model

Logistic regression – disability (at baseline)
Odds ratio

Adjusted model

95% CI

p value

Odds ratio

95% CI

p value

Past year IPV: yes (ref = no)

1.38

[0.74, 2.57]

0.32

1.91

[0.95, 3.84]

0.07

Past year NPV: yes (ref = no)

1.69

[0.90, 3.17]

0.10

1.73

[0.91, 3.30]

0.10

Any NPV before Dadaab: yes (ref = no)

1.93

[0.95, 3.94]

0.07

2.17

[0.95, 5.01]

0.07

Age (years), mean centred

1.04

[0.99, 1.09]

0.12

Length of encampment (years)

1.06

[1.01, 1.10]

0.01

Number of children

1.03

[0.91, 1.17]

0.59

Partner status: partnered, not living together (ref = no partner)

0.57

[0.25, 1.29]

0.18

Partnered, living together (ref = no partner)

0.63

[0.29, 1.36]

0.24

N

204

204

AIC

263

258

Relationship between mental health, violence, and disability
Among women attending the GBV services, reporting a functional
disability was associated with higher symptomatic scores for anxiety (1.54 points higher, 95% CI 0.13–2.95) after adjusting for
age, length of the encampment, partner status, number of children,
and GBV indicators (Table 5). There was also evidence that reporting a disability is associated with higher scores for depression (1.93
points higher, 95% CI 0.54–3.33) after adjusting for age, length of
the encampment, partner status, number of children, and GBV
indicators. Disability was also associated with higher scores for
PTSD (2.26 points higher, 95% CI 0.03–4.49) after adjusting for
other model covariates. After restricting the definition of functional disability to exclude remembering/concentrating (common
symptoms of these mental health conditions), these findings
remained consistent (see online Supplementary Appendix).
We found strong evidence that an experience of NPV before
arriving in the Dadaab refugee camps was associated with higher
scores for anxiety (2.95, 95% CI 1.27–4.63) and probable PTSD
(5.71, 95% CI 3.15–8.26) (Table 5).
Discussion
The prevalence of disability among refugee women accessing GBV
response services in the Dadaab refugee camps was high – with

Table 4 Prevalence of anxiety, depression, and PTSD symptoms among refugee
women reporting a functional disability
Psychological
outcome

No disability
N = 118, N (%)

Disability
N = 91, N (%)

Total N = 209,
N (%)

Moderate/severe
anxiety

38 (32.2)

47 (51.6)

85 (40.7)

Moderate/severe
depression

30 (25.4)

45 (49.5)

75 (35.9)

Probable PTSD

0 (0.0)

6 (6.6)

6 (2.9)

nearly half of all women surveyed (44%) being classified as disabled. This figure for disability prevalence is higher than would
be expected for a population of this age group. Our findings are
consistent with other research from non-camp settings showing
that people with disabilities are at increased risk of violence and
exploitation (Mirza, 2015; Dunkle et al., 2018; Scolese et al.,
2020a). Our research also suggests that refugee women with a disability are more likely to report poor mental health conditions
(depression, anxiety, and PTSD), which is consistent with the existing literature (Steel et al., 2009; Bogic et al., 2015; Abu Suhaiban
et al., 2019). In addition, conflict-related violence and other NPV
which occurred before arriving in the Dadaab refugee camps
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Unadjusted

Adjusted (not including violence items)

Anxiety linear regression model

Coef

95% CI

p value

Any functional disability: yes (ref = no)

1.77

[0.41, 3.13]

0.01

Coef

95% CI

1.94

p value

Adjusted (including violence items)
Coef

95% CI
[0.13, 2.95]

0.03

[−0.20, −0.02]

0.02

[−0.08, 0.09]

0.94

[0.56, 3.32]

0.007

1.54

Age (years), mean-centred

−0.08

[−0.17, −0.01]

0.05

−0.11

Length of encampment (years)

−0.05

[−0.13, 0.03]

0.26

0

p value

Partner, not living together (ref = no partner)

−0.76

[−2.55, 0.92]

0.41

−0.41

[−2.09, 1.27]

0.64

Partner, living together (ref = no partner)

−1.05

[−2.55, 0.45]

0.17

−0.56

[−2.11, 0.99]

0.48

0.23

[−0.02, 0.48]

0.07

0.23

[−0.01, 0.47]

0.08

Past year IPV: yes (ref = no)

0.23

[−1.18, 1.64]

0.75

Past year NPV: yes (ref = no)

0.51

[−0.87, 1.89]

0.47

Any NPV before Dadaab: yes (ref = no)

2.95

[1.27, 4.63]

0.001

Number of children

N

204

204

204

R-squared

0.78

0.78

0.79

AIC

1205

1207

1198

RMSE

4.60

4.56

4.44

Unadjusted

Adjusted (not including violence items)

Depression linear regression model

Coef

95% CI

p value

Any functional disability: yes (ref = no)

2.13

[0.81, 3.45]

0.002

Coef
2.36

95% CI
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Table 5 Modelling the association between anxiety, depression, or PTSD symptomology and reporting a functional disability

Adjusted (including violence items)

p value

Coef

95% CI

[0.97, 3.75]

0.001

1.93

[0.54, 3.33]

p value
0.01

Age (years), mean centred

−0.03

[−0.12, 0.06]

0.43

−0.03

[−0.11, 0.05]

0.49

Length of encampment (years)

−0.09

[−0.17, ⍰⍰0.01]

0.03

−0.07

[−0.15, 0.02]

0.14

Partner, not living together (ref = no partner)

−0.80

[−2.43, 0.83]

0.33

−1.05

[−2.85, 0.74]

0.19

Partner, living together (ref = no partner)

−1.17

[−2.70, 0.35]

0.12

−1.28

[−2.80, 0.24]

0.10

Number of children

−0.01

[−0.27, 0.25]

0.94

−0.01

[−0.26, 0.24]

0.94

Past year IPV: yes (ref = no)

1.60

[0.24, 2.95]

0.02

Past year NPV: yes (ref = no)

1.07

[−0.26, 2.41]

0.11

Any NPV before Dadaab: yes (ref = no)

1.54

[−0.20, 3.28]

0.07

N

204

204

204

R-squared

0.77

0.77

0.78

AIC

1198

1199

1195

RMSE

4.52

4.48

4.40
(Continued )

7

<0.001

7.03
7.51
RMSE

7.35

1405
AIC

1385

0.80
R-squared

0.82

204
N

1401

[3.15, 8.26]
5.71

204
Any NPV before Dadaab: yes (ref = no)

0.24
1.26
Past year NPV: yes (ref = no)

[−0.93, 3.45]

0.72

0.37
[−0.19, 0.51]

[−1.81, 2.62]
0.41

0.16
Number of children

Age (years), mean centred

AIC, Akaike information criterion; IPV, intimate partner violence; NPV, non-partner violence; RMSE, root-mean-square error.

0.81

204

[−0.23, 0.54]
0.16

0.42
Past year IPV: yes (ref = no)

0.04
[−5.14, −0.04]
−2.59
[−6.13, −0.98]
−3.56
Partner, living together (ref = no partner)

0.007

0.20

0.53
[−0.18, 0.08]

[−4.06, 0.86]
−1.60

−0.05
0.04

0.12

[−0.27, −0.02]

[−4.74, 0.11]

−0.15

−2.32

Length of encampment (years)

Partner, not living together (ref = no partner)

0.27
[−0.20, 0.05]
−0.07
[−0.14, 0.10]
−0.02

0.75

0.05
[0.03, 4.49]
2.26
0.007
[0.86, 5.29]
3.07
0.006
3.04
Any functional disability: yes (ref = no)

[0.88,5.19]

p value
95% CI
95% CI
Coef
PTSD linear regression model

Unadjusted

p value

Coef

Adjusted (not including violence items)

Coef

95% CI

p value
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Adjusted (including violence items)
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continued to have a long-term impact on women’s mental health –
women who reported NPV before arriving in Dadaab had higher
levels of depression and PTSD. A sensitivity analysis demonstrated
that our findings remained consistent when the definition of functional disability was restricted to exclude women with depression
symptomology (i.e. difficulty remembering/concentrating).
Our findings are consistent with other research conducted in
non-humanitarian settings. Our study extends these findings
and importantly adds to the evidence base as one of the first to
examine the levels of disability and mental health conditions
among a cohort of refugee women accessing GBV response services in a camp setting. There is limited evidence examining the
intersection of disability, violence, and mental health within
GBV services in a refugee camp setting. Our research findings
highlight the importance of having refugee camp services that
are accessible to and address the mental health needs of, refugees
with disabilities who have experienced violence. Other research
has found that people with disabilities may be at increased risk
of poor mental health, due to lack of social support, extreme marginalisation, stigma, discrimination, and additional barriers to
accessing health and social services (Ganle et al., 2020; Stern
et al., 2020). Therefore, the implications for our findings are primarily programmatic – women with disabilities who have experienced violence must be able to access GBV response services and
these services must address their mental health needs. This can be
accomplished through screening for mental health and disability
combined with disability-inclusive outreach within GBV response
programming to ensure that case workers can effectively address
the needs of survivors with disabilities and incorporate necessary
rehabilitation or specialised services.
Our findings also suggest that women with more severe disabilities are not reaching GBV response services. Women with
more severe physical or cognitive disabilities did not access the
GBV services, suggesting that they may have faced challenges getting to theservices. All women enrolled in the cohort study
reported challenges accessing services, especially due to the
on-going camp closure and repatriation processes that were
underway during the cohort study (Hossain et al., 2018; Muuo
et al., 2020). Therefore, it is feasible that women with more severe
disabilities faced significant difficulties accessing GBV response
services within the camp. There is a need to expand outreach
activities to ensure that women and girls at higher risk of violence
and discrimination have access to services on an equal basis and
without barriers. One promising way to achieve this is through
task-sharing with refugee community workers who have been
trained to help improve access to refugees with disabilities
(Hossain et al., 2018). GBV response programmes can also
improve access by engaging with local disability actors to increase
promotion and access to services. Other research has highlighted
the challenges of delivering IPV programming for people with
disabilities in developing countries (Dunkle et al., 2018; Stern
et al., 2020).
Several limitations need to be considered when evaluating the
findings. Due to logistical, budgetary, and ethical constraints, we
were unable to survey a control group, therefore, we are unable to
assess differences with women who did not access GBV response
services. In addition, this study was designed to recruit at least 400
women; however, only 209 women were enrolled in the study due
to threats of a camp closure and repatriation that coincided with
the start of the cohort study. Our analyses, therefore, had limited
power to detect associations within sub-sets of the data including
whether disability moderated the relationship between our GBV
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measures and mental health symptomology (and vice versa). In
particular, we are unable to examine the association of violence
and mental health among older women and adolescent girls
with disabilities as our cohort did not include anyone under 18,
and few women were older than 45 years old (n = 8). For ethical
and safety reasons, women were screened by professional caseworkers before being invited to participate in the study. Women
with intellectual disabilities, psychosocial disabilities, and who
were experiencing severe GBV may have been assessed by the
caseworker as unable to participate without causing further
trauma and were not enrolledin the study. This would have led
to underestimations in the associations between disability and
mental health symptomology.
The WG-SS of questions used to measure disability does not
include mental health conditions, therefore, women with psychosocial disabilities are also likely to be under-detected in our
cohort. There were also few women who reported sensory impairments related vision or hearing which could indicate that GBV
services were not accessible to women with some types of disabilities. The study was focused on women accessing services; therefore, we do not know the prevalence of disability among women
who are not attending GBV services.
Violence can worsen an existing disability or lead to a new
impairment, including mental health conditions such as anxiety,
depression, and PTSD. It is, therefore, possible that GBV acted as
a mediator or effect modifier in our models; however, we were
unable to determine the temporal nature of the associations between
disability, violence, and mental health. Further, due to the limited
sample size and cross-sectional data, we are unable to conclude if
depression, PTSD, or anxiety contributed to the types of disabilities
reported or increased the risk of experiencing violence.
Finally, our survey did not capture all experiences of GBV as
27% of all women accessing services reported no past-year GBV
experience and 12% reported no lifetime GBV experience.
Free-text fields to record the reason of the service visit revealed
that many of these women accessed the GBV services in response
to threats and intimidation from within the community or their
own families. However, the survey did not capture emotional distress caused by non-partners, which may explain why some
women appear to have no lifetime experiences of GBV in the
study data, although they were eligible to receive services. In addition, violence against people with disabilities can include restriction of movement, denial of access to assistive devices or services,
forced medical treatment (including forced sterilisation or use of
drugs), and other forms of deprivations of rights (Dunkle et al.,
2018; Stern et al., 2020): questions about which were not included
in our survey. There were also low reports of sexual violence
among women enrolled in the cohort. Although they attended
the GBV services voluntarily and interviews were conducted in
a safe environment, it is likely that the stigma attached to sexual
violence, in particular, its implications on a woman’s perceived
‘honour’, led to under-reporting of this particular subtype of violence. In addition, it is probable that recall bias affected reporting
for some acts of historical violence.
Conclusion
This study fills an important evidence gap in understanding the
service delivery needs of women accessing GBV response services
within refugee camp settings. Disability is a key factor in any
intersectional analysis completed by GBV actors to inform inclusive GBV programming. GBV actors should consider barriers and
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risks facing diverse women and girls on the basis of their gender,
age, socio-economic status, race, ethnicity, religion, language, sexual
orientation, gender identity, and other locally relevant factors.
Actions to include women and girls with disabilities within GBV
programming should not be a standalone or separate activity but
an inherent part of quality GBV programming. A survivor-centred,
feminist approach to implement GBV programming is well-aligned
with disability activism and minimum standards for GBV programming in humanitarian settings (Inter-Agency Standing Committee
(IASC), 2015; IASC Task Team on Inclusion of Persons with
Disabilities in Humanitarian Action, 2019). Both promote programming which is led by, and accountable to, women and girls with disabilities; focuses on the inherent strengths of diverse women and
girls; and calls out the systemic inequality-based gender and disability which undermines the rights of women and girls with disabilities
to safe and equitable access to humanitarian aid and to pursue their
potential, free from violence and inequality.
Further research is urgently needed within humanitarian settings to understand the extent of violence against women, men,
and children with disabilities and how to effectively provide programming that prevents and responds to various forms of gendered and discriminatory violence. GBV programming must
seek ways to become more inclusive so that persons with disabilities are able to access and utilise psychosocial, medical, justice,
and other needed services.
Data
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uk/1511 on reasonable request.
Acknowledgements. We acknowledge the contributions of our field interviewers, who worked under challenging conditions to collect data for this
study. We also acknowledge the tireless and, at times, dangerous work of
the refugee community workers and other staff members who contributed
to the design, data collection and interpretation of this data. Members of
the What Works International Advisory Board and the Kenya Technical
Advisory Group were instrumental in informing the design of this study.
Author contributions.
MH was responsible for the conceptualization and design of the study. CI, GF, AM, and
LB contributed to the design of the study. CI was responsible for country-level supervision and implementation of research activities. AM, SKM, SWM, LB, GF, and TH were
responsible for fieldwork and data quality. JS, GF, SKM, and SWM were responsible for
data collection training. RP was responsible for statistical data analysis. MH and RP were
responsible for the interpretation of the data. MH drafted the manuscript which was
reviewed and edited by all authors. MH and RP had full access to all the data in the
study and take responsibility for the integrity of the data and the accuracy of the data analysis. All authors read and approved the final manuscript.

Financial support. This article is an output from the What Works to Prevent
Violence Against Women and Girls in Conflict and Humanitarian Crises
research programme which is funded by the United Kingdom Government’s
Department for International Development (DFID) (PO6256). However, the
views expressed and information contained in this article are not necessarily
those of or endorsed by DFID and do not necessarily reflect the department’s
official policies. Additional funding for writing this article was received from
the Wellcome Trust Institutional Strategic Support Fund (204928/Z/16/Z) and
the UKRI GCRF Gender, Justice and Security Hub (AH/S004025/1).
Conflict of interest. The authors declare that they have no conflict of
interest.
Ethical standards. The Ethics Committee at the London School of Hygiene
& Tropical Medicine and the Scientific Review Committee of the African
Medical and Research Foundation approved the study in 2015. The study

Downloaded from https://www.cambridge.org/core. IP address: 92.104.234.226, on 05 Nov 2020 at 07:28:21, subject to the Cambridge Core terms of use, available at
https://www.cambridge.org/core/terms. https://doi.org/10.1017/gmh.2020.23

10
was also reviewed and approved by the UN High Commission on Refugees in
Kenya. All participants provided informed consent, which included an acknowledgement that their participation was voluntary and would not influence their
access to any services within the camp. No monetary compensation was
provided.

References
Abu Suhaiban H, Grasser LR, Javanbakht A (2019) Mental health of refugees
and torture survivors: a critical review of prevalence, predictors, and integrated care. International Journal of Environmental Research and Public
Health 16(13), 2309. doi: 10.3390/ijerph16132309.
Ba I, Bhopal RS (2017) Physical, mental and social consequences in civilians
who have experienced war-related sexual violence: a systematic review
(1981–2014). Public Health 142, 121–135. doi: 10.1016/j.puhe.2016.07.019.
Betancourt TS, Agnew-Blais J, Gilman SE, Williams DR, Ellis BH (2010)
Past horrors, present struggles: the role of stigma in the association between
war experiences and psychosocial adjustment among former child soldiers
in Sierra Leone. Social Science & Medicine 70(1), 17–26. doi: 10.1016/
j.socscimed.2009.09.038.
Beydoun HA, Beydoun MA, Kaufman JS, Lo B, Zonderman AB (2012)
Intimate partner violence against adult women and its association with
major depressive disorder, depressive symptoms and postpartum depression: a systematic review and meta-analysis. Social Science & Medicine 75
(6), 959–975. doi: 10.1016/j.socscimed.2012.04.025.
Bogic M, Njoku A, Priebe S (2015) Long-term mental health of war-refugees: a
systematic literature review. BMC International Health and Human Rights 15,
29. doi: 10.1186/s12914-015-0064-9.
Brütt AL, Schulz H, Andreas S (2013) Development of an ICF-based core set
of activities and participation for patients with mental disorders: an
approach based upon data. Clinical Rehabilitation 27(8). doi: 10.1177/
0269215513475805.
Campbell JC, Lewandowski LA (1997) Mental and physical health effects of
intimate partner violence on women and children. The Psychiatric Clinics of
North America, 20(2), 353–374. Available at http://www.ncbi.nlm.nih.gov/
pubmed/9196919.
Dembo RS, Mitra M, McKee M (2018) The psychological consequences of
violence against people with disabilities. Disability and Health Journal 11
(3), 390–397. doi: 10.1016/j.dhjo.2018.01.006.
Devries K, Kuper H, Knight L, Allen E, Kyegombe N, Banks LM, Kelly S,
Naker D (2018) Reducing physical violence toward primary school students
with disabilities. Journal of Adolescent Health 62(3), 303–310. doi: 10.1016/
j.jadohealth.2017.09.004.
Dillon G, Hussain R, Loxton D, Rahman S (2013) Mental and physical
health and intimate partner violence against women: a review of the literature. International Journal of Family Medicine 2013, 313909. doi: 10.1155/
2013/313909.
Dossa NI, Zunzunegui MV, Hatem M, Fraser WD (2014) Mental health disorders among women victims of conflict-related sexual violence in the Democratic
Republic of Congo. Journal of Interpersonal Violence 30(13), 2199–2220. doi:
10.1177/0886260514552447.
Dunkle KL, van der Heijden I, Stern E and Esnat C (2018) Disability and
violence against women and girls: emerging evidence from the what
works to prevent violence against women and girls global programme.
Available at https://www.whatworks.co.za/documents/publications/195disability-brief-whatworks-23072018-web/file.
Fazel M, Wheeler J, Danesh J (2005) Prevalence of serious mental disorder in
7000 refugees resettled in western countries: a systematic review. Lancet 365
(9467), 1309–1314. doi: 10.1016/S0140-6736(05)61027-6.
Feyera F, Mihretie G, Bedaso A, Gedle D, Kumera G (2015) Prevalence of
depression and associated factors among Somali refugee at Melkadida
camp, southeast Ethiopia: a cross-sectional study. BMC Psychiatry 15,
171. doi: 10.1186/s12888-015-0539-1.
Ganle J, Baatiema L, Quansah R, Danso-Appiah A (2020) Barriers facing
persons with disability in accessing sexual and reproductive health services
in sub-Saharan Africa: a systematic review. PLoS One 15(10), e0238585. doi:
10.1371/journal.pone.0238585.

Mazeda Hossain et al.
García-Moreno C, Jansen HA, Ellsberg M, Heise L, Watts CH (2005). WHO
multi-country study on women’s health and domestic violence against
women study team. Prevalence of intimate partner violence: findings
from the WHO multi-country study on women’s health and domestic violence. Lancet 368(9543), 1260–1209. doi: 10.1016/S0140-6736(06)69523-8.
Gupta J, Cardoso LF, Ferguson G, Shrestha B, Shrestha PN, Harris C, Groce
N, Clark CJ (2018) Disability status, intimate partner violence and perceived social support among married women in three districts of the
Terai region of Nepal. BMJ Global Health 3(5), e000934. doi: 10.1136/
bmjgh-2018-000934.
Hossain M, Izugbara C, McAlpine A, Muthuri S, Bacchus L, Muuo S, Kohli A,
Egesa C, Pearson R, Franchi G and MacRae M (2018) ‘Violence, uncertainty,
and resilience among refugee women and community workers: an evaluation
of gender-based violence case management services in the Dadaab refugee
camps’. Available at https://www.rescue-uk.org/sites/default/files/document/
1638/whatworksdadaabreportlowres.pdf.
Hossain M, McAlpine A (2017) Gender Based Violence Research
Methodologies in Humanitarian Settings: An Evidence Review and
Recommendations. Elhra: Cardiff (UK),
Available at: https://www.elrha.org/researchdatabase/gender-based-violence-research-methodologieshumanitarian-settings/.
Hossain M, Zimmerman C, Kiss L, Abramsky T, Kone D, BakayokoTopolska M, Annan J, Lehmann H, Watts C (2014a) ‘Working with
men to prevent intimate partner violence in a conflict-affected setting: a
pilot cluster randomized controlled trial in rural Côte d’Ivoire’. BMC
Public Health 14, 339. doi: 10.1186/1471-2458-14-339.
Hossain M, Zimmerman C, Kiss L, Kone D, Bakayoko-Topolska M, Manan
DK, Lehmann H, Watts C (2014b) ‘Men’s and women’s experiences of violence and traumatic events in rural Cote d’Ivoire before, during and after a
period of armed conflictt’. BMJ Open 4(2), e003644. doi: 10.1136/bmjopen2013-003644.
Hughes K, Bellis MA, Jones L, Wood S, Bates G, Eckley L, McCoy E, Mikton
C, Shakespeare T, Officer A (2012) Prevalence and risk of violence against
adults with disabilities: a systematic review and meta-analysis of observational studies. Lancet 379(9826), 1621–1629. doi: 10.1016/S0140-6736(11)
61851-5.
Hunt N, Gakenyi M (2005) Comparing refugees and nonrefugees: the Bosnian
experience. Journal of Anxiety Disorders 19(6), 717–23. doi: 10.1016/j.janxdis.2004.08.004.
Hustache S, Moro M-R, Roptin J, Souza R, Gansou GM, Mbemba A,
Roederer T, Grais RF, Gaboulaud V, Baubet T (2009) Evaluation of psychological support for victims of sexual violence in a conflict setting: results from
Brazzaville, Congo. International Journal of Mental Health Systems 3(1), 7.
doi: 10.1186/1752-4458-3-7.
IASC Task Team on Inclusion of Persons with Disabilities in
Humanitarian Action (2019) IASC Guidelines: Inclusion of persons with
disabilities in humanitarian action. Available at https://interagencystandingcommittee.org/iasc-task-team-inclusion-persons-disabilities-humanitarianaction/documents/iasc-guidelines.
Inter-Agency Standing Committee (IASC) (2015) Guidelines for integrating
gender-based violence interventions in humanitarian action: Reducing risk,
promoting resilience and aiding recovery. Available at https://interagencystandingcommittee.org/working-group/iasc-guidelines-integrating-genderbased-violence-interventions-humanitarian-action.
International Centre for Evidence in Disability (ICED) (2019) Disability and
Mental Health Among Syrian Refugees in Sultanbeyli, Istanbul – 2019 Survey
Report – Relief International. London: International Centre for Evidence in
Disability (ICED). Available at https://www.ri.org/disability-and-mentalhealth-among-syrian-refugees-in-sultanbeyli-istanbul-2019-survey-report/.
Izugbara C, Muthuri S, Muuo S, Egesa C, Franchi G, McAlpine A, Bacchus
L, Hossain M (2018) ‘They Say Our Work Is Not Halal’: Experiences and
Challenges of Refugee Community Workers Involved in Gender-Based
Violence Prevention and Care in Dadaab, Kenya. Journal of Refugee
Studies fey055. doi: 10.1093/jrs/fey055.
Johnson H, Thompson A (2008) The development and maintenance of posttraumatic stress disorder (PTSD) in civilian adult survivors of war trauma
and torture: a review. Clinical Psychology Review 28(1), 36–47. doi:
10.1016/j.cpr.2007.01.017.

Downloaded from https://www.cambridge.org/core. IP address: 92.104.234.226, on 05 Nov 2020 at 07:28:21, subject to the Cambridge Core terms of use, available at
https://www.cambridge.org/core/terms. https://doi.org/10.1017/gmh.2020.23

Global Mental Health
Jones L, Bellis MA, Wood S, Hughes K, McCoy E, Eckley L, Bates G, Mikton
C, Shakespeare T, Officer A (2012) Prevalence and risk of violence against
children with disabilities: a systematic review and meta-analysis of observational studies. Lancet 380(9845), 899–907. doi: 10.1016/S0140-6736(12)
60692-8.
Kalt A, Hossain M, Kiss L, Zimmerman C (2013) Asylum seekers, violence
and health: a systematic review of research in high-income host countries.
American Journal of Public Health 103(3), e30–42. doi: 10.2105/
AJPH.2012.301136.
Kinne S, Patrick DL, Doyle DL (2004) Prevalence of secondary conditions
among people with disabilities. American Journal of Public Health 94(3),
443–445. doi: 10.2105/AJPH.94.3.443.
Kostanjsek N (2011) Use of The international classification of functioning,
disability and health (ICF) as a conceptual framework and common language for disability statistics and health information systems. BMC Public
Health 11(Suppl 4), S3. doi: 10.1186/1471-2458-11-S4-S3.
Kouyoumdjian FG, Findlay N, Schwandt M, Calzavara LM (2013) A systematic review of the relationships between intimate partner violence and HIV/
AIDS. PLoS One 8(11), e81044. doi: 10.1371/journal.pone.0081044.
Kroenke K, Spitzer RL, Williams JBW (2001) The PHQ-9: validity of a brief
depression severity measure. Journal of General Internal Medicine 16(9),
606–613. doi: 10.1046/j.1525-1497.2001.016009606.x.
Leon AC, Heo M (2009) Sample sizes required to detect interactions between
two binary fixed-effects in a mixed-effects linear regression model.
Computational Statistics and Data Analysis 53(3), 603–608. doi: 10.1016/
j.csda.2008.06.010.
Linden M (2017) Definition and assessment of disability in mental disorders
under the perspective of the international classification of functioning disability and health (ICF). Behavioral Sciences and the Law 35(2), 124–134. doi:
10.1002/bsl.2283.
Madans JH, Altman BM, Rasch EK, Mbogoni M, Synneborn M, Banda J,
Me A, DePalma E (2004) ‘Washington Group Position Paper: Proposed
Purpose of an Internationally Comparable General Disability Measure’,
pp. 1–12. Available at: https://www.cdc.gov/nchs/data/washington_group/
wg_purpose_paper.pdf.
Marshall J, Barrett H (2018) Human rights of refugee-survivors of sexual and
gender-based violence with communication disability. International Journal
of Speech-Language Pathology 20(1), 44–49. doi: 10.1080/17549507.2017.
1392608.
McAlpine A, Bacchus LJ, Muuo SW, Muthuri S, Bangha M, Izugbara C,
Franchi G, Hess T, Spangaro J, Pearson R, Hossain M (2020) Research
challenges in evaluating gender-based violence response services in a
refugee camp. Global Health Action 13(1). doi: 10.1080/16549716.2020.
1820713.
McLaughlin J, O’Carroll RE, O’Connor RC (2012) Intimate partner abuse and
suicidality: a systematic review. Clinical Psychology Review 32(8), 677–689. doi:
10.1016/j.cpr.2012.08.002.
Mikton C, Maguire H, Shakespeare T (2014) A systematic review of the
effectiveness of interventions to prevent and respond to violence against
persons with disabilities. Journal of Interpersonal Violence 29(17), 3207–
3226. doi: 10.1177/0886260514534530.
Mirza M (2015) Disability-inclusive healthcare in humanitarian camps: pushing the boundaries of disability studies and global health. Disability and the
Global South 2(1), 479–500. doi: https://disabilityglobalsouth.files.wordpress.com/2012/06/dgs-02-01-05.pdf.
Mollica RF, Caspi-Yavin Y, Bollini P, Truong T, Tor S, Lavblle J (1992) The
Harvard Trauma Questionnaire. Validating a cross-cultural instrument for
measuring torture, trauma, and posttraumatic stress disorder in
Indochinese refugees. Journal of Nervous and Mental Disease 180(2),
111–116.
Murphy M, Bingenheimer JB, Ovince J, Ellsberg M, Contreras-Urbina M
(2019) The effects of conflict and displacement on violence against adolescent girls in South Sudan: the case of adolescent girls in the protection of
civilian sites in Juba. Sexual and Reproductive Health Matters 27(1),
1601965. doi: 10.1080/26410397.2019.1601965.
Muuo S, Muthuri SK, Mutua MK, McAlpine A, Bacchus LJ, Ogego H,
Bangha M, Hossain M, Izugbara C (2020) Barriers and facilitators to careseeking among survivors of gender-based violence in the Dadaab refugee

11
complex. Sexual and Reproductive Health Matters 28(1), 1722404. doi: 10.
1080/26410397.2020.1722404.
Nallusamy V, Afgarshe M, Shlosser H (2016) Reliability and validity of
Somali version of the PHQ-9 in primary care practice. The International
Journal of Psychiatry in Medicine 51(6), 508–520. doi: 10.1177/
0091217417696732.
Nosek MA, Foley CC, Hughes RB, Howland CA (2001) Vulnerabilities for
abuse among women with disabilities. Sexuality and Disability 19, 177–
189. doi: 10.1023/A:1013152530758.
Pico-Alfonso MA, Garcia-Linares MI, Celda-Navarro N, Blasco-Ros C,
Echeburua E, Martinez M (2006) ‘The impact of physical, psychological,
and sexual intimate male partner violence on women’s mental health: depressive symptoms, posttraumatic stress disorder, state anxiety, and suicide’.
Journal of Womens Health 15(5), 599–611. doi: 10.1089/jwh.2006.15.599.
Puri M, Misra G, Hawkes S (2015) Hidden voices: prevalence and risk factors
for violence against women with disabilities in Nepal. BMC Public Health
15, 261. doi: 10.1186/s12889-015-1610-z.
Roberts B, Browne J (2011) A systematic review of factors influencing the psychological health of conflict-affected populations in low- and
middle-income countries. Global Public Health 6(8), 814–829. doi: 10.
1080/17441692.2010.511625.
Rohwerder B (2015) Disability Inclusion: Topic Guide. GSDRC, University of
Birmingham: Birmingham, UK. Available at https://opendocs.ids.ac.uk/
opendocs/bitstream/handle/20.500.12413/7174/DisabilityInclusion.pdf.
Satyanarayana VA, Chandra PS, Vaddiparti K (2015) Mental health consequences of violence against women and girls. Current Opinion in
Psychiatry 28(5), 350–356. doi: 10.1097/YCO.0000000000000182.
Scolese A, Asghar K, Pla Cordero R, Roth D, Gupta J, Falb KL (2020a)
Disability status and violence against women in the home in North Kivu,
Democratic Republic of Congo. Global Public Health 15(7), 985–998. doi:
10.1080/17441692.2020.1741661.
Scolese A, Roth D, O’Connor M, De Dieu Hategekimana J, Falb KL (2020b)
In-law-perpetrated abuse against women in North Kivu, Democratic
Republic of Congo. International Journal of Gynecology and Obstetrics
148(3), 405–406. doi: 10.1002/ijgo.13005.
Shaw SA, Funk M (2019) A systematic review of social service programs serving refugees. Research on Social Work Practice 29(8), 847–862. doi: 10.1177/
1049731518824405.
Silove D, Liddell B, Rees S, Chey T, Nickerson A, Tam N, Zwi AB, Brooks
R, Sila LL, Steel Z (2014) Effects of recurrent violence on post-traumatic
stress disorder and severe distress in conflict-affected Timor-Leste: a
6-year longitudinal study. The Lancet Global Health 2(5), E293–E300.
doi: 10.1016/S2214-109X(14)70196-2.
Sipsma HL, Falb KL, Willie T, Bradley EH, Bienkowski L, Meerdink N,
Gupta J (2015) Violence against Congolese refugee women in Rwanda
and mental health: a cross-sectional study using latent class analysis. BMJ
Open 5(4), e006299. doi: 10.1136/bmjopen-2014-006299.
Spitzer RL, Kroenke K, Williams JBW, Löwe B (2006) A brief measure for
assessing generalized anxiety disorder: the GAD-7. Archives of Internal
Medicine 166(10), 1092–1097. doi: 10.1001/archinte.166.10.1092.
Steel Z, Chey T, Silove D, Marnane C, Bryant RA, Van Ommeren M (2009)
Association of torture and other potentially traumatic events with mental
health outcomes among populations exposed to mass conflict and displacement: a systematic review and meta-analysis. JAMA – Journal of the
American Medical Association 302(5), 537–549. doi:10.1001/jama.2009.1132.
Stern E, van der Heijden I and Dunkle K (2020) How people with disabilities
experience programs to prevent intimate partner violence across four countries.
Evaluation and Program Planning 79. doi:10.1016/j.evalprogplan.2019.101770
Tol WA, Kohrt BA, Jordans MJD, Thapa SB, Pettigrew J, Upadhaya N, de
Jong JTVM (2010) Political violence and mental health: a multidisciplinary review of the literature on Nepal. Social Science & Medicine
(1982) 70(1), 35–44. doi: 10.1016/j.socscimed.2009.09.037.
UNFPA (2015) Minimum standards for prevention and response to genderbased violence in emergencies. Available at http://www.unfpa.org/sites/
default/files/pub-pdf/GBVIE.Minimum.Standards.
Publication.FINAL_.ENG_.pdf.
UNHCR (2017) ‘Dadaab Refugee Camps, Kenya UNHCR Dadaab bi-Weekly
Update 1–15 May 2017’. Kenya: UNHCR. Available at https://www.unhcr.

Downloaded from https://www.cambridge.org/core. IP address: 92.104.234.226, on 05 Nov 2020 at 07:28:21, subject to the Cambridge Core terms of use, available at
https://www.cambridge.org/core/terms. https://doi.org/10.1017/gmh.2020.23

12
org/ke/wp-content/uploads/sites/2/2017/05/15th-May-UNHCR-Dadaab-biweekly-Update.pdf.
Usta J, Farver JAM, Zein L (2008) Women, war, and violence: surviving the
experience. Journal of Women’s Health (2002) 17(5), 793–804. doi: 10.1089/
jwh.2007.0602.
Washington Group on Disability Statistics (2019) WG Short Set on Functioning
(WG-SS). Washington Group on Disability Statistics: US National Center for
Health Statistics: Hyattsville, Maryland (USA), https://www.washingtongroupdisability.com/question-sets/wg-short-set-on-functioning-wg-ss/.
World Health Organization (2002). Towards a Common Language for
Functioning, Disability and Health (ICF): The International Classification

Mazeda Hossain et al.
of Functioning, Disability and Health . World Health Organization:
Geneva (Switzerland), Available at: https://www.who.int/classifications/icf/
training/icfbeginnersguide.pdf.
World Health Organization (2016) Ethical and Safety Recommendations for
Intervention Research on Violence Against Women. Geneva, Switzerland:
World Health Organization (WHO). Available at: https://www.who.int/
reproductivehealth/publications/violence/intervention-research-vaw/en/.
World Health Organization (WHO) and The World Bank (2011) World
Report on Disability. Geneva, Switzerland: World Health Organization and
The World Bank. Available at https://www.who.int/publications-detail/worldreport-on-disability.

Downloaded from https://www.cambridge.org/core. IP address: 92.104.234.226, on 05 Nov 2020 at 07:28:21, subject to the Cambridge Core terms of use, available at
https://www.cambridge.org/core/terms. https://doi.org/10.1017/gmh.2020.23

