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Abstract

Background

Intimate Partner Violence (IPV) is pervasive in Botswana. IPV stigma may affect the mental health of
women survivors. We developed and validated a new scale for intersectional stigma for women who
experienced IPV in Botswana.

Methods

We used a known-groups design. With interviews held in 2025 in urban and peri-urban areas with 217
women survivors and 183 women who reported no experience of IPV (non-reporters), we conducted
psychometric analyses to develop and test an intersectional stigma scale; hypothesized positive
convergence between scale endorsement and: commonly accepted IPV stigma scales; intensity of IPV
experienced; harmful gender norms and beliefs; and symptoms of poor mental health. We tested for
relationships using Spearman’s rank correlation coefficient (p) and report them as associations if
statistically significant (p <0.05).

Results

Analysis identified the Botswana Culture-Salient Intersectional IPV stigma scale (BCSI-IPVSS), an 11-
item, unidimensional scale for perceived stigma with good internal consistency (w = 0.859) and fit
(RMSEA=0.055; TLI=0.984) with observations. Its scale scores correlated positively with other IPV
stigma scales (0=0.24-0.40, p<=0.001).

Among survivors, we found statistically significant associations between BCSI-IPVSS endorsement and
abuse severity (p=0.16), psychological maltreatment (p=0.26), harmful community gender norms and
beliefs (p=0.52), and survivor blaming attitudes (p=0.41). Greater perceived stigma also coincided with
poorer mental health: generalized anxiety (p=0.23), social anxiety (0=0.26), depression (p=0.36) and
post-traumatic stress (p=0.23).

Among non-reporters, BCSI-IPVSS endorsement showed statistically significant associations with
harmful community gender norms and beliefs (p=0.45), survivor blaming attitudes (p=0.3), generalized
anxiety (p=0.22), and low perceived social support (p=-0.25), but not with social anxiety, depression, or
post-traumatic stress.

Conclusions

The BCSI-IPVSS shows overall acceptable psychometric properties in the assessment of IPV stigma
among both IPV survivors and non-reporters in Botswana. Future investigation is needed into the links
between IPV stigma experience, holding stigmatizing beliefs and poor mental health.

Clinical trial number
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Not applicable

Background

Intimate Partner Violence (IPV) can include acts of physical, sexual violence, emotional/psychological
abuse, controlling or coercive behaviors towards a current or former intimate partner [1, 2]. In Botswana,
IPV is common, with most recent prevalence estimates suggesting 36% of women reported experiencing
IPV sometime in their lives, and 26% within the past year [3]. Only a small proportion of women who
experience IPV (referred to as survivors) seek help [4, 5].

Stigma is recognized as a deterrent to seeking help, engagement in care, and safety planning [6-9] and
linked with poor mental health among survivors [10, 11]. It is a social process that involves the labeling,
stereotyping, separation from, and discrimination against those affected, leading to feelings of
diminished respect, status, and support [12, 13]. The process co-occurs with power imbalances often
hidden within accepted cultural circumstances of a society, serving to diminish those affected and
maintain social hierarchies [14].

Stangl et al. proposed the Health Stigma and Discrimination Framework (HSDF). The framework broadly
categorizes stigma manifestations as either practices (stereotypes, prejudice, stigmatizing behavior,
discriminatory attitudes) or experiences (experienced/enacted stigma and discrimination, internalized,
perceived, anticipated, and secondary stigma), but does not differentiate stigmma manifestations by their
source [15]. This contrasts with Corrigan and Watson who described negative societal stereotypes of the
general public towards stigmatized groups as public stigma, and distinguished it from self-stigma -
negative beliefs of stigmatized individuals about themselves [16].

Willan et al. reported that South African rape survivors experience stigma simultaneously at individual,
interpersonal, and community levels, with internalized shame and self-blame shaped and intensified by
external, socially enacted stigma, particularly when multiple stigmatized identities intersect [17].
Concerning experiences of stigma and discrimination specific to IPV, Murray et al. classified accounts of
survivors living in the United States as stigma components [18]. These included: survivor isolation;
dismissing/denying survivor's experiences; blatant unprofessionalism; victim blaming; loss of status;
shaming; denial of support or other resources, and other forms of discrimination [18, 19]. Among South
African IPV survivors, Willan et al. documented additional experiences of multiple forms of IPV-related
stigma related to staying or leaving a violent partner and the custody of their children. They distinguished
these IPV-related stigmas from rape-related stigma and proposed that they intersected and influenced
concealment of their experiences [8].

IPV stigma in Botswana

In Botswana, survivors also face stigma beyond the IPV stigma components described by Murray et al.
[18]. Despite legislative reforms to advance gender equality in Botswana law in recent years, customary
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gender norms and beliefs persist. They idealize women in subservient roles in the home and accept IPV
as normal [20] [21]. A significant portion of Batswana women perceive that their communities expect
wives to subjugate themselves to their husbands (e.g., owned by her husband if a bride price is paid for
her; needing her husband’s permission to do paid work; unable to refuse sex with her husband, etc.) [9].
Married women are also counselled to fulfil these roles during premarital advice giving (go laya), to
persevere through their marriage and to resolve marital conflicts privately within the family [22-24]. In
Botswana, single women and single mothers experience shame, marginalization, exclusion from
traditional marriage processes and events, and labelling as not having reached full adulthood [13, 25,
26]. Beyond anticipating loss of their marriage status, divorced women are looked down upon, subjected
to gossip, and seen as failures [27, 28]. In a nation where a large majority of the population identify
themselves as Christian [29], some divorcees perceived stigma from others attending church; some are
even required to step down from church responsibilities following their divorce [30].

The researchers propose that when women survivors of intimate partner violence (IPV) seek assistance
beyond internal, family-based conflict resolution - such as formal support from shelters, social services, law
enforcement, or magistrate courts - or undertake actions aimed at preventing further harm (e.g., relocating
to a shelter, ending cohabitation, or pursuing separation or divorce), some experience a loss of social status
due to perceived nonconformity with culturally salient gender roles and norms. Although this stigma for
violating gendered expectations surrounding family cohesion and women’s prescribed roles is conceptually
distinct from IPV-related stigma and discrimination; women IPV survivors may experience these multiple,
intersecting forms of stigma simultaneously.

IPV stigma, intersectionality, and culture

Recently, public health scholars have recognized that stigma for health conditions is experienced at the
intersection of multiple interlocking social identities as articulated by intersectionality theory first
described by Crenshaw [15, 31-33]. A full understanding is needed of how multiple stigmatized social
identities jointly influence the experiences, opportunities, and health consequences these groups face, to
develop interventions that better address the multi-dimensional effects of IPV [34, 35].

Several scholars have shown the important role culture plays in shaping the identities of women, their
experiences of IPV, and of IPV stigma in Botswana [22, 36]. How culture shapes stigma experiences may
be conditioned by gender, HIV status, socio-economic position, race or ethnicity, migration status, sexual
orientation, and other factors. Integrating culture-salient gender norms and beliefs into scale
development, may improve the measurement of intersectional IPV stigma in Botswana. Yang et al.
developed the What Matters Most (WMM) framework to understand how culture influences stigma [37].
They suggest that culture, as expressed by WMM or the core lived engagements that comprise daily life
within a local cultural context, greatly influences an individual’s experience of stigma. This occurs
because stigma threatens the individual’s capability of achieving core lived values that represent
“respected personhood” within a local cultural setting [37-39]. As such, an individual experiences stigma
most acutely when they are unable to participate in culture-salient activities to achieve core values in
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their local setting. Several recent reviews also recognized the WMM approach as one of the only
methods to operationalize intersectional stigma instrument development at the item level [33, 40].

Our research team found several scales developed outside Botswana to measure stigma among IPV
survivors. In the United States, Crowe et al. developed and validated the Intimate Partner Violence
Stigma Scale (IPVSS) [10]. It measured four sources (domains) of IPV stigma [18]: internalized stigma,
anticipated stigma, perpetrator stigma, and isolation but did not distinguish enacted stigma among
participant responses. IPVSS endorsement also correlated with overall frequency of IPV and symptoms
of social anxiety and depression [10]. In Australia, Brunton and Harris developed and validated a single-
domain, 11-item IPV Internalized Self-stigma Scale (IPVIS) [11]. IPVIS endorsement correlated with
poorer mental health, including depression, general anxiety, self-efficacy, and social isolation, and less
perceived social support [11]. The research team noted that Jewkes et als Rape Stigma Scale (RSS) is
the only scale for IPV stigma validated for use in a sub-Saharan African country [41]. Developed and
validated in South Africa, its nine-items measure two domains: internal (self-stigma revealed through
attitudes reflecting self-blame and shame) and external stigma (enacted or perceived experiences of
social devaluing consequential of rape). Although their study did not examine rape stigma associated
with mental health outcomes, it did report that both internal and external rape stigma strongly
associated with inequitable gender attitudes and noted the “intersectionality of rape stigma and gender
inequality” [41].

None of the existing measures reviewed above, were designed to quantify intersectional stigma for
women who experienced IPV. Guided in part by the WMM framework, the team adapted and modified
items from Link’s Perceived Discrimination-Devaluation Scale [42] (see Appendix 1) to measure
intersectional stigma among IPV survivors in Botswana. This paper describes scale development and
evaluation of its psychometric properties.

Methods

To develop scale items, formative research was first conducted through key informant interviews (KII)
with 21 IPV service providers from September 2023 to October 2023. Next, with Batswana survivors of
IPV and women who reported no experience of IPV (referred to as non-reporters), we held six focus
group discussions (FGD) in March 2024 and 39 in-depth interviews (IDI) between November 2024 and
January 2025. We constructed an initial set of scale items by adapting Link’s Discrimination-Devaluation
Scale [42, 43] based on domains of IPV stigma experience described in KIl. We then assessed
comprehension, relevance and coverage of eliciting stigma with FGD participants, and to stimulate
discussion for why they agreed or disagreed with each statement. A rapid thematic analysis of these
responses from urban and peri-urban participants noted culture-salient stereotypes that participants
discussed, and identified priorities or core lived capabilities found to “matter most” to them. Many
capabilities had been reported in prior studies [44, 45]: (1) Botho[1] [46], (2) being a supportive wife, (3)
children, (4) community standing, (5) maintaining family, (6) self-care, and two additional culture-salient
attributes previously undocumented (i.e., (7) perseverance and (8) wisdom from experience).
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Participants also revealed that, through acting to prevent further harm to themselves (and their children,
if they had them), some survivors either directly experienced or anticipated negative reactions to leaving
their partner and did not continue to persevere in the relationship. Some non-reporters of IPV negatively
reacted to survivors who left relationships with children they had with the violent partner, explaining that
marriage and having children raised by two parents should be prioritized.

Scale items were then further revised to integrate culture-salient priorities or capabilities into their
wording prior to administration in IDI. Many of these capabilities (e.g., respecting one’s husband, raising
children, perseverance) are not only regarded and promoted in communities as desired attributes for
women, but women who appear not to prioritize them may experience criticism or even stigma from
family and community members. Constructed intersectional stigma items referred to culture-salient
stereotypes of one stigmatized identity as characteristics that would further discredit someone
inhabiting a second stigmatized identity, resulting in statements that linked stigma for survivors with
stigma for failing to prioritize culture-salient core values. Intersectional stigma items elicit stigma to at
least two identities that each can independently elicit stigma, distinguishing such items from items
eliciting culture-specific stigma for a single identity. An initial 25 culture-salient, intersectional stigma
items were developed for themes gathered from the formative research participants (see Appendices 1
and 2). Instrument items and translations were refined during pre-testing in February 2025 and obtained
full Institutional Review Board approval for the final instrument on 26 March 2025.

Study sample, sampling methods and data collection

This study recruited participants from two urban (Gaborone, Francistown) and two peri-urban
(Molepolole, Gantsi) areas. Sampling for women survivors of IPV occurred through multiple convenience
sampling strategies. (i) The research team approached pre-existing clients of Gender Based Violence
support services situated in the four areas; they first invited all current clients receiving survivor support
services to participate, before consecutively sampling any new clients, as well as approaching past
clients with contacts documented in service records. (ii) While confirming eligibility of non-reporters
participants (see below), any women who disclosed prior experience of physical, sexual or emotional
abuse (i.e., in their lifetime) by their current or any past partner during screening using the Woman Abuse
Screening Tool were also included among the sample of IPV survivors [47]. (iii) A third set of survivors
were identified during the interview when disclosing IPV experiences with current or former intimate
partners as per WHO definitions [48].

A convenience sample of non-reporters who had not disclosed experiencing IPV was selected from the
same four areas. The strategy used was to approach women encountered at transport and shopping
areas or during door-to-door community outreach campaigns. In all instances, trained female research
assistants, fluent in Setswana and English, secured a quiet venue where they could establish and ensure
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safety, maintain privacy, and quickly refer for psychosocial support in case of participant distress, prior
to obtaining written, informed consent.

Research assistants interviewed 400 women in total between April and July 2025. The research team
had developed REDCap electronic data capture tools (version R13.11.4) hosted at the University of
Botswana, to facilitate data collection and management [49] using password-protected tablets and
laptops.

Measures

All participants rated preliminary scale items and provided socio-demographic information. To examine
perceptions of norms and beliefs favoring inequitable and violent intimate partnerships (referred to as
harmful gender norms), participants rated their agreement with scales for community norms and
individual beliefs about male dominance of partners and survivor blaming attitudes (C-MDP (11-items), |-
MDP (12-items), and SBA (8-items), respectively) [9]. To estimate each participant’s level of
disagreement with harmful gender norms, the research team converted ordinal ratings into endorsement
scores (1=strongly disagree, 2=disagree, 3=agree, 4=strongly agree) for each of 10 pairs of C-MDP and I-
MDP items (e.g., the C-MDP item “My community thinks that children belong to a man and his family”
and the I-MDP item “I think that children belong to a man and his family” are paired items). The
difference between the endorsement scores of each C-MDP and I-MDP pair was calculated before
summing the 10 values to generate an overall harmful gender norm disagreement score (higher number
suggests more disagreement of personal belief from perceived community endorsement of harmful
gender norms).

Participants’ psychosocial outcomes were also assessed. Social anxiety, depression, generalized anxiety
disorder, post-traumatic stress, self-esteem, perceived social support, and alcohol use disorder were
measured using the Brief Fear and Negative Evaluation Scale Il (BFNE-II) [50, 51], Centre for
Epidemiologic Studies Depression Scale (CES-D) [52], Generalized Anxiety Disorder (GAD-7) scale [53],
Abbreviated PTSD Checklist (PCL-C) [54], Rosenberg Self-Esteem Scale [55], Social Support
Questionnaire (SSQN, SSQS) [56, 57] and the Alcohol Use Disorders Identification Test (AUDIT) [58],
respectively.

Among_survivors, the team administered two established IPV stigma scales (IPVSS and RSS) to assess
concurrent validity [10, 41], and measured exposure to multiple forms of abuse and neglect using: a 30-
item, modified form of the Composite Abuse Scale (CAS) [59, 60] and a 14-item, modified form of the
Psychological Maltreatment of Women Inventory (PMWI) [61].

Hypotheses
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The research team sought to construct the Botswana Culture-Salient Intersectional IPV Stigma Scale
(BCSI-IPVSS): an intersectional stigma scale for survivors that elicited stigma for experiencing IPV and
for not conforming with customary gender roles and norms. To assess this, a series of hypotheses were
developed to test women survivors and non-reporters of prior IPV experience.

Stigma and frequency of abuse: Among survivors alone, the team proposed concurrent validity with other
measures of IPV stigma and hypothesized (A.i.) direct and positive associations between BCSI-IPVSS
endorsement and both IPVSS and RSS [10, 41]. The team also proposed that the frequency of IPV
exposure experienced would intensify IPV stigma and hypothesized (B.i) BCSI-IPVSS endorsement
would show positive associations with both overall frequency of IPV (CAS) and psychological IPV
(PMWI) [59-61].

Community norms and beliefs towards IPV: The BCSI-IPVSS was developed to measure intersectional
aspects of IPV stigma eliciting both stigma for IPV and stigma for women who, through their actions to
mitigate the impact of IPV on themselves and their children, appear not to conform with local, culture-
salient expectations for how women should achieve core values (e.g., ceased to persevere within a
violent intimate relationship and left the relationship; sought help for herself outside her family). As
these expectations can include harmful gender norms about intimate partnerships for both IPV survivors
and non-reporters, the researchers hypothesized (C.i., C.ii.) BCSI-IPVSS endorsement would show a
positive association with the perception that harmful gender norms about intimate partnerships were
common in their community (C-MDP, SBA) [9]. As personal endorsement of harmful gender norms and
beliefs appears distinct from perceived community norms and beliefs, the researchers hypothesized
(D.i., D.ii.) divergent validity between BCSI-IPVSS scores and an attenuated correlation with individual
norms and beliefs about male dominance (I-MDP) among both survivors and non-reporters [9].

The researchers considered the harmful gender norms disagreement score as a proxy for non-
conformity to gender roles and norms. This study hypothesized greater disagreement between perceived
community acceptance and personal beliefs of customary gender norms would coincide with greater
BCSI-IPVSS endorsement, reflecting positive convergent validity among both survivors and non-reporters
(E.i., E.ii.).

Psychosocial outcomes: BCSI-IPVSS items frame statements as beliefs of the respondent’s group (e.g.,
“Most Batswana believe..") to measure perceived IPV stigma. Although both IPV non-reporters and
survivors can agree with such statements, it is the further application of perceived stigma to oneself that
coincides with internalized stigma [62] and manifests as injury to mental health [63, 64].

Among survivors, the research team suggested that perceived IPV stigma would link with social anxiety,

i.e., perceived fear of devaluation if identified as a survivor in social contexts, and that BCSI-IPVSS

scores would show a positive association with symptoms of social anxiety (BFNE-S) (F.i.) and

generalized anxiety (GAD-7) (G.i.) [10, 65]. Among women who had not reported experience of IPV, IPV

stigma should not feature as prominently and so the research team hypothesized diminished

correlations with social (F.ii.) or generalized anxiety (G.ii.). Even if the sample perceived culture-salient,
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intersectional IPV stigma, the team anticipated this would be less prominent for this group than for
survivors.

The research team proposed that survivors would encounter cues to their IPV experiences in culture-
salient social engagement with family and in communities if they perceived stigma towards IPV
survivors. The team also hypothesized (H.i.) that among survivors, BCSI-IPVSS endorsement would show
a positive association with symptoms of post-traumatic stress (PCL-C) [66], and (H.ii.) in the absence of
IPV past trauma among non-reporters, the team anticipated negligible or attenuated associations
between post-traumatic stress and BCSI-IPVSS endorsement.

Prior studies suggest that survivors who perceived stigma towards women who experience IPV may
have depressive symptoms from experiencing these sentiments directly (enacted stigma), or through
self-stigma, if perceived stigma was internalized [63, 64]. The team hypothesized (l.i.) BCSI-IPVSS
endorsement would show a positive correlation with depression (CES-D) [10] among survivors. As non-
reporters should not face stigma as an IPV survivor but may experience gender non-conforming stigma,
the team expected to find (L.ii.) this correlation attenuated or diminished among them.

Self-esteem is considered a predominately stable feature within individuals over their lifespan [67], and
so the study team hypothesized (J.i.) negligible or attenuated associations between perceived stigma
and self-esteem among survivors, as this was observed for another stigmatized condition [44]. Among
non-reporters, the research team hypothesized negligible or attenuated correlations between perceived
stigma for IPV survivors and so the team hypothesized (J.ii.) BCSI-IPVSS endorsement would not show
any correlation with self-esteem.

Based on a prior stigma study in Botswana, divergent validity between perceived IPV stigma and
perceived social support (quantity and satisfaction) was anticipated, and so the researchers
hypothesized (K.i., K.ii.) to find negligible associations between BCSI-IPVSS endorsement and social
support (SSQN or SSQS) among both survivors and non-reporters [44].

Our study included measures for alcohol use disorder on an exploratory basis and did not establish any
related hypotheses a priori to test construct validity of the BCSI-IPVSS scale.

Data analysis

Data analysis was performed by conducting an exploratory factor analysis (EFA) on a training dataset,
and confirmatory factor analysis (CFA) on a test dataset. Both survivors and non-reporters were included
in both datasets because culture-salient attributes that ‘matter most’ for women are conceptually shared
by all members of a local cultural group. Division of the full study dataset to separate training and test
datasets occurred on a 1:1 ratio by random selection, with stratified sampling by survivorship and
locality to ensure those characteristics were as common in each dataset.
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Exploratory factor analysis (principal-factor method) was then conducted on training data (including
both survivors and non-reporters of IPV), to explore underlying latent factors linked to the 25 developed
scale items. An initial polychoric correlation matrix revealed several strongly correlated variables.
Correlated variables were then reviewed and we excluded variables deemed semantically redundant to a
retained variable and strength of collinearity (>0.7), until the determinant of the correlation matrix was
greater than zero (>0.0001). The candidate set of variables were then assessed for suitability for data
reduction using Bartlett’s test of sphericity (p<0.05) [68], and sufficient intra-correlation for factor
analysis using Kaiser-Meyer-Olkin (KMO) test (>0.5) [69]. The number of factors extracted was guided by
Velicer's minimum average partial (MAP) correlation approach [70, 71]. The analysis then reviewed factor
loading estimates, and excluded variables loading <0.4, before re-estimating the MAP and factor
loadings.

Confirmatory factor analysis was then performed on test data using the Weighted Least Squares with
Mean and Variance adjustment (WLSMV) estimation method [72]. This method is specifically designed
for ordinal item data involving fewer than five response categories and smaller datasets [73]. The
analysis tested factor loadings and correlated errors for statistical significance. Model fit indices were
assessed using the following test criteria: root mean square error of approximation (RMSEA)
(RMSEA<0.08) [74], standardized root mean squared residual (SRMR) (SRMR<0.08) [75], Comparative fit
index (CFI) (CFI>0.95) [76] and Tucker-Lewis Index (TLI) (TLI>0.95) [77] [74, 78].

The team then calculated McDonald’s Omega (w) to estimate internal consistency between the items of
each factor identified [79, 80], and assessed differences between continuous variable distributions using
t-test and Wilcoxon Rank-Sum test, depending on distribution normality. See Appendix 2. Item-Retention
Decision Table for additional details.

To evaluate construct validity of the BCSI-IPVSS as a measure of intersectional IPV stigma, the team
analyzed for trend associations among survivors and non-reporters separately, testing the hypotheses
stated above. Spearman’s (r) was then calculated to estimate correlation between scales and regression
used to test for differences in correlations (interaction) between sub-groups. Tabulated results handled
missing data by pairwise deletion. To assess the influence of missing data on these results, we
performed sensitivity analyses on selected results by modelling missing data using Multiple Imputation
by Chained Equations (MICE). See Appendix 3 for details. The team considered statistical significance at
the 5% level. Analyses occurred in Stata 19.0 [81] and Mplus 9.1 [82].

[1] Botho is described by Rankopo and Diraditsile as ‘a social contract of mutual respect, responsibility
and accountability by the members of a society towards each other!

Results

Participant characteristics
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Of the 217 participating survivors, 6.0% (13/217) were identified as survivors of IPV during the course of
the interview; the remaining 183 were non-reporters. Overall, the average age of participants was 35.0
years (SD =12.1) and 45.9% resided in urban areas. About two-thirds (67.0%) were in relationships and
nearly four-fifths (79.0%) had children. About 70.1% spoke Setswana at home and 63.7% reported
completion of secondary school or higher. Only 36.3% were employed at the time of the interview while a
majority (60.8%) reported that they had faced food insecurity in their household in the past month.

Compared with non-reporters, participating survivors were older (mean age in years (SD): 36.9(12.7) vs.
32.6(11.0), p =0.001), have children (88.9% vs. 67.2%, p < 0.001), and face food insecurity (70.0 vs. 49.7,
p <0.001). Non-reporters were more likely to reside in urban areas (56.0% vs. 37.0%, p < 0.001) and
speak Setswana at home (77.5% vs. 63.6%, p = 0.02). See Table 1.

Table 1
Demographic and mental health characteristics (n = 400)

[Place Table 1.xlIsx here]

Concerning stigma measures, endorsement of BCSI-IPVSS appeared similar among survivors and non-
reporters (mean (SD): 39.6 (14.3) vs. 38.0 (14.3), p = 0.24).

Regarding community norms and beliefs towards IPV, survivors reported slightly higher endorsement of
community norms about male dominance (28.4 (7.3) vs. 26.1 (7.1), p = 0.002) compared with non-
reporters. Neither average personal endorsement of gender norms and beliefs nor average disagreement
with harmful gender norms varied significantly between survivors and non-reporters (I-MDP: 21.6 (5.9)
vs. 20.5 (5.5), p = 0.051; harmful gender norms disagreement: 8.7 (7.5) vs. 7.3 (6.5), p = 0.15). Average
endorsement of survivor blaming attitudes appeared similar (14.1 (5.9) vs. 14.7 (6.0), p = 0.32).

Concerning psychosocial measures, survivors’ responses indicated higher levels of social anxiety (10.9
(9.6) vs. 6.2 (7.9), p< 0.001), depression (32.0 (+ 16.3) vs. 19.1 (15.2), p < 0.001), general anxiety (8.7
(7.4) vs. 4.9 (6.0), p< 0.001), post-traumatic stress (8.8 (7.4) vs. 4.9 (6.0), p< 0.001), and alcohol use
disorder (5.6 (8.0) vs. 2.5 (5.2), p < 0.001). Survivor responses reflected poorer self-esteem (20.2 (5.7) vs.
22.3(5.1), p<0.001), and less satisfaction with their social support (5.7 (0.7) vs. 5.8 (0.5), p=0.01). See
Table 2.

Table 2
Gender Attitudes and Beliefs and Measures of Psycho-
Social Health

[Place Table 2.xlIsx here]

Exploratory Factor Analysis (EFA)
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Using the training dataset, after discarding five items with high inter-item correlation, the team
performed EFA on a pool of 19 items. Although Velicer's MINAP criteria recommended extracting only
one factor, we initially extracted two factors with Eigenvalues exceeded 1.0 (\; = 4.99, A, = 1.28) that
accounted for 80.1% of the variability. Discarding items beginning with the weakest loadings until all
items met retention criteria, revealed one factor with 11-items significantly clustered around culture-
salient stigma of women who have experienced IPV (items: 2, 6, 8,13,14,17,18, 19, 21,22,24) and a
second factor with 3-items significantly clustered around culture-salient acceptance of women who have
experienced IPV (items: 1, 7, 11); no items were significantly cross-loaded on both factors. However, as
the second factor showed poor internal consistency (w = 0.618), pursuit of the second factor was halted.
The final EFA extracted a single factor. Discarding items first with the weakest loadings until all items
met retention criteria (see Appendix 2) revealed a final single 11-item factor version with an Eigenvalue
exceeding 1.0 (A, = 3.93) that accounted for 83.3% of the variability. See Table 3.

Table 3

Scale item mean response score, percentage by

agreement level, factor loadings, and internal consistency
(n=201)

[Place Table 3.xlIsx here]

Confirmatory Factor Analysis (CFA)

The team performed CFA on the test dataset fitted the observed variable items to a single factor. The
absolute model fit index RMSEA suggested a reasonable error of approximation (RMSEA =0.055 90%
C.1. 0.019-0.085) and good incremental model fit indices (CFI = 0.992 and TLI = 0.984). The model’s
residuals observed were also within accepted cut-off values (SRMR = 0.024). We have tabulated
descriptive statistics and Spearman correlations among test set items (Table 4) and standardized factor
loading estimates and correlated error estimates (Table 5).

Table 4

Descriptive statistics of the variables observed in the

Confirmatory Factor Analysis (test dataset n = 199)

[Place Table 4.xlIsx here]

Table 5
Standardized factor loadings and correlated errors of the
Confirmatory Factor Analysis (test dataset n = 199)
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[Place Table 5.xlIsx here]
Scale Reliability

The final 11-item version of the BCSI-IPVSS scale showed a good internal consistency, with MacDonald'’s
Omega calculated at 0.859 overall (0.854 in the training set and 0.864 in the test dataset).

Scale Validity
Perceived stigma among survivors of IPV

The team assessed for concurrent validity between BCSI-IPVSS scale endorsement and endorsement of
the two established IPV stigma measures among survivors. Concerning the IPVSS, the analysis found
positive, moderate correlations between the BCSI-IPVSS scale and the overall IPVSS scale (p =0.38) and
its anticipated stigma subscale (p = 0.44). BCSI-IPVSS endorsement showed positive associations with
the internalized stigma, perpetrator stigma and isolation IPVSS subscales (p = 0.28, 0.20, 0.28), and with
the overall RSS scale and its external and internal stigma subscales (p =0.25, 0.18, 0.26) (Table 6).

Table 6
Correlations between BCSI-IPVSS, established stigma
measures, and associated psychosocial outcomes (n =
400)

[Place Table 6.xlIsx here]

Among survivors the research team examined each of the BCSI-IPVSS, IPVSS and RSS separately for
convergence with composite abuse (CAS) and psychological (PMWI) abuse measures of IPV frequency.
Results show BCSI-IPVSS endorsement associated with overall composite abuse and its subscale
measures for severe and emotional abuse (p =0.17,0.18, 0.21), but not with physical abuse or
harassment (p =0.08, 0.11). For psychological maltreatment, BCSI-IPVSS endorsement was associated
with overall psychological maltreatment and emotional/verbal and dominance-isolation subscales (p =
0.25, 0.32,0.17). In contrast, moderate-to-strong associations were detected between endorsement of
both IPVSS and RSS, and all overall and subscales measures for composite abuse and psychological
maltreatment. See Table 6 for details.

Concerning gender roles and norms among survivors, the BCSI-IPVSS scale showed positive, moderate
associations with endorsement of community norms and beliefs about male dominance over partners
(C-MDP) and blaming attitudes towards IPV survivor (SBA) (p = 0.50, 0.38). This study did not observe a
significant association between BCSI-IPVSS endorsement and individual norms and beliefs (I-MDP) (p =
0.02). Endorsements of the IPVSS and RSS scales each showed positive associations with C-MDP
endorsement (p = 0.34, 0.19); neither stigma scale displayed significant correlation with endorsement of
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I-MDP or SBA (IPVSS: p =0.01, 0.12; RSS: p=-0.03, 0.09). The analysis also found a moderate positive
association between level of disagreement with harmful gender norms and BCSI-IPVSS endorsement (p
=0.47). See Table 6.

Regarding psychosocial constructs, moderate, positive associations were found between BCSI-IPVSS
endorsement and depression (CES-D) (p = 0.36), and positive associations detected with social anxiety
(BFNE-S) (p = 0.25), general anxiety (GAD-7) (p = 0.21), and post-traumatic stress symptoms (PCL-C) (p =
0.22). Similarly, the analysis noted moderate-to-strong associations between IPVSS and RSS
endorsements and depression (p = 0.62, 0.53), social anxiety (p = 0.40, 0.30), general anxiety (0.37, 0.46),
and post-traumatic stress (p = 0.50, 0.61) (Table 6).

Analyses revealed some differences between the stigma scales and their associations with several
psychosocial measures. Concerning self-esteem, a significant, negative association with IPVSS
endorsement (p=-0.23) was observed, but not with BCSI-IPVSS or RSS endorsement (p=-0.10, -0.03).
Results also suggested a weak but positive associations between RSS endorsement and the perceived
number (SSQN) and satisfaction (SSQS) with social support (p = 0.19, 0.14); no associations with the
two social support measures and endorsement of either IPVSS (p =0.11, 0.00) or BCSI-IPVSS (p=-0.04,
0.00) were detected. See Table 6.

The analyses did not identify any significant associations between alcohol use disorder and any of the
three stigma scales (Table 6).

Perceived stigma among non-reporters of IPV

The researchers also examined BCSI-IPVSS endorsement among participating non-reporters and looked
for possible associations with gender norms and beliefs and measures of psychosocial health. Among
non-reporters, BCSI-IPVSS endorsement positively correlated with subjective norms and beliefs about
male dominance over partners (C-MDP) (p = 0.46) and survivor blaming attitudes (SBA) (p = 0.25). BCSI-
IPVSS endorsement was also strongly associated with level of disagreement with harmful gender norms
(p = 0.52). No association was found between the BCSI-IPVSS and personal endorsement of male
dominance over their partners (I-MDP) (p = 0.04) (Table 6).

In terms of psychosocial constructs, the research team found endorsement of BCSI-IPVSS items by non-
reporters positively correlated with symptoms of general anxiety (p = 0.20) and negatively associated
with perceived number of social supports (SSQN) (p=-0.19). The team did not find BCSI-IPVSS
significantly associated with any other psychosocial measures. See Table 6.

To assess the potential impact of missing data on our analysis of associated constructs, we compared
estimates of association tested using pairwise deleted data with those derived from ten imputed
datasets. We found no substantial differences in either the direction or statistical significance of
associations tested. See Appendix 3 for details.

Discussion
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This study presents the first scale developed to measure intersectional IPV stigma among women. Its
initial findings provide promising support for it as a valid measure for perceived stigma among both
survivors and non-reporters among sampled participants in Botswana. The BCSI-IPVSS integrates
elements that draw out stigma to non-conformity to customary gender roles and norms consequential to
leaving a violent relationship, to better capture the scope of culture-salient, intersectional IPV stigma
common in Botswana and other sub-Saharan Africa countries.

This preliminary psychometric analysis demonstrates initial construct validity for BCSI-IPVSS when
assessing intersectional IPV stigma among women in Botswana. In terms of its measurement of IPV-
related stigma, the preliminary findings suggest strong concurrent validity with all sub-domains of two
established measures of IPV stigma (A.i), and positive convergent validity with IPV experience measured
through overall scale scores of both CAS and PMWI (B.i). Unlike IPVSS and RSS, BCSI-IPVSS
endorsement was not associated with physical abuse or harassment experience measured through CAS
subscales. This may reflect differences in item construction and foci between the stigma scales. BCSI-
IPVSS items prompt endorsement using general statements of collective stigma stereotypes and
prejudices framed in the third person, while both IPVSS and RSS scale items combine a mix of self-
reflective (first person) and perceived stigma (third person) statements that include perpetrator stigma,
enacted stigma, and discrimination that overlap with IPV experience [10, 41]. Both established stigma
scales also include items referring to personal experience of enacted stigma. Several IPVSS items elicit
enacted forms of perpetrator stigma and isolation originating from the abusive partner (e.g., IPVSS
items: “My abuser monitored my activities” and “My abuser isolated me from family and friends”) that
are closely related to abusive partner behaviors (e.g. CAS items: “Followed me physically” and “Hung
around outside my house”). Similarities between IPVSS (e.g., “I felt like | deserved it”) and Rosenberg’s
self-esteem scale items (e.g. “All in all, | am inclined to feel that | am a failure”) may also explain the
negative association exclusively between IPVSS and self-esteem endorsement that was inconsistent
with the divergent validity result hypothesized (J.i.).

Although this finding suggests insensitivity to some types of IPV experience, BCSI-IPVSS still showed
convergence with all sub-domains of both established IPV stigma scales when administered with
survivors. Furthermore, the third person voicing of BCSI-IPVSS scale items enables its administration
with participants who have not experienced IPV to elicit perceived stigma.

This study found good positive convergence between BCSI-IPVSS and endorsing harmful gender norms
perceived in the community (C-MDP) and survivor blaming attitudes (SBA) among all participants (C.i,
C.ii.), and this appears independent of personal beliefs of those harmful gender norms (I-MDP) (D.i.,
D.ii.). Finding convergent validity among non-reporters is consistent with a hypothesis that the BCSI-
IPVSS also measures forms of stigma towards survivors independent of (reported) IPV experience,
including towards those perceived to not conform with customary gender roles and norms.

BCSI-IPVSS endorsement also strongly converged with personal disagreement with harmful gender
norms among all women (E.i., E.ii.). Taken as a proxy to non-conformity with gender roles and norms
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salient in respondent communities, this finding is consistent with our assertation that BCSI-IPVSS
measures forms of stigma independent of IPV experience.

Survivor blaming attitudes (SBA) did not appear significantly associated with either IPVSS or RSS,
suggesting divergent validity between SBA and both IPVSS and RSS.

As with IPVSS and RSS, the BCSI-IPVSS endorsement positively converged with quantified symptoms of
social anxiety (F.i.), post-traumatic stress (H.i), and depression (l.i.) among only survivors, and not
among non-reporters (F.ii., H.ii., Lii.). These findings are consistent with those reported by Crowe et al.
[10] and Flicker et al. [83] for depression, and Dardis et al. [84], Flicker et al. [83], and DePrince et al. [66]
for post-traumatic stress. Our finding that social anxiety symptoms converge with IPV stigma
endorsement only among survivors aligns well with those of Orchowski et al. [65], who found anxiety
greater among participants who faced negative social reactions through uncontrolled disclosure of their
survivorship.

Endorsement of each of the three stigma scales also converged with symptoms of general anxiety
among survivors (G.i). However, this study observed the association between BCSI-IPVSS endorsement
and symptoms of generalized anxiety was of comparable strength regardless of whether or not the
participant reported IPV (p = 0.206 among survivors, vs. p = 0.202 among non-reporters) (G.ii.),
suggesting the aspects of stigma elicited by the BCSI-IPVSS that converged with generalized anxiety
may not be IPV-related but instead related to stigma to non-conformity to gender roles and norms. For all
women who endorse survivor stigmatizing statements that negatively judge women for not achieving
these core capabilities, symptoms of generalized anxiety may reflect a psychological burden of having to
personally live up or conform with the culture-salient expectations for women that they have judged IPV
survivors against. Links between symptoms of generalized anxiety and forms of gender discrimination
like non-conformity to gender norms have been reported elsewhere by Kira et al. [85]. Further
investigation is needed.

Among survivors, the average number of social support respondents could seek help from (SSQN)
appeared positively associated with rape stigma (RSS). This contrasts attenuated associations observed
with BCSI-IPVSS and IPVSS (K.i.) and previous findings reported by Jewkes et al. [41] when social
support was estimated using a different instrument. Further analysis found convergence particularly
with the external stigma subscale of RSS and suggests quantified social support may indicate
vulnerability or risk exposure to the forms of external stigma indicated by the RSS. That is, those
respondents who named fewer social supports may also be less vulnerable to experiencing social
isolation or criticism from people they counted as part of their social support network. In contrast,
among non-reporters, BCSI-IPVSS was negatively associated with the mean number of social supports
implying that among women who had not reported IPV, those who named fewer social supports were
more likely to hold stigmatizing attitudes towards survivors compared with those who named more
supports. It may be that, for participating women who have not experienced IPV, social networks offer
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greater exposure to empathetic perspectives of IPV survivors — some of their supports may themselves
be friends who are abuse survivors. Further investigation is needed.

In this study, the BCSI-IPVSS integrates elements that draw out stigma to non-conformity to customary
gender roles and norms that survivors defy when leaving a violent relationship. The survivor identity is
sanctioned for not being able to maintain her marital relationship (i.e. divorce stigma), maintain her
male-partner-inclusive family (i.e. fragmented family stigma), the ideal conditions to care for her children
(i.e. bad mother stigma), or that she betrayed distorted obligations implied by her family’s exchange of
bride price. This study developed BCSI-IPVSS items using the WMM approach to locate key stigma
experiences for common, prominent identities shaped by culture to construct scale items (see Appendix
1). This approach is one of only a few that simultaneously measure stigma to multiple intersecting
identities within each item [33, 40]. This contrasts scale development approaches that derive
intersectional stigma scales by assembling items drawn from several scales of individual component
stigmatized identities (e.g., Atkins et al. [86] scale for intersectional stigma among female sex workers in
Namibia), geometric approaches [87], or non-attributional stigma scales (e.g., Intersectional
Discrimination Index [88]). Such scales require less time to develop [86], but in adopting location-
agnostic scale items, may under-elicit stigma that might arise or be exacerbated by local, salient cultural
beliefs and practices [89].

Limitations and recommendations

The researchers recognize several limitations of our study. The research team undertook a variety of
non-probability sampling strategies to identify both survivor and non-reporter participants from both
urban and peri-urban areas, and these varied across each of the four locations sampled. Scale
development and preliminary validation activities, including frequencies and percentages, are limited to
social, cultural and geographic constraints of the samples. As the samples are not designed to be
representative of Batswana women, findings should be interpreted carefully.

This study sought to develop and test a tool to measure perceived stigma among survivors of IPV.
Although IPV survivors who perceive stigma may also experience anticipated and internalized stigma,
BCSI-IPVSS items are not constructed in a manner to distinguish respondents’ personal experience from
perceived stigma [90]. Sampling included those who identified themselves as ‘women’ and our analysis
presumed all participants had been socialized to be a woman through experiences shaped by prevailing
heteronormative gender norms and expectations common in their communities. Due to this design
limitation, the BCSI-IPVSS may not perform as well among gender and sexual minorities.

The study implemented numerous strategies to encourage women to disclose any prior IPV experience,
however it is possible that a small number of IPV survivors were misclassified and analyzed as non-
reporters. Although we do not expect this misclassification to alter findings among IPV survivors, it may
result in underestimates of the true difference between IPV survivors and non-reporters, and remotely
increase the chances that results found among IPV survivors are also observed among non-reporters.
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We had planned to investigate score consistency over time however a majority of follow up interviews to
readminister the BCSI-IPVSS occurred more than 14 days after first administration. We recommend
future studies assess response stability over time.

The researchers assessed concurrent validity against the IPVSS and RSS. Although studies have shown
both scales valid for use in other settings, neither of the scales had been validated for use in Botswana.

Several scale items refer to gender ideals, values, and beliefs and how women should be treated and
conduct themselves (gender ideology). Such scale items also refer to social discounting (e.g. “judge
negatively”, “consider a failure”, “take less seriously”) and their endorsement reflects both stigma
towards women IPV survivors together with belief that a particular gender norm is commonly held
among others like them. This study had sampled IPV non-reporters and known-groups design to test if
the BCSI-IPVSS could measure stigma unique to IPV survivorship. In a future study, analyses of
responses obtained from a sample of men who are less adversely affected by gender roles and norms,

could provide further clarity.

This analysis did not assess measurement invariance between sub-groups and recommend future
studies involving national samples that are geographically representative and of urban and rural
localities. This validation study assessed monotonic correlations of BCSI-IPVSS with mental health
indicators. Mental health may be affected through more complex relationships.

Despite these limitations, BCSI-IPVSS offers a local, culturally-attuned instrument to further understand
how IPV stigma affects survivors that can be used to monitor stigma mitigation interventions as done
for other conditions [91]. The scale can also be used for further examination of direct associations with
mental health outcomes or even the interaction of IPV stigma on other factors associated with mental
health outcomes (e.g. IPV severity on depression and post-traumatic stress [92]). The researchers
recommend further analysis using structural equation modelling to test these associations.

Conclusions

In conclusion, the BCSI-IPVSS shows initial and robust validity for measuring both perceived and public
intersectional IPV stigma among participating women. It holds promise as useful tool for assessing
intersectional IPV stigma among women with comparable socio-cultural profiles in Botswana and other
sub-Saharan African countries.
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