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Summary
Background Violence against women and against children are human rights violations with lasting harms to survivors 
and societies at large. Intimate partner violence (IPV) and sexual violence against children (SVAC) are two major 
forms of such abuse. Despite their wide-reaching effects on individual and community health, these risk factors have 
not been adequately prioritised as key drivers of global health burden. Comprehensive x§and reliable estimates of the 
comparative health burden of IPV and SVAC are urgently needed to inform investments in prevention and support 
for survivors at both national and global levels.

Methods We estimated the prevalence and attributable burden of IPV among females and SVAC among males and 
females for 204 countries and territories, by age and sex, from 1990 to 2023, as part of the Global Burden of Diseases, 
Injuries, and Risk Factors Study 2023. We searched several global databases for data on self-reported exposure to IPV 
and SVAC and undertook a systematic review to identify the health outcomes associated with each of these risk 
factors. We modelled IPV and SVAC prevalence using spatiotemporal Gaussian process regression, applying data 
adjustments to account for measurement heterogeneity. We employed burden-of-proof methodology to estimate 
relative risks for outcomes associated with IPV and SVAC. These estimates informed the calculation of population 
attributable fractions, which were then used to quantify disability-adjusted life-years (DALYs) attributable to each risk 
factor.

Findings Globally, in 2023, we estimated that 608 million (95% uncertainty interval 518–724) females aged 15 years 
and older had ever been exposed to IPV, and 1·01 billion (0·764–1·48) individuals aged 15 years and older had 
experienced sexual violence during childhood. 18·5 million (8·74–30·0) DALYs were attributed to IPV among females 
and 32·2 million (16·4–52·5) DALYs were attributed to SVAC among males and females in 2023. IPV and SVAC were 
among the top contributors to the global disease burden in 2023, particularly among females aged 15–49 years, 
ranking as the fourth and fifth leading risk factors, respectively, for DALYs in this group. Among the eight health 
outcomes found to be associated with IPV, anxiety disorders and major depressive disorder were the leading causes of 
IPV-attributed DALYs, accounting for 5·43 million (–1·25 to 14·6) and 3·96 million (1·71 to 6·92) DALYs in 2023, 
respectively. SVAC was associated with 14 health outcomes, including mental health disorder, substance use disorder, 
and chronic and infectious disease outcomes. Self-harm and schizophrenia were the leading causes of SVAC-
attributed burden, with SVAC accounting for 6·71 million (2·00 to 12·7) DALYs due to self-harm and 4·15 million 
(–1·92 to 13·1) DALYs due to schizophrenia in 2023.

Interpretation IPV and SVAC are substantial contributors to global health burden, and their health consequences span 
a variety of individual health outcomes. Importantly, mental health disorders account for the greatest share of disease 
burden among survivors. Investing in prevention of these avoidable risk factors has the potential to avert millions of 
DALYs and considerable premature mortality each year. Our findings represent strong evidence for global and national 
leaders to elevate IPV and SVAC among public health priorities. Sustained investments are needed to prevent IPV and 
SVAC and to implement interventions focused on supporting the complex social and health needs of survivors.

Funding Gates Foundation.

Copyright © 2025 The Author(s). Published by Elsevier Ltd. This is an Open Access article under the CC BY 4.0 
license. 

Introduction
Violence against women and violence against children 
constitute individual human rights violations and, 
collectively, represent an underestimated global health 

crisis. Intimate partner violence (IPV) and sexual 
violence against children (SVAC) are major forms of 
such abuse, with both immediate and long-lasting effects 
on health and wellbeing. According to WHO and 
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UNICEF, nearly one-third of ever-partnered women have 
experienced physical or sexual IPV,1 while almost 
one in five women and one in seven men have suffered 
sexual abuse before the age of 18 years.2,3

Exposure to IPV and to SVAC have been linked to a 
wide range of health conditions—with both fatal and 
non-fatal consequences—including physical injuries, 
chronic diseases, reproductive health issues, and several 
mental health disorders.4–8 Moreover, the repercussions 
extend beyond individual survivors to affect families and 
communities, fostering cycles of violence and 

intergenerational trauma.9,10 These adverse effects, along 
with corresponding social and economic costs, 
undermine collective wellbeing, human capital, and 
development potential.11–13

The response to violence against women and children 
has been a critical concern for international organisations, 
including WHO, the UN Entity for Gender Equality and 
the Empowerment of Women (UN Women), and 
UNICEF. Over the past decade, these organisations have 
developed comprehensive strategies and frameworks to 
assist member states in implementing evidence-based 

Research in context

Evidence before this study
Numerous individual and meta-analytic studies have assessed 
the magnitude of intimate partner violence (IPV) and sexual 
violence against children (SVAC), providing essential insights 
into their global prevalence. WHO estimates that 27% of ever-
partnered women aged 15–49 years have experienced physical 
or sexual IPV, while UNICEF estimates that 1 in 5 girls and 
women and 1 in 7 boys and men alive today have been 
subjected to sexual violence as children. Country-level 
prevalence estimates, however, remain limited by data scarcity. 
Furthermore, the health effects of IPV and SVAC have been 
mostly analysed at the individual level, with several meta-
analyses finding a link between these exposures and various 
health outcomes. Most recently, a comprehensive systematic 
review and meta-analysis effort spanning data from 1970 
to 2023, which used robust relative risk estimation techniques, 
found highly significant and consistent associations between 
IPV and SVAC and a wide range of adverse outcomes, including 
mental health conditions, physical injuries, and HIV. However, 
there is a notable lack of timely and detailed research on the 
overall population-level health effects. Previous analyses from 
the Global Burden of Diseases, Injuries, and Risk Factors Study 
(GBD) have connected IPV and SVAC with a limited number of 
outcomes, thereby underestimating their full health burden.

Added value of this study
We provide comprehensive and timely estimates of the disease 
burden attributable to IPV and SVAC for 204 locations. This 
study updates and expands previous estimates produced as 
part of GBD by incorporating several methodological 
improvements, including updated data sources, solutions to 
differential reporting challenges, and a systematic evaluation of 
new risk–outcome associations. Specifically, compared with the 
previous GBD cycle (GBD 2021), we incorporated 195 new 
sources of data to refine IPV prevalence estimates and an 
additional 211 sources to enhance SVAC prevalence estimates, 
thereby strengthening the data foundation of our analyses. We 
also introduced substantive methodological advances in our 
SVAC exposure estimation process. In particular, we revised the 
definition of SVAC—extending the age range of exposure from 
before 15 years to before 18 years—to align with international 
classifications of violence against children. To address a 
persistent challenge in violence research, we also adjusted our 

SVAC estimates for differential reporting across survey modes. 
In addition, our systematic reviews and meta-analyses enabled 
the assessment of a greater number of long-term health 
outcomes linked to IPV and SVAC, expanding upon those 
included in previous GBD rounds. Risk–outcome pairs were 
added in GBD 2023 based on data-driven determination of a 
risk–outcome association. For IPV, we included five additional 
causes of health burden, for a total of eight health outcomes. 
Similarly, for SVAC, the number of associated health outcomes 
increased from two in GBD 2021 to 14 in GBD 2023. Together, 
these improvements address some of the major limitations of 
estimating the disease burden attributable to SVAC and IPV in 
earlier GBD iterations and enhance our understanding of the 
magnitude of the health effects associated with these risks.

Implications of all the available evidence
Quantifying the disease burden attributable to IPV and SVAC is 
essential for enabling timely and effective interventions. 
Moreover, by leveraging the GBD comparative framework, we 
position IPV and SVAC alongside other major health threats, 
moving beyond viewing them solely as social or criminal 
concerns. Our results indicate that these risks contribute to a 
range of fatal and non-fatal outcomes and affect populations 
worldwide, regardless of their development status, and are 
particularly detrimental to young and middle-aged individuals. 
Given that coordinated responses can mitigate these risks, it is 
imperative to implement comprehensive prevention strategies 
to reduce the occurrence of IPV and SVAC, alongside 
multipronged support systems to address the complex 
recovery and healing needs of survivors. We strongly advocate 
integrating both prevention measures and survivor support 
into broader public health initiatives that also address mental 
health disorders, substance misuse, suicide, homicide, and HIV. 
Prioritising these risks in the global health agenda is essential 
for promoting global sustainability and protecting future 
generations. In addition, it should be acknowledged that our 
understanding of the scope of this problem continues to be 
limited by data sparsity on all forms of violence, including less 
studied forms, such as emotional, economic and reproductive 
abuse, and IPV against males. There is a continued need for 
further data collection and modelling efforts to more fully 
capture the true health impacts of violence against women 
and children.
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interventions that address the lifelong health needs of 
survivors and protect future generations.14–16 Interventions 
include, among others, establishing legal frameworks, 
promoting gender equitable norms, values, and 
relationships, and strengthening health system capacity 
to support survivors.17 However, most countries still do 
not have the essential resources, effective legislation, and 
robust enforcement mechanisms necessary to combat 
violence,18,19 threatening the achievement of the UN’s 
Sustainable Development Goals (SDGs) aimed at 
eliminating violence against women and girls and 
promoting peaceful societies.20 This gap underscores the 
urgent need for increased and accelerated advocacy, 
funding, and collaboration among governments, civil 
society, and international bodies to ensure that both 
prevention and intervention measures are adequately 
funded, implemented, and effectively integrated into 
national policies and practices.

Accurate and reliable estimates of violence against 
women and children, as well as their health consequences, 
are essential to guide both global and regional response 
efforts and for motivating investment in prevention and 
effective, multipronged support to survivors. Although 
IPV and SVAC have been incorporated into the Global 
Burden of Diseases, Injuries, and Risk Factors Study 
(GBD) since 2010, previous estimates have under
estimated their health burden, primarily due to the small 
number of outcomes identified as being associated with 
these risks. For GBD 2023, we conducted systematic 
reviews and meta-analyses that have allowed us to 
improve these estimates by identifying additional health 
outcomes associated with IPV and SVAC and by 
reassessing the magnitude of these health risks.4 This 
study examines the current global patterns of IPV and 
SVAC and their attributable disease burdens and 
provides estimates for 204 countries and territories, with 
analyses stratified by age and sex. The research presented 
in this Article has contributed to the work of the Lancet 
Commission on gender-based violence and maltreatment 
of young people,21 and was produced as part of the GBD 
Collaborator Network and in accordance with the GBD 
Protocol.22

Methods
Overview
For GBD 2023, we estimated the disease burden 
attributable to IPV against females and to SVAC among 
males and females for 204 countries and territories, 
stratified by age and sex, from 1990 to 2023. Our IPV case 
definition is the lifetime experience of at least one act of 
physical or sexual violence by a current or former 
intimate partner since the age of 15 years among females. 
This operational definition is consistent with how WHO 
measures and reports on IPV. Notably, it does not 
encompass psychological abuse or coercive control, 
reflecting the lack of a global consensus on measuring 
and defining psychological forms of partner violence23,24 

as well as the lack of sufficient evidence to robustly 
quantify their health risks in the context of GBD; our 
assessment criteria require at least three studies linking 
a given exposure to a health outcome. Similarly, while 
IPV affects both males and females, our estimation is 
restricted to females due to equally insufficient evidence 
to quantify health risks among males.

SVAC exposure is estimated for both males and 
females aged 15 years and older retrospectively reporting 
abuse that occurred in childhood, with health burden 
estimates reflecting the detrimental effects of such early-
life exposure to violence in adulthood. We defined SVAC 
as the lifetime prevalence of intercourse or other sexual 
contact (ie, fondling and other sexual touching) before 
the age of 18 years, where the contact was unwanted 
(ie, physically forced or coerced). In GBD 2023, we 
updated the case definition of SVAC by expanding the 
age range of exposure from before 15 years to before 
18 years to ensure consistency with international 
standards for classifying violence against children, 
specifically the International Classification of Violence 
Against Children framework.25 Notably, with this change, 
we recognise that females aged 15–17 years might 
experience violence that meets the case definitions for 
both IPV and SVAC—for example, sexual intimate 
partner violence experienced at age 16 years. However, 
our use of the comparative risk assessment (CRA) 
framework26 allows for this overlap in case definitions 
and prevalence models by assessing the independent 
contribution of each risk factor to global health burden.

In this analysis, we focus on describing what is 
currently known about these health risks and summarise 
the following key CRA analytical steps below: 
(1) estimating prevalence by age-sex-year-location; 
(2) assessing the relative risk of health outcomes 
associated with exposure to each risk factor; and 
(3) calculating population attributable fractions (PAFs) 
and attributable disability-adjusted life-years (DALYs) 
and deaths. Appendix 1 provides more details on each of 
these steps. This study adheres to the GATHER statement 
(appendix 1 section 1).27 GBD 2023 is registered with the 
University of Washington Institutional Review Board 
(study number 9060).

Data sources
To gather data on exposure to IPV or SVAC in line with 
GBD case definitions—or acceptable alternatives 
(appendix 1 section 2.1)—we searched three comp
rehensive databases for unique data sources: the Global 
Health Data Exchange (GHDx), the WHO Global 
Database on the Prevalence of Violence Against Women, 
and the UN Women Global Database on Violence Against 
Women. Each database used targeted and systematic 
search strategies to identify cross-sectional data on 
violence against women and children (including but not 
limited to IPV among women and SVAC among males 
and females), yielding a thorough compilation of sources 

See Online for appendix 1

For the Global Health Data 
Exchange see https://ghdx.
healthdata.org/

For the WHO Global Database 
on the Prevalence of Violence 
Against Women see https://
vaw-data.srhr.org/

For the UN Women Global 
Database on Violence Against 
Women see https://evaw-global-
database.unwomen.org/en

https://ghdx.healthdata.org/
https://ghdx.healthdata.org/
https://vaw-data.srhr.org/
https://vaw-data.srhr.org/
https://evaw-global-database.unwomen.org/en
https://evaw-global-database.unwomen.org/en
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that span multiple time periods, geographies, and 
populations. Further details on the databases and 
underlying search methodologies are provided in 
appendix 1 (section 2.1).

After searching the databases described above, we 
systematically identified and extracted data spanning 
from 1980 to 2023 that met the following inclusion 
criteria: (1) population-based studies; (2) samples 
representative of national or subnational locations 
modelled in GBD; and (3) measurement of self-reported 
instances of violence. For each country, all identified 
unique sources meeting these criteria were included in 
our models, regardless of overlap in country-age-year 
representation, to maximise coverage and robustness, in 
accordance with the standard GBD approach. Additional 
information on identification of sources, inclusion and 
exclusion criteria, and data extraction is provided in 
appendix 1 (section 2.1).

Ultimately, we identified and extracted information 
from 594 sources across 169 countries for IPV and 
460 sources from 141 countries for SVAC. Of these, 
195 and 211 are new sources that were added to GBD 2023 
to enhance our IPV and SVAC models, respectively. These 
sources include major survey series like the Demographic 
and Health Surveys (DHS), Multiple Indicator Cluster 
Surveys (MICS), and Violence against Children and Youth 
Surveys, which provide comparable, cross-national data 
on the prevalence of IPV and SVAC due to their often-
standardised survey instruments and methodologies. A 
full list of sources is provided in appendix 1 (section 2.1.4). 
The total number of sources and year of the most recent 
input data for each country are also shown in appendix 1 
(section 2.1.5; figures S1–S4).

IPV modelling strategy
For IPV prevalence, we implemented a modelling 
strategy similar to that used in the previously published 
GBD 2021 risk factors capstone Article.28 To maximise 
the use of available data and ensure comparability across 
all data included in our model, we implemented 
three data adjustment steps. First, we used the meta-
regression Bayesian, regularised, trimmed (MR-BRT) 
tool to adjust data from sources reporting alternative, 
non-reference case definitions (eg, experiencing physical 
IPV in the past year only). Drawing upon both direct and 
indirect within-study comparisons, we conducted a 
network meta-analysis to estimate age-varying 
adjustment factors for non-reference definitions 
(appendix 1 section 2.2.1). Second, for data reported in 
aggregated age groups, we split them into GBD standard 
5-year age groups using an age pattern derived exclusively 
from data reported in these standard age intervals 
(appendix 1 section 2.2.2). Finally, we corrected for 
studies reporting IPV prevalence solely among ever-
partnered or currently partnered women by multiplying 
estimates from these studies by the age-location-year-
specific fraction of women who had ever been partnered. 

These fractions were calculated using data from MICS 
and DHS within a single parameter DisMod-MR 2.1 
model,29 a Bayesian mixed-effects meta-regression 
modelling tool developed specifically for GBD analyses 
(appendix 1 section 2.2.3).

After applying all data adjustments, we used 
spatiotemporal Gaussian process regression (ST-GPR),26 a 
three-stage model designed to estimate time-varying risk 
factors, in conjunction with Holt’s exponential smoothing 
method, to produce IPV prevalence time series with 
uncertainty for females by age and location. Importantly, 
in areas where data are scarce, ST-GPR can create 
implausible trends over time by overfitting observed 
datapoints. To address this limitation, we introduced 
Holt’s exponential smoothing method, which generates 
smoothed trends and dampened forecasts by applying a 
weighted moving average to past observations, with 
weights that decrease exponentially for older data. Further 
details on these modelling steps are provided in 
appendix 1 (section 2.2.4).

SVAC modelling strategy
The methods used to estimate SVAC prevalence, along 
with detailed results, have been published elsewhere2 
and are further elaborated in appendix 1 (section 2.3). 
Briefly, we applied three data adjustments before 
modelling. First, we used the MR-BRT tool to adjust data 
reported from surveys using non-reference case 
definitions (appendix 1 section 2.3.1). Second, recognising 
the impact of survey administration methods on 
disclosure rates, we adjusted data from face-to-face 
interviews using linear regression (appendix 1 
section 2.3.2). This step marks an improvement over 
previous SVAC estimations within GBD, acknowledging 
the increased rates of disclosure associated with 
confidential self-reports compared with direct interviews. 
Third, we disaggregated data reported in aggregated age 
groups into GBD standard 5-year age categories 
(appendix 1 section 2.3.3). Beyond these adjustments, we 
introduced a cohort extrapolation step to refine our input 
data further (appendix 1 section 2.3.4). Upon completing 
all adjustments and data extrapolation, we used ST-GPR 
and Holt’s exponential smoothing method to estimate 
the prevalence of SVAC by age, sex, location, and year 
(appendix 1 section 2.3.5).

Relative risk estimation
Relative risk (RR) estimates were generated for outcomes 
associated with exposure to IPV and SVAC analysed in 
previous GBD rounds, as well as for additional outcomes 
considered for inclusion in the GBD framework. The 
selection of new outcomes was guided by the availability 
of sufficient data and evidence of association, as 
determined by our systematic review described below. 
This process followed the extensively peer-reviewed 
standard GBD approach established in previous 
rounds.28,30
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The burden-of-proof meta-analytical approach4,28,30 was 
used to generate RR estimates by synthesising data 
identified and extracted through a comprehensive 
systematic review of seven electronic databases (PubMed, 
Embase, CINAHL, PsycINFO, Global Index Medicus, 
Cochrane, and Web of Science Core Collection) for all 
relevant studies published between Jan 1, 1970 
and Jan 31, 2024. This review, conducted in accordance 
with PRISMA guidelines,31 was part of a broader project 
aimed at identifying and synthesising all existing cohort, 
case–control, and longitudinal data on the health 
consequences of any form of violence against women, 
gender-based violence, and violence against children.32 
Meta-analyses for each risk–outcome pair required data 
from at least three studies, with health outcomes defined 
according to GBD criteria.29 Outcomes reported in the 
literature as subcomponents of GBD definitions were 
mapped to the closest corresponding GBD outcome; for 
example, studies reporting risk for post-traumatic stress 
disorder were included under anxiety disorders. 
Subcomponent outcome definitions were accounted for 
as study-level bias covariates when possible.

For IPV, the availability of evidence on associated 
health risks contributed to our decision to restrict our 
estimation to physical or sexual IPV among females only. 
We identified only one health outcome (major depressive 
disorder) with the minimum number of studies 
conducted among males, and no significant association 
was found based on the available evidence to date. We 
further found fewer than three studies with data on male 
survivors of IPV for alcohol use disorder, anxiety, drug 
use disorders, HIV/AIDS, and self-harm, which are not 
sufficient data to inform our meta-analytical approach. 
We identified only four health outcomes (major 
depressive disorder, abortion and miscarriage, drug use 
disorders, and self-harm) that had sufficient evidence to 
assess associations with psychological IPV for male and 
female survivors, among which only major depressive 
disorder showed a significant association with 
psychological IPV.33

The methodologies used, along with previous IPV-
specific and SVAC-specific results, have been published 
elsewhere,4 although we have since updated these 
searches and results to include newly published evidence 
from Feb 1, 2023 to Jan 31, 2024. These updated searches, 
as well as detailed systematic review methods are 
provided in appendix 1 (section 3.1). The burden-of-
proof30 meta-analytical steps used to estimate RRs are 
also summarised in appendix 1 (section 3.2). In brief, 
burden-of-proof methods systematically apply covariate 
selection and adjustment to account for known variation 
in input study characteristics—such as a lack of 
representativeness, different strategies for ascertaining 
exposure, varying levels of control for confounders, and 
non-gold-standard outcome definitions that might bias 
results34—and quantify and incorporate remaining 
unexplained between-study heterogeneity into estimates 

of uncertainty. This incorporation of between-study 
heterogeneity into uncertainty around RRs results in 
uncertainty intervals (UIs) that are considerably wider 
than those calculated with conventional risk analysis 
methods. As delineated below, RRs and their UIs provide 
the foundation for calculating PAFs and risk-attributable 
burden, along with their associated UIs. In cases where 
the RR UI is below the null (ie, 0, for natural log RR), due 
to low RR or wide UIs, this detail will get propagated 
forward, potentially resulting in negative lower UI 
bounds for risk-attributable burden. The risk–outcome 
relationships used in GBD 2023, along with information 
on the studies included in the analyses, are available in 
the Burden of Proof visualisation tool.

Attributable burden estimation
To estimate PAFs, we used three overarching strategies. 
First, for all associated health outcomes identified via the 
systematic review, excluding HIV/AIDS, we calculated 
PAFs using three key metrics: prevalence, RRs, and the 
theoretical minimum risk exposure level (TMREL; the 
theoretically possible level of exposure that minimises 
disease risk). For both IPV and SVAC, the TMREL 
is zero. The PAF equation for dichotomous risk factors is 
defined as

where PAFjoasgt is the PAF for cause o due to risk factor j 
for age group a, sex s, location g, and year t. RRjoasg(x) is 
the RR as a function of exposure level x for risk factor j 
for cause o, age group a, sex s, and location g on a 
plausible range of exposure levels from l to u; Pjasgt(x) is 
the proportion of the population in risk group 
(prevalence) for age group a, sex s, location g, and year t; 
and TMRELjas is the TMREL for risk factor j, age group a, 
and sex s.

To measure the burden of HIV/AIDS attributable to 
IPV and SVAC, we adopted a cohort method whereby 
HIV risk associated with past exposure to IPV and SVAC 
is accumulated over time. This method is consistent with 
approaches used in GBD to estimate risk–outcome pairs 
with similar temporal dynamics, such as intravenous 
drug use and hepatitis. For PAF calculation, we estimated 
the history of exposure and the resulting accumulated 
risk of incident HIV in birth cohorts for each country 
from 1980 to 2023. This required a time series, 
spanning 1980–2023, of the following for each GBD 
country, year, and 5-year age group: IPV or SVAC 
prevalence; HIV incidence; the proportion of HIV 
incidence that is from sexual transmission for each GBD 
country; and a pooled incidence rate ratio for the risk of 
incident HIV, given exposure to IPV or SVAC. The 
denominator of the PAF was the cumulative overall 

For the Burden of Proof 
visualisation tool see https://
vizhub.healthdata.org/burden-
of-proof/

Σu = lRRjoasg(x)Pjasgt(x) – RRjoasg(TMRELjas)

Σu
 = lRRjoasg(x)Pjasgt(x)

x

x

PAFjoasgt = 

https://vizhub.healthdata.org/burden-of-proof/
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incidence of HIV after age 15 years, while the numerator 
was the cumulative incidence of HIV attributable to IPV 
or SVAC, calculated as the product of the PAF on HIV 
incidence and the sexually transmitted HIV incidence 
rate (appendix 1 section 4).

Lastly, we calculated the burden of homicides and 
injuries attributable to IPV as direct PAFs. Although IPV 
is a substantial contributor to these outcomes, immediate 
injuries and fatalities directly resulting from violence are 
not adequately captured by longitudinal and cohort-based 
study designs, which were a primary focus of our 
systematic review. Further, our understanding of the 
association between IPV and injuries is often limited by 
the paucity of perpetrator information in routinely 
collected clinical data. Conversely, homicide datasets 
provide comparatively more information on perpetrator 
distribution. Therefore, to estimate the proportion of 
homicides and injuries attributable to IPV, we 
systematically reviewed the GHDx for data on the 
proportion of female homicides committed by intimate 
partners. Subsequently, we derived location-age-specific 
fractions of homicides perpetrated by intimate partners 
using a single-parameter DisMod-MR 2.1 model. Due to 
the aforementioned data limitations, these model 
estimates were applied as PAFs for all GBD interpersonal 

violence injury outcomes (deaths and injuries resulting 
from physical violence by firearm, sharp objects, and 
other means).

To arrive at measures of risk-attributable burden—
ie, the disease burden attributable to IPV and to 
SVAC—we multiplied PAFs by the estimated DALYs and 
deaths associated with the outcomes linked with each 
risk, according to the standard GBD approach.

Reporting of estimates
Our modelling processes generate age-sex-location-year 
estimates in 5-year age groups. SVAC and IPV exposure 
and attributable burden estimates are generated for those 
aged 15 years and older. To ensure comparability, we 
report all results for ages 15 years and over, age-
standardised using GBD standard populations 
(appendix 1 section 5). In the main text, we also present 
estimates across two broader age groups (15–49 years and 
≥50 years). Results are showcased globally, by 
seven super-regions, and for 204 countries and territories 
(appendix 1 section 6) for the year 2023. Estimates 
produced for the year 1990 are provided in appendix 2 
(section 1). Mean estimates for exposure and attributable 
burden metrics were calculated as the average across 
draws from their respective distributions (1000 draws for 

Figure 1: Age-standardised prevalence of intimate partner among females aged 15 years and older (A) and sexual violence against children among females (B) and males (C), in 2023
Exposure to sexual violence against children was estimated for females and males aged 15 years or older retrospectively reporting on sexual violence experienced during childhood (before age 
18 years).
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See Online for appendix 2
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exposure; 250 for attributable burden), with 95% UIs 
defined by the 2·5th and 97·5th percentiles across these 
draws. Uncertainty around the final burden estimates 

reflects the propagation of uncertainty through each 
modelling step: exposure, RRs (250 draws), and PAFs 
(250 draws).26 Downsampling exposure draws to 250 for 

Figure 2: Age-standardised rates of cause-specific DALYs attributable to intimate partner violence among females (A) and to sexual violence against children 
among females (B) and males (C) aged 15 years and older, globally and by super-region, 2023
Bar heights represent all-cause DALY rates attributed to the respective risk factor and among the respective population globally and in each of the seven GBD super-
regions. Colours indicate cause groupings, while shading within each colour category denotes specific Level 3 causes in the GBD cause hierarchy. DALY=disability-
adjusted life-year. GBD=Global Burden of Diseases, Injuries, and Risk Factors Study.
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PAF calculation had no effect on propagated uncertainty 
(appendix 1 section 7).

To aid communication and policy discussion, and 
taking advantage of the comparative framework of GBD, 
we ranked IPV and SVAC alongside other GBD Level 3 
risk factors using mean estimates of DALY counts. A 
complete list of the risks included in the GBD Level 3 
category can be found within the GBD 2023 risk factor 
report,26 as well as appendix 1 (section 8). All analyses 
were completed in R (version 4.2.1) and Python 
(version 3.10.4).

Role of the funding source
The funder of the study had no role in study design, data 
collection, data analysis, data interpretation, or the 
writing of the report.

Results
Prevalence
Globally, in 2023, there were an estimated 608 million 
(95% UI 518–724) females aged 15 years and older who 
had been exposed to IPV and 1·01 billion (0·764–1·48) 
males and females aged 15 years and older who had been 
exposed to sexual violence during childhood. In 2023, 
global estimates of the prevalence of IPV and sexual 

violence experienced during childhood were highest 
among individuals aged 15–49 years and declined after 
age 50 years (appendix 2 table S3).

Countries with the highest age-standardised prevalence 
of IPV were primarily located within the sub-
Saharan Africa and the southeast Asia, east Asia, and 
Oceania super-regions, while the overall highest regional 
prevalence was found in south Asia (figure 1A; 
appendix 2 table S4). For SVAC, the highest regional 
prevalence was observed in the south Asia and 
sub-Saharan Africa super-regions, followed by the high-
income super-region (figure 1B–C; appendix 2 figure S1, 
table S4). Among females aged 15 years and older, the 
age-standardised prevalence of IPV in 2023 varied 
widely, ranging from 3·1% (95% UI 1·6–5·9) in Malaysia 
to 53·9% (29·3–78·3) in Kiribati (figure 1A). Prevalence 
was greater than 20·0% in 77 countries (appendix 2 
table S4). For SVAC, the age-standardised prevalence 
among females aged 15 years and older ranged 
from 7·0% (5·1–9·5) in Montenegro to 42·0% 
(33·4–52·8) in Solomon Islands (figure 1B), with rates 
exceeding 20·0% in 54 countries (appendix 2 table S4). 
Among males aged 15 years and older, the age-
standardised prevalence of SVAC ranged from 4·2% 
(1·6–9·1) in Mongolia to 28·6% (14·8–48·2) in 
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Figure 3: Age-standardised DALY rates attributable to intimate partner violence among females (A) and to sexual violence against children among females (B) and males (C) aged 15 years 
and older, 2023
DALY rates are presented per 100 000 people. DALY=disability-adjusted life-year.



Articles

41www.thelancet.com   Vol 407   January 3, 2026

Côte d’Ivoire (figure 1C), with rates exceeding 20·0% in 
25 countries (appendix 2 table S4).

Relative risks
Eight health outcomes were linked to IPV in GBD 2023. 
Beyond the three outcomes previously estimated in GBD 
studies (HIV/AIDS, major depressive disorder, and 
interpersonal violence homicide and injuries), we 
examined five more outcomes with sufficient data for 
burden-of-proof analyses and found evidence of 
associations between IPV exposure and all five: self-
harm, maternal abortion and miscarriage, maternal 
haemorrhage, anxiety disorders, and drug use disorders 
(appendix 2 table S5).

Similarly, we examined 14 new health conditions in 
relation to SVAC and identified 12 associations with 
exposure to SVAC that were not included in previous 
iterations of the GBD: type 2 diabetes, HIV/AIDS, self-
harm, abortion and miscarriage, drug use disorders, 
anxiety disorders, bipolar disorder, conduct disorder, 
bulimia nervosa, schizophrenia, asthma, and sexually 
transmitted infections excluding HIV. Alongside updated 
evidence for two conditions previously linked to SVAC in 
GBD studies—alcohol use disorder and major depressive 
disorder—this resulted in a total of 14 health outcomes 
associated with SVAC in GBD 2023. Estimated RRs used 
in the calculation of PAFs and additional estimated 
metrics for each risk–outcome combination are 
presented in appendix 2 (table S6).

Disease burden attributable to IPV and SVAC
In 2023, 145 thousand (95% UI 9·18–301) deaths and 
18·5 million (8·74–30·0) DALYs were attributable to IPV 
among females aged 15 years and older. Additionally, 
290 thousand (119–537) deaths and 32·2 million 
(16·4–52·5) DALYs were attributable to sexual violence 
experienced during childhood among individuals aged 
15 years and older (appendix 2 tables S1–S2). Globally, 
the age-standardised rate of all-cause DALYs due to IPV 
among females aged 15 years and older was 624·4 DALYs 
(294·7–1015·6) per 100 000 females. At the super-region 
level the rate of DALYs due to IPV was highest in 
sub-Saharan Africa (1252·5 [540·8–2160·8] per 100 000) 
and lowest in central Europe, eastern Europe, and 
central Asia (321·3 [158·0–542·1] per 100 000; figure 2A; 
appendix 2 table S2). In 2023, across all countries, the 
highest age-standardised rates of DALYs due to IPV were 
found in Eswatini (6472·8 [2117·4–10 847·1] per 100 000), 
Lesotho (5778·7 [1624·2–9841·3] per 100 000), and 
Equatorial Guinea (3619·0 [892·8–6968·4] per 100 000), 
while the lowest rates were found in Malaysia 
(82·7 [45·0–144·5] per 100 000), Singapore (102·7 
[36·5–231·1] per 100 000), and Georgia (135·8 
[61·4–254·9] per 100 000; figure 3A; appendix 2 table S2).

Globally in 2023, age-standardised rates of cause-
specific DALYs attributed to IPV were highest for anxiety 
disorders (181·1 [95% UI –41·8 to 484·4] per 100 000) 

followed by major depressive disorder (132·0 
[56·9 to 230·7] per 100 000) and self-harm (100·8 
[–71·0 to 286·6 per 100 000]). Cause-specific rates were 
lowest for maternal haemorrhage (6·4 [–3·9 to 17·6] 
per 100 000), abortion and miscarriage (7·2 [1·6 to 16·0] 
per 100 000), and drug use disorders (39·3 [–2·8 to 89·1] 
per 100 000; figure 2A). Anxiety disorders and major 
depressive disorder consistently had among the highest 
DALY rates attributable to IPV across all super-regions 
in 2023 (figure 2A; appendix 2 table S7). For the other 
causes, geographical variations in DALY rates were more 
pronounced. In sub-Saharan Africa, rates of IPV-
attributed DALYs for HIV/AIDS (552·1 [89·7 to 1087·4] 
per 100 000), maternal haemorrhage (25·5 [–16·0 to 71·9] 
per 100 000), abortion and miscarriage (37·1 [8·2 to 83·2] 
per 100 000), and interpersonal violence homicide and 
injuries (192·5 [115·1 to 295·5] per 100 000) far exceeded 
global rates and those of any other super-region. Rates of 
IPV-attributable DALYs for self-harm in south Asia 
(197·5 [–146·6 to 563·7] per 100 000) and for drug use 
disorders in the high-income super-region (179·0 
[–14·1 to 406·0] per 100 000) also surpassed global rates 
and those of other super-regions (figure 2A; appendix 2 
table S7).

The global age-standardised rate of all-cause DALYs 
due to SVAC was 545·4 (95% UI 284·1–866·5) 
per 100 000 females aged 15 years and older and 520·7 
(270·1–882·8) per 100 000 males in the same age range. 
The rate of DALYs attributable to SVAC was highest in 
sub-Saharan Africa, at 884·8 (260·4–1722·7) per 
100 000 females and 882·1 (349·0–1577·1) per 
100 000 males, and was lowest in southeast Asia, 
east Asia, and Oceania, at 246·8 (115·3–411·9) 
per 100 000 females and 323·3 (159·3–496·1) 
per 100 000 males (figure 2B–C; appendix 2 table S2, 
figure S2). In 2023, the countries with the highest age-
standardised rates of SVAC-attributable DALYs were 
largely the same for both males and females. Botswana, 
Eswatini, Greenland, Lesotho, Malawi, South Africa, 
Zambia, and Equatorial Guinea consistently ranked 
among the ten countries with the highest rates for both 
sexes. For females, Namibia (1335·7 [96·0 to 3058·7] 
per 100 000) and Zimbabwe (1748·6 [–104·3 to 4066·6] 
per 100 000) also had notably high rates, while for males, 
Mozambique (1297·2 [165·1 to 3415·3] per 100 000) and 
the USA (1212·2 [422·0 to 2181·2] per 100 000) were also 
ranked within the ten highest rates (figure 3B–C; 
appendix 2 table S2).

Cause-specific rates of SVAC-attributed DALYs 
differed by sex. Among females in 2023, age-
standardised rates of cause-specific DALYs due to SVAC 
were highest for anxiety disorders (92·4 
[95% UI –41·1 to 292·7] per 100 000), self-harm (87·1 
[28·2 to 151·6] per 100 000), and major depressive 
disorder (85·2 [9·1 to 192·3] per 100 000), whereas 
among males, rates were highest for self-harm (138·8 
[38·0 to 284·4] per 100 000), schizophrenia (69·2 
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[–27·7 to 225·2] per 100 000), and alcohol use disorders 
(46·1 [19·3 to 83·6] per 100 000; figure 2B–C; appendix 2 
table S8). Rates for substance use disorders, conduct 
disorder, and self-harm were higher for males than for 
females in all super-regions except south Asia, where 
rates of SVAC-attributable DALYs for drug use disorders 
and self-harm were higher among females than among 
males. Conversely, rates of SVAC-attributed DALYs for 
major depressive disorder, anxiety disorders, sexually 
transmitted infections (excluding HIV/AIDS), and 
bulimia nervosa were higher among females than 
among males in all super-regions. The rate of SVAC-
attributed DALYs for drug use disorders in the 
high-income super-region (204·7 [–50·5 to 540·6] 
per 100 000 males; 170·9 [–62·4 to 435·1] 
per 100 000 females) were notably higher than in any 
other super-region. Likewise, the DALY rate due to 
HIV/AIDS was highest in sub-Saharan Africa 
(289·8 [–96·2 to 843·6] per 100 000 males; 368·7 
[–135·0 to 1047·0] per 100 000 females) when compared 
with all other super-regions (figure 2B–C; appendix 2 
table S8). Among females, south Asia had particularly 
high rates of SVAC-attributed DALYs due to type 2 
diabetes (78·1 [0·1–196·4] per 100 000) and self-harm 

(194·7 [63·1–345·0] per 100 000) when compared with 
females in other super-regions. Among males, rates of 
SVAC-attributed DALYs associated with self-harm 
(240·8 [47·4–550·8] per 100 000) and alcohol use 
disorders (105·9 [33·6–221·8] per 100 000) were 
comparatively high in central Europe, eastern Europe, 
and central Asia (figure 2B–C; appendix 2 table S8).

When comparing mean estimates of risk-attributable 
DALY counts among other risks analysed in GBD 2023, 
IPV and SVAC emerged as the 13th and 14th leading 
risks, respectively, for global DALYs among females aged 
15 years and older (figure 4A–B; appendix 2 figure S3). 
Notably, among females aged 15–49 years, IPV and 
SVAC ranked fourth and fifth (figure 4A–B; appendix 2 
figure S4). In the south Asia and high-income super-
regions, both IPV and SVAC ranked among the top 
three leading risk factors for females aged 15–49 years 
(figure 4A–B). Among males, SVAC was the 17th leading 
risk globally for those aged 15 years and older and 
reached the 11th position among those aged 15–49 years 
(figure 4C; appendix 2 figures S5–S6). For males aged 
15–49 years, SVAC ranked within the top 10 risks 
contributing to DALYs in six out of seven super-regions, 
ranking among the top five risks in the high-income and 

Figure 4: Rankings of DALY counts attributable to intimate partner violence among females (A) and to sexual violence against children among females (B) 
and males (C), compared with other Level 3 risk factors included in GBD 2023, globally and by super-region
Rows display DALY count rankings for all individuals aged 15 years and older, as well as for specific age strata. Columns show rankings globally and across each of the 
seven GBD super-regions. Numbers within each cell indicate the ranking of the respective risk factor among GBD Level 3 risk factors (see full list in appendix 1 
section 8) within each population group and geographical region in 2023. Cell colours represent the relative rankings, ranging from red (lower ranking, higher DALYs) 
to blue (higher ranking, lower DALYs). Detailed risk factor rankings for ages 15 years and older and 15–49 years are available in appendix 2 (figures S3–S6). 
DALY=disability-adjusted life-year. GBD=Global Burden of Diseases, Injuries, and Risk Factors Study.
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sub-Saharan Africa super-regions (fourth and fifth 
leading risks, respectively; figure 4C).

In 2023, IPV accounted for 1·8% (95% UI 0·8–2·9) of 
all-cause DALYs among females aged 15 years and older 

globally. SVAC was responsible for 1·6% (0·8–2·4) of 
all-cause DALYs among females and 1·4% (0·7–2·4) 
among males aged 15 years and older. The proportion of 
global DALYs attributable to IPV was highest among 

Figure 5: Percentage of cause-specific health burden attributable to intimate partner violence among females (A) and to sexual violence against children 
among females and males combined (B) aged 15 years and older, globally and by super-region, 2023
Percentages represent the proportion of cause-specific DALYs among individuals aged 15 years and older attributed to intimate partner violence or sexual violence 
against children globally or within a specific super-region. Numbers within each cell are estimated mean percentages, while cell colours represent the relative level of 
the mean percentage, ranging from yellow (lower percentage) to red (higher percentage). Causes are presented at Level 3 of the GBD cause hierarchy. 
DALY=disability-adjusted life-year. GBD=Global Burden of Diseases, Injuries, and Risk Factors Study. *Female-specific condition.
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females aged 25–29 years, at 4·3% (2·1–6·9). For 
females, the highest percentage of all-cause global DALYs 
due to SVAC was seen among those aged 15–19 years 
(3·1% [1·6–5·2]), whereas for males, it was highest 
among those aged 30–34 years (2·9% [1·4–4·7]; 
appendix 2 figure S7).

Among the eight health outcomes associated with IPV, 
the largest contributors to DALYs attributable to IPV 
exposure among females aged 15 years and older were 
anxiety disorders (5·43 million [95% UI –1·25 to 14·6] 
DALYs), major depressive disorder (3·96 million 
[1·71 to 6·92]), and self-harm (2·97 million [–2·08 to 8·40]; 
appendix 2 table S9). Among females aged 15 years and 
older in 2023, IPV accounted for 20·2% (–3·3 to 49·9), 
14·7% (7·0 to 23·7), and 27·9% (–18·6 to 78·0) of the 
global DALYs due to these conditions, respectively 
(appendix 2 table S10). IPV exposure contributed to more 
than 10·0% of the cause-specific global DALYs for 
seven out of the eight outcomes it was associated with. 
The exception was maternal haemorrhage, for which IPV 
accounted for 5·7% (–3·1 to 15·0) of DALYs (figure 5A). 
The highest number of deaths attributable to exposure to 
IPV resulted from self-harm (60·6 thousand [–39·9 to 173] 
deaths), HIV/AIDS (40·7 thousand [6·40 to 80·6]), and 
interpersonal violence homicides (28·2 thousand 
[18·4 to 40·5]; appendix 2 table S11). IPV accounted for a 
particularly large share of the total health burden from 
interpersonal violence homicide and injuries among 
females, with 2·60 million (1·71–3·67) DALYs due to this 
cause attributable to IPV in 2023, representing 41·0% 
(28·5–53·3) of this outcome’s DALYs and roughly 1 death 
per 100 000 females aged 15 years and older (appendix 2 
tables S9–S13). At the super-regional level, IPV against 
females accounted for more than half of interpersonal 
violence DALYs in north Africa and the Middle East 
(67·6% [49·8–84·8]) and nearly half of those in 
sub-Saharan Africa (49·1% [32·1–65·4]; figure 5A; 
appendix 2 table S10).

Among the 14 health outcomes linked to SVAC, the 
leading causes contributing to DALYs attributable to 
SVAC were self-harm (6·71 million [95% UI 2·00 to 12·7] 
DALYs), schizophrenia (4·15 million [–1·92 to 13·1]), 
and anxiety disorders (4·13 million [–1·71 to 13·3]; 
appendix 2 table S14). SVAC accounted for 19·5% 
(5·6 to 37·5), 24·8% (–10·7 to 74·2), and 9·5% 
(–3·6 to 28·1) of the global DALYs due to these causes, 
respectively (figure 5B; appendix 2 table S15). In 2023, 
SVAC exposure was responsible for more than 20% of 
cause-specific DALYs for several mental health 
outcomes, including bipolar disorder (29·0% 
[–0·8 to 67·3]), conduct disorder (28·1% [–6·9 to 77·5]), 
schizophrenia (24·8% [–10·7 to 74·2]), and bulimia 
nervosa (27·7% [–12·5 to 78·4]; figure 5B). Among 
substance use disorders, more than 10% of cause-
specific global DALYs were also attributable to SVAC for 
alcohol use disorders (10·3% [4·6 to 17·9]) and drug use 
disorders (13·6% [–3·6 to 35·6]; figure 5B). Six of the 

14 health outcomes associated with SVAC are mental 
health conditions, which do not carry fatal burden in 
GBD. Thus, while mental health conditions were 
leading causes of DALYs due to SVAC, the primary 
causes of death attributable to SVAC were self-harm 
(141 thousand [40·6 to 273] deaths), HIV/AIDS 
(48·6 thousand [–17·1 to 137]), and type 2 diabetes 
(42·2 thousand [0·0333 to 109]; appendix 2 table S16). 
For both HIV/AIDS and type 2 diabetes, exposure to 
SVAC accounted for a relatively small proportion of 
total DALYs (6·2% [–2·1 to 17·1] for HIV/AIDS and 2·5% 
[0·0 to 6·0] for type 2 diabetes; figure 5B; appendix 2 
table S15). The cause-specific proportion of DALYs 
attributable to SVAC did not vary substantially by sex. 
These results, as well as the rates and proportions of 
deaths attributable to SVAC, are provided in appendix 2 
(tables S17–S18, figures S8–S9).

Discussion
Our study offers an extended and updated examination 
of the disease burden attributable to IPV and SVAC 
across 204 countries and territories. Our results capture a 
broad range of negative health outcomes associated with 
both forms of violence—from maternal disorders and 
sexually transmitted diseases to chronic diseases and 
physical injuries—and notably expand upon the 
outcomes assessed in previous iterations of GBD. 
Despite widespread recognition of the profound 
individual and societal threats posed by IPV and SVAC, 
the statistics remain alarmingly high. For 2023, we 
estimated that 608 million (95% UI 518–724) girls and 
women had experienced physical or sexual violence from 
their intimate partners, and 1·01 billion (0·764–1·48) 
individuals aged 15 years and older had experienced 
sexual violence during their childhood. The health 
burden of these acts manifests as a substantial loss of 
health for those exposed, both due to premature mortality 
and long-term disability. These findings paint a stark 
picture of the enduring impacts of IPV and SVAC and 
affirm their roles as substantial drivers of global health 
burden.

The GBD comparative risk assessment framework is 
instrumental in contextualising IPV and SVAC among a 
wide range of health threats.26 The high prevalence rates 
of these risks across the world, combined with their 
association with numerous adverse health outcomes—
including some major causes of disease burden such as 
depressive and anxiety disorders—underlies the 
magnitude of the contributions of IPV and SVAC to early 
mortality and disability throughout the life course. These 
exposures are particularly consequential for young and 
middle-aged individuals, and the loss of health and 
productivity at these key stages has far-reaching economic 
and social implications, potentially affecting national 
development. Notably, in 2023, IPV and SVAC emerged 
as the fourth and fifth leading risk factors for DALYs 
among females aged 15–49 years, respectively, while 
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SVAC ranked 11th among males in the same age group. 
Given their social and health toll, violence against women 
and children must also be featured prominently in global 
calls for healthier lives, as achieving a truly healthy 
society requires striving not only for physical wellbeing 
but also for a violence-free world where every individual 
can thrive in safety and dignity.

Differences in exposure rates and the overall disease 
burden profile across locations resulted in notable 
geographical disparities in the health burden of IPV and 
SVAC. Sub-Saharan Africa had the highest rates of 
DALYs attributable to both SVAC and IPV, a pattern 
largely driven by high prevalence rates and the vastly 
debated substantial burden of HIV in this super-region.35 
Exposure to violence against women and children in low-
income and middle-income countries have been linked 
to socioeconomic inequalities, weak governance, 
entrenched gender norms, forced migration, structural 
violence, and inadequate access to health care and other 
support systems.36–38 However, DALY rates for IPV and 
SVAC were also elevated across the high-income super-
region compared with other super-regions, reflecting the 
large burden of substance use disorders and non-
communicable diseases in these settings.29 Notably, 
among males aged 15–49 years in the high-income super-
region, the burden of SVAC ranked fourth. This finding 
underscores the need for nations in development to 
monitor and address these risks and associated outcomes 
early, as reducing other major health threats could 
increase the relative importance of IPV and SVAC in the 
overall disease burden.

While our results show that the detrimental effects of 
violence against women and children are ubiquitous and 
span societies across all levels of economic development, 
it is important to acknowledge that geographical 
variations in our estimates might stem not solely from 
actual differences in violence exposure or burden profiles 
but also potentially from discrepancies in reporting 
practices and disclosure rates. Cultural norms, gender 
dynamics, and the availability of reliable data collection 
all influence these factors.39,40 Furthermore, the varying 
capacities of local health systems to diagnose and record 
health outcomes linked to IPV and SVAC are likely to 
have contributed to the regional disparities observed in 
our attributable burden estimates. For example, a 
comprehensive assessment of the state of the diabetes 
cascade of care globally showed that underdiagnosis 
remains a major challenge, particularly in low-income 
and middle-income countries,41 with similar variations in 
health system capacity also evident for other conditions, 
such as mental health disorders.42 These gaps limit our 
ability to accurately ascertain the true prevalence of these 
conditions and, consequently, impair the assessment of 
the contribution of IPV and SVAC to their overall health 
burden, highlighting the need to strengthen health 
systems to improve data quality and inform effective 
context-specific interventions.

Recognising the magnitude of the health loss associated 
with IPV and SVAC, it is imperative to increase and 
amplify violence-prevention measures and targeted 
response strategies, including the integration of effective, 
multipronged support for survivors into women’s health 
programmes as well as broader public health initiatives. 
Such efforts will require robust funding and sustained 
political commitment at the international, national, and 
community levels. Currently, less than 1% of aid 
spending targets gender-based violence—an indication 
that there is a substantial gap in prioritising this 
important issue within global health agendas.43 Notably, 
given the widespread health burden associated with 
these risks, there is an urgent need for increased 
prioritisation and funding—not only through 
international aid and development support, but also as a 
core component of national social and health agendas. 
Recent international efforts have established frameworks 
and resources to guide action plans for violence 
prevention and responses.15,16 Examples of comprehensive 
strategies include promoting child-protective and gender-
equality norms, strengthening legal frameworks, 
integrating responses to IPV and SVAC within mental 
health and social support services, and fostering 
community mobilisation initiatives that create safe 
spaces for survivors.14,44,45 Effective interventions must 
also recognise the cyclical nature of violence—whereby 
those who have experienced violence might go on to 
perpetuate violence across generations and throughout 
communities—and seek to intervene in this cycle by 
promoting safer and healthier family environments and 
supports.13,46 Moreover, intervention strategies should be 
inclusive and consider gender dynamics, ensuring that 
the unique needs of boys and men, as well as girls and 
women, are addressed through gender-responsive 
approaches.

By prioritising the prevention of IPV and SVAC, 
countries will be better positioned to tackle multiple 
health challenges simultaneously, thereby alleviating 
pressure on their health-care systems. Our results 
suggest that eliminating exposure to these risks could 
avert millions of DALYs annually, primarily through 
reductions in the burden of mental health disorders, self-
harm, interpersonal violence, substance use, and 
infectious diseases such as HIV. Notably, the substantial 
contributions of IPV and SVAC to the burden of mental 
disorders—a leading cause of health loss for which 
effective preventive measures remain limited47—
underscores the need to incorporate these risks into 
strategic plans targeting this cluster of conditions. Such 
integration is likely to yield further global health gains, 
particularly among women, who disproportionately 
experience mental health burden over their life course.48 
Furthermore, IPV emerged as a crucial driver of the 
burden attributable to homicide and injuries among 
women, accounting for over 40% of the associated DALYs 
worldwide and nearly 70% in North Africa and the 
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Middle East. Alarmingly, over half of these DALYs 
globally are linked to premature mortality from partner-
perpetrated killings, with nearly 30 000 women estimated 
to have been killed by their partners in 2023, highlighting 
the urgent need for enhanced protective measures for 
at-risk individuals. At the same time, it is notable that 
IPV-attributable deaths from self-harm and HIV exceeded 
those from direct homicide in 2023. The substantial 
proportion of self-harm-related deaths associated with 
both IPV and SVAC is especially concerning, as these 
incidents disproportionately affect young people, whose 
loss carries grave implications for national development 
and societal resilience, pointing to the importance of 
prioritising self-harm prevention within violence 
response strategies to safeguard not only individual 
wellbeing, but also the future strength of communities 
and nations.

Importantly, while the associations of IPV and SVAC 
with mental disorders and self-harm have been relatively 
well documented, our findings also underscore the less 
commonly discussed relationship between SVAC and 
non-communicable diseases such as diabetes and 
asthma. Emerging evidence suggests that exposure to 
violence during childhood might contribute to the 
development of these conditions through mechanisms 
including chronic stress and inflammation, pathways 
known to influence metabolic and immune function.49 
Although the current evidence base for these associations 
remains limited and further investigation is warranted 
to clarify causal links and underlying biological 
mechanisms, the effects of these associations on the 
overall burden attributable to SVAC is notable. For 
example, given the magnitude of its global burden,50 
type 2 diabetes stood out as one of the major contributors 
to deaths attributable to SVAC, with over 42 000 SVAC-
associated deaths in 2023. It is particularly important to 
invest in an evidence base that could be used to explore 
whether similar associations exist for IPV.

Considering the wide array of health conditions 
associated with IPV and SVAC, survivors will continue to 
require both immediate and long-term care from health 
services worldwide. While the health sector is positioned 
at the forefront of efforts to identify, protect, rehabilitate, 
and support survivors, comprehensive and specialised 
services to address violence are often lacking. 
Considerable barriers, such as insufficient access to 
affordable care, pervasive stigma within health-care 
settings, and systemic inequities, further challenge the 
ability of health systems to effectively meet the critical 
needs of survivors.18,51,52 Therefore, it is essential to design 
and implement targeted interventions that address 
variations in exposure while ensuring universal access 
for all survivors. The cause-specific evidence from this 
analysis could inform efforts from within the health-care 
system—eg, by assessing for violence exposure when 
treating individuals with health conditions shown to be 
associated with such exposures to improve both quality 

of care and connection to further resources.53 Indeed, 
emerging evidence suggests that early referrals to 
trauma-informed care, shared decision-making 
processes, and comprehensive support can greatly 
improve treatment quality and recovery trajectories for 
survivors.54 Support and interventions have traditionally 
been framed within the legal and criminal justice 
systems; however, our results firmly position IPV and 
SVAC as important health risks. Thus, fostering 
intersectoral collaboration among health-care providers, 
law enforcement, social services, and community 
organisations will be crucial for developing coordinated, 
sustainable interventions that help survivors to heal and 
find safety.51

Our study provides an extended overview of the disease 
burden associated with IPV and SVAC; however, several 
limitations should be noted. First, the prevalence data for 
IPV and SVAC in our models were self-reported and are 
therefore prone to under-reporting, given the sensitive 
nature of these topics and the associated stigma. 
Although we applied correction factors to account for 
SVAC under-reporting by survey method,2 a similar 
approach could not be used for IPV due to data 
constraints. Most data available for SVAC surveys adults 
who recall experiences during childhood, which could 
also introduce recall bias that was uncontrolled for in this 
study. Additionally, our analysis leveraged data 
from 1990–2023 and, although we undertook several data 
adjustment steps to account for differences in survey 
instruments, we were unable to control for how 
disclosure of exposure to violence has potentially 
changed over time. Moreover, while the number of high-
quality, nationally representative prevalence surveys for 
IPV and SVAC has increased substantially in recent 
decades, substantial gaps remain across geographical 
regions and time periods. In areas with sparse data, such 
as the North Africa and Middle East super-region, our 
estimates rely heavily on the predictive validity of the 
modelling techniques employed, which might affect 
accuracy. The wide uncertainty intervals for some of our 
exposure estimates highlight the considerable statistical 
uncertainty that persists, particularly in data-sparse 
settings, and underscore the need for cautious 
interpretation, especially when informing policy 
decisions. Notably, several countries with sparse data 
correspond to those with the lowest observed exposure 
and DALY rates, and there is potential for these estimates 
to shift as new data emerge. Although persistent data 
gaps have posed substantial challenges to maintaining 
effective surveillance for decades, recent cuts to foreign 
assistance risk exacerbating existing limitations and 
further undermine the capacity of many countries to 
monitor and address violence against women and 
children. Sustained investment in research and 
surveillance remains crucial to closing these gaps and 
preventing setbacks in progress. Future data collection 
efforts should adhere to best practices in study design to 
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ensure confidentiality, and interviewers should be trained 
to create a safe and supportive environment to enhance 
disclosure.55,56

A second limitation is that our analysis focused 
exclusively on the health effects of IPV, defined as acts of 
physical or sexual violence perpetrated by an intimate 
partner, and SVAC. Notably, due to limitations in the 
available evidence to date,23 our operational definition of 
IPV, similar to those adopted by the WHO and UN SDG 
monitoring frameworks,57 does not encompass acts 
within an intimate relationship that induce fear or 
emotional distress. Additionally, our study does not 
address other forms of violence against children and 
women, such as physical or psychological abuse against 
children, child neglect, female genital mutilation, or 
violence perpetrated by individuals other than intimate 
partners. Analyses of the health effects of other forms of 
gender-based violence and violence against children, 
based on the same systematic review described in our 
Methods, have been published elsewhere.33,58 It is 
essential for future work to consider the overlapping and 
unique health effects of additional forms of IPV, as well 
as violence beyond IPV and SVAC, as the most effective 
policies and intervention strategies might differ for these 
forms of violence.

Third, although the currently available evidence 
supported the inclusion of 12 additional health outcomes 
linked to SVAC and five linked to IPV in GBD 2023, 
these outcomes might still not fully capture the total 
health loss associated with these risks. The number of 
outcomes associated with each risk reflects the totality of 
available evidence, as well as study design and follow-up 
time, all of which are greater for SVAC than for IPV. 
Cohorts assessing childhood exposures such as SVAC 
often include longer and repeated follow-up, enabling 
the detection of more long-term health effects, whereas 
IPV cohorts often have shorter follow-up or limited data, 
and a smaller number of health outcomes assessed. In 
future iterations of GBD, we plan to continue to evaluate 
the evidence supporting associations between additional 
health outcomes and IPV and SVAC. Through regular 
updates of our systematic reviews, we will also evaluate 
evidence supporting the inclusion of additional forms of 
violence and their associated outcomes in GBD, 
contingent on factors such as the availability of evidence 
and the robustness of risk–outcome associations. To 
advance this work, high-quality prospective cohort 
studies are needed to clarify links between exposure to 
violence and long-term health outcomes, as well as to 
reduce uncertainty in future burden estimates. As 
detailed elsewhere,4 the strength of evidence supporting 
some of the associations presented here between IPV 
and SVAC and specific health outcomes is weak; thus, 
additional rigorous studies are required, and current 
findings should be interpreted with caution. In addition, 
health system databases offer a promising avenue to 
quantify immediate health effects. Future research 

should also aim to establish consensus guidelines for 
addressing confounding and mediation, to strengthen 
causal inference. Notably, although our burden-of-proof 
meta-analysis synthesises the available evidence—
accounting for confounding to the extent possible by 
coding for and adjusting for bias covariates representing 
known variation in input study characteristics—we 
acknowledge that there is no consensus on the level of 
evidence necessary to establish causality, especially 
relative to the observational studies which form the bulk 
of the available literature in this area.

Lastly, our study conceptualises IPV and SVAC as 
independent, not mutually exclusive risks, and does not 
estimate DALYs or deaths for individuals who have been 
exposed to both forms of violence. Additionally, the GBD 
framework does not currently account for potential 
correlations or clustering of these risks with other health 
threats. Furthermore, by treating IPV and SVAC as 
binary risks and using prevalence to measure exposure, 
our estimates do not account for the complexities related 
to the timing, frequency, and severity of exposure to 
violence, each of which could influence risk of future 
violence and negative health outcomes. For example, the 
experience of repeated acts of IPV might indicate greater 
risk for fatality.59 Thus, future research should leverage 
longitudinal and linked datasets to more accurately 
capture the co-occurrence of violence and provide a 
nuanced, cumulative analysis of its health effects over 
the life course.

Substantial progress has been made in understanding 
the global health burden of IPV and SVAC, and these 
pervasive forms of violence remain substantial contributors 
to DALYs worldwide. Our findings highlight the far-
reaching implications of these forms of violence, not only 
for individual health outcomes (such as mental disorders, 
chronic diseases, and premature mortality), but also for 
entire populations, spanning socioeconomic and 
geographical divides. The magnitude of health loss 
associated with these risks, even when compared with 
other widely recognised health threats, indicates that these 
risks require robust recognition, and the socially created 
burdens of violence against women and children must be 
treated as public health priorities. Concerted efforts are 
required across multiple sectors to implement prevention 
strategies, enhance services for survivors, and eliminate 
structural barriers to care. Investing in sustainable, gender-
sensitive violence prevention and support strategies holds 
the potential to avert millions of DALYs annually while 
promoting equity and improving health outcomes globally. 
The findings presented in this study serve as an urgent call 
to action to combat IPV and SVAC as avoidable risks for 
global disability and premature mortality.
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