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Background and Rationale 

In 2006, UNICEF estimated that between 133 and 275 million children globally were exposed to 

domestic violence and abuse (DVA), most often by witnessing violence between caregivers in the 

home (UNICEF, 2006). These figures have shaped global understanding and policy direction for nearly 

two decades, but were derived from a synthesis of studies – most from high-income countries – that 

varied widely in their definitions of DVA, methods of measurement, and population samples. Most of 

these studies did not use standardised tools or definitions of either exposure or DVA, raising 

questions about the validity and comparability of the resulting estimates, especially across low- and 

middle-income countries (LMICs), where children face disproportionate risks of both violence and 

structural disadvantage (UNICEF, 2006). In addition, the 2006 UNICEF estimates lacked data from 

entire regions, including Northern Africa and South-Eastern Asia, further limiting their global 

applicability and reinforcing the need for updated, geographically inclusive data (UNICEF, 2006). 

Childhood exposure to DVA does not have a standard definition, but it is understood as when a child 

visually observes, overhears, is directly involved in, or witnesses the effects of violent acts between 

adults and caregivers in their home (Evans et al., 2008; Holden, 2003). A substantial body of evidence 

has found that childhood exposure to DVA is associated with a wide range of negative outcomes, 

including emotional and behavioural problems, mental health conditions such as depression, anxiety, 

and post-traumatic stress, difficulties in peer relationships, reduced educational attainment, and an 

increased likelihood of experiencing or perpetrating violence in later life (Evans et al., 2008; Holt et al, 

2008; Kitzmann et al., 2003). Neurobiological and developmental pathways have been proposed to 

explain these associations, suggesting that chronic exposure to violence may alter stress responses, 

attachment systems, and patterns of social learning (De Bellis, 2001; Margolin, 2005). These effects 

are compounded in settings with limited access to child protection services, mental health care, or 

safe schooling environments – conditions that characterise many LMICs (Guedes et al., 2016). 

Despite these risks, few countries systematically monitor childhood exposure to DVA. In global 

surveys on violence against children, items on direct physical or sexual abuse are often included, but 

exposure to DVA is frequently overlooked or inconsistently captured. Where data do exist, they tend to 

be drawn from convenience samples, clinic-based populations, or subnational studies, making it 
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difficult to derive nationally representative or internationally comparable estimates (Kieselbach et al., 

2022). A recent multi-country study using VACS data in five Sub-Saharan African countries addressed 

this gap for broader adverse childhood experiences (ACEs), including witnessing interparental 

violence, and highlighted the high prevalence of such exposures using nationally representative data 

(Amene et al., 2024). However, no study to date has produced standardised, cross-national 

prevalence estimates focused specifically on childhood exposure to DVA – or translated those 

estimates into the absolute number of children affected. This absence of robust data has implications 

not only for research but also for the design and implementation of effective interventions and 

policies. 

The COVID-19 pandemic has further heightened concerns about childhood exposure to DVA. 

Lockdowns, economic stress, school closures, and reduced access to services all increased the risk 

of violence within the home, while simultaneously increasing children’s time at home and their 

likelihood of exposure to such violence (Van Gelder et al., 2020) and limiting opportunities for 

disclosure and support. Although some countries reported increases in helpline calls and DVA 

reports, the extent to which children were exposed remains largely undocumented. Renewed 

attention to this issue, particularly in LMICs, is therefore urgently needed. 

A recent systematic review by Kieselbach et al. (2022) underscored the high prevalence of childhood 

exposure to intimate partner violence in LMICs, estimating a pooled lifetime prevalence of 29% across 

studies. However, the authors also highlighted significant heterogeneity in study methods, definitions, 

and measurement tools – with most studies lacking standardised or cross-culturally validated 

measures, a limitation common in research on childhood exposure to DVA (Harris et al., 2024). The 

present study addresses these gaps by using a harmonised item on exposure to interparental physical 

violence across ten nationally representative surveys, and using this item to explore mental health 

outcomes associated with childhood exposure to DVA. While the measure is necessarily narrow in 

scope, it provides one of the few opportunities to compare across multiple LMICs using a consistent 

definition. 

This study addresses these gaps by providing updated prevalence estimates and associated mental 

health outcomes of childhood exposure to DVA using data from the Violence Against Children Surveys 

(VACS; Chiang et al., 2016). These nationally representative surveys, conducted in collaboration with 

national governments and technical partners, include a standardised item asking whether the 

respondent saw or heard physical violence between parents or stepparents. Although not originally 

designed to focus on childhood exposure to DVA, the VACS offer one of the only sources of 

harmonised, cross-country data on this form of harm in LMICs. Although one prior study analysed 

VACS data from three countries to explore associations between witnessing DVA and later mental 

distress (Kieselbach et al., 2021), no study to date has produced standardised, cross-national 

prevalence estimates using nationally representative data across multiple LMICs. This paper presents 
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the first multi-country analysis of these data, using surveys conducted between 2013 and 2019 across 

ten countries in Africa, Asia, Eastern Europe, and Latin America. By estimating both the proportion 

and absolute number of children exposed in each country, alongside associations with adverse 

mental health outcomes, this analysis contributes to a renewed evidence base for global, regional, 

and national action. 

Data and Methods 

Data Sources and Participants 

This study draws on data from ten nationally representative Violence Against Children Surveys (VACS), 

conducted between 2013 and 2019 in Cambodia, Colombia, Côte d’Ivoire, Honduras, Lesotho, 

Malawi, Moldova, Namibia, Nigeria, and Zambia. These surveys were coordinated by national 

governments with technical support from the US Centers for Disease Control and Prevention (CDC) 

and the Together for Girls partnership. They employed a multi-stage, stratified cluster sampling design 

to generate representative estimates of violence among males and females aged 13-24 (Chiang et al., 

2016). Each survey adhered to a standardised protocol but was adapted for cultural and linguistic 

relevance in each setting. 

All surveys received ethical approval from relevant national review boards and the CDC. Informed 

consent (or assent with parental consent for minors) was obtained from all participants. The current 

secondary analysis was approved by the University of Southampton. 

Inclusion Criteria 

Countries were included in this analysis if they met the following three criteria: (1) availability of full 

survey microdata via the Together for Girls data archive; (2) inclusion of a question assessing 

childhood exposure to interparental physical violence; and (3) sufficient sample size when 

disaggregated by sex for robust estimates. Six additional countries with VACS data were excluded due 

to inconsistent measurement of exposure (e.g. missing items, flawed skip patterns, or non-

standardised wording), or substantial missing data. 

Measurement of Childhood Exposure to DVA and Mental Health 

Childhood exposure to DVA was defined as self-reported exposure to physical violence between 

caregivers before the age of 18. All ten surveys included a similarly worded item asking whether the 
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respondent had ever seen or heard one parent or stepparent physically attacking the other1. Any minor 

variations in question phrasing were reviewed to ensure that conceptual consistency of exposure. 

Responses were recoded into a binary variable indicating exposure (any frequency) or non-exposure. 

Responses of “don’t know” or “declined to answer” were treated as missing and excluded from 

prevalence estimates. 

Mental health was conceptualised by internalising and externalising symptoms, as these dimensions 

provide a comprehensive understanding of an individual's mental health status, covering emotional 

and behavioural aspects (Masten et al., 2005), along with contextual aspects (Nikstat & Riemann, 

2020), making them a valuable measure in assessing mental health across an individual’s life. The ten 

VACS datasets were examined in line with the literature review for variables related to internalising 

and externalising symptoms which were consistently asked across the datasets to allow for a multi-

country analysis. Internalising symptoms included four outcomes: psychological distress in the past 

30 days, and lifetime prevalence of intentional self-harm, suicidal thoughts, and suicide attempt. 

Externalising symptoms comprised three outcomes: engagement in risky behaviours in the past 30 

days (defined as any one of binge drinking, drug use, or tobacco use), and lifetime prevalence of 

perpetration of physical domestic violence and physical non-partnered violence. 

Statistical Analysis 

Weighted prevalence estimates were calculated for each country and stratified by sex. Survey weights 

were applied to account for unequal probability of selection and non-response, in accordance with 

the VACS methodology (Centers for Disease Control and Prevention, 2022). For each estimate, 95% 

confidence intervals were computed. All analyses were conducted using Stata SE 17.  

To contextualise the proportions of respondents who reported exposure, national population data 

from the 2024 revision of the UN World Population Prospects (United Nations Department of 

Economic and Social Affairs, Population Division, 2024) were used to estimate the absolute number of 

adolescents and young adults (aged 13-24) exposed to DVA in each country. This age group was 

chosen as it mirrored the age group sampled in the surveys, and as a result it does not reflect 

exposure amongst current children of all ages.  

 

1 It is important to note that this measure captures only one form of DVA exposure – seeing or hearing physical violence 
between caregivers – and does not include exposure to emotional abuse, coercive control, or any other indirect forms of 
exposure (Holden, 2003). While limited in scope, the item provides a rare opportunity to compare prevalence across diverse 
national settings using a consistent indicator. 
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To assess the association between childhood exposure to DVA and each mental health outcome, 

bivariate analysis, followed by binary logistic regression modelling2 were used. Separate models were 

run for each country and outcome. Results are presented as odds ratios (ORs)3 with 95% confidence 

intervals. The bivariate and regression analyses are presented in tables grouped by MDG Region4 to 

allow for the examination of similarities and differences between and within regions. 

Results 

Prevalence of Childhood Exposure to DVA 

Table 1 presents the prevalence of childhood exposure to DVA in each of the ten countries, 

disaggregated by sex, along with estimates of the absolute number of children affected. Figure 1 

illustrates these patterns visually, highlighting variation across countries and between males and 

females. 

Across the ten countries, self-reported exposure to DVA during childhood ranged from 11.80% to 

30.68%. The highest prevalence was recorded in Malawi (30.68%), followed by Zambia (30.31%), 

Nigeria (29.60%), and Lesotho (29.12%). The lowest reported prevalence was in Honduras (11.80%). 

Namibia (15.45%), Moldova (17.36%), Côte d’Ivoire (17.69%), Colombia (19.68%), and Cambodia 

(20.41%) fell within a mid-range. These findings indicate substantial variation between countries, with 

countries in Sub-Saharan Africa generally reporting higher levels of exposure than those in Latin 

America or Eastern Europe. 

Across all countries, females were generally more likely to report exposure before the age of 18 than 

males, with seven out of the ten countries in this situation. Females had significantly higher 

proportions in Moldova, Honduras and Nigeria. In Moldova, the difference between male and female 

prevalence rates exceeded nine percentage points (12.82% for males, 21.92% for females). The 

difference between the sexes was 7.11% in Nigeria and 5.59% in Honduras. Similar gender disparities 

were evident in Zambia (33.25% vs. 27.27%) and Colombia (23.39% vs. 16.12%), albeit without a 

significant difference. Conversely, in Malawi (31.12% males vs. 30.29% females) and Cambodia 

 

2 Variables also included in the model: respondent sex, education level, wealth, death of a biological parent, living with both 
biological parents, multiple children in household, exposure to community violence, and societal acceptance of DVA. The 
variable of ‘suicide attempt’ was not included in the regression analyses, as everyone within this variable would have also 
been included under the ‘suicidal thoughts’ variable. The ‘suicide attempt’ variable also had relatively low sample sizes 
across some countries. 

3 Although results are presented as odds ratios, predicted probabilities calculated from the same models demonstrated 
similar patterns of association. In all countries, those exposed to DVA in childhood had higher predicted probabilities of 
adverse mental health outcomes than their unexposed peers, supporting the robustness of the findings. 

4 Millennium Development Goal (MDG) regions are used throughout this paper for regional classification, to align with the 
UNICEF (2006) global estimates. 
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(21.24% vs. 19.57%), males were slightly more likely to report exposure although there was no 

difference statistically in the proportion affected by sex. 

 

Figure 1 Prevalence of childhood exposure to DVA by country and sex 

Estimated Number of Exposed Children 

Based on population data from the 2024 UN World Population Prospects, an estimated 19.84 million 

adolescents and young adults (95% CI: 17.93-21.89 million) across these ten countries were exposed 

to DVA before age 18. Nigeria alone accounted for nearly 13 million cases, a figure driven by both its 

large population and relatively high prevalence rate. The six Sub-Saharan African countries included in 

this analysis (Malawi, Nigeria, Zambia, Lesotho, Namibia, and Côte d’Ivoire) account for an estimated 

16.70 million cases.  

In contrast, the four countries outside Sub-Saharan Africa (Colombia, Honduras, Cambodia, and 

Moldova) accounted for a combined 3.14 million, with Colombia contributing the majority (over 2 

million). Smaller numbers, due to the smaller populations in these countries, were seen in Cambodia 

(769,182) and Honduras (288,990).  

As expected, there are a higher number of females affected, with a total of 10.82 million across all 

countries, with the 95% confidence interval ranging from 9.37 million to 12.42 million. For males there 

are nearly 9 million affected (7.82 million to 10.24 million). Again, these differentials are driven by 

Nigeria, where there are 1.32 million more females affected than males.  
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Table 1 Estimates of Childhood Exposure to DVA in Ten LMICs 

MDG 
Region 

Country 
(Survey 

Year) 

People Aged 13-24 Reporting Childhood Exposure to DVA in Ten LMICs 

Prevalence  
(Weighted %, 95% CI) 

Estimated Number Exposed  
(rounded, 95% CI) 

Overall Male Female Overall Male Female 

Sub-
Saharan 
Africa 

Côte 
d’Ivoire 
(2018)  

17.69 
(15.48- 
20.15) 

17.77 
(15.06- 
20.84) 

17.62 
(14.27- 
21.55) 

1,101,036 
(963,484-

1,254,148)  

569,582 
(482,718-
667,985)  

531,905 
(430,777-
650,542)  

Lesotho  
(2018) 

29.12 
(26.83- 
31.52) 

26.23 
(22.27- 
30.61) 

32.02 
(30.31- 
34.10) 

156,013 
(143,744-
168,871)  

69,999 
(59,431-
81,687)  

86,099 
(81,501-
91,692)  

Malawi  
(2013) 

30.68 
(27.43- 
34.14) 

31.12 
(27.13- 
35.41) 

30.29 
(25.28- 
35.81) 

1,240,310 
(1,108,922-
1,380,189)  

612,670 
(534,118-
697,129)  

628,214 
(524,307-
742,699)  

Namibia  
(2019) 

15.45 
(13.64- 
17.46) 

15.05 
(12.41- 
18.13) 

15.95 
(13.60- 
18.62) 

94,959 
(83,834-

107,313)  

46,258 
(38,144-
55,725)  

49,007 
(41,787-
57,211)  

Nigeria  
(2014) 

29.60 
(27.19- 
32.13) 

25.99 
(23.09- 
29.12) 

33.10 
(29.34- 
37.09) 

12,893,849 
(11,844,046-
13,955,925)  

5,760,249 
(5,117,512-
6,453,961)  

7,082,398 
(6,277,872-
7,936,137)  

Zambia  
(2014) 

30.31 
(27.97- 
32.76) 

27.27 
(24.44- 
30.30) 

33.25 
(30.27- 
36.36) 

1,209,234 
(1,115,878-
1,306,978)  

539,857 
(483,832-
599,841)  

668,285 
(608,391-
730,793)  

Latin 
America 
and the 
Caribbean 

Colombia 
(2018) 

19.68 
(16.21- 
23.68) 

16.12 
(12.50- 
20.54) 

23.39 
(17.73- 
30.21) 

2,012,112 
(1,657,334-
2,421,078)  

835,905 
(648,189-

1,065,105)  

1,178,536 
(893,350-

1,522,171)  

Honduras 
(2017) 

11.80 
(10.77- 
12.91) 

8.95 
(7.70- 
10.39) 

14.54 
(13.03-
16.18) 

288,990 
(263,765-
316,175)  

111,865 
(96,254-

129,863)  

174,361 
(156,253-
194,028)  

South-
Eastern 
Asia 

Cambodia 
(2013) 

20.41 
(18.32- 
22.68) 

21.24 
(18.50-
24.28) 

19.57 
(16.47- 
23.09) 

769,182 
(690,417-
854,731)  

394,847 
(343,911-
451,359)  

373,724 
(314,524-
440,944)  

Eastern 
Europe 

Moldova  
(2019) 

17.36 
(14.70- 
20.39) 

12.82 
(9.78- 
16.62) 

21.92 
(18.03- 
26.37) 

70,860 
(60,003-
83,228)  

25,767 
(19,657-
33,405)  

45,415 
(37,356-
54,635)  

Association Between DVA Exposure and Mental Health Outcomes 

The relationship between childhood exposure to DVA and seven adverse mental health outcomes was 

examined using both bivariate analysis (illustrated in Figures 2 and 3) and binary logistic regression. 

Results are grouped by internalising and externalising symptom domains. 

Table 2 presents odds ratios (ORs) from the binary logistic regression models, showing the strength of 

association between DVA exposure and each mental health outcome, stratified by country. Statistical 

significance is indicated at the 10%, 5% and 1% levels. 

Internalising Symptoms 

Bivariate analysis revealed consistently higher prevalence of internalising symptoms: psychological 

distress, intentional self-harm, and suicidal thoughts, among individuals exposed to DVA during 
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childhood (Figure 2). In countries such as Colombia, Cambodia, and Moldova, exposed individuals 

reported notably higher levels of both mild/moderate and severe psychological distress5. The same 

pattern held for suicidal thoughts, with all countries showing higher lifetime prevalence among the 

exposed group, except for Nigerian males, where the difference was marginal. 

 

Figure 2 Clustered bar graphs illustrating the percentage of respondents reporting internalising 

symptoms (bivariate analysis) 

Binary logistic regression models (Table 2) supported these findings. Exposure to DVA was 

significantly associated with increased odds of psychological distress in all ten countries, with odds 

ratios ranging from 1.31 (Nigeria) to 2.61 (Colombia). For suicidal thoughts, statistically significant 

associations were found in nine countries, with the strongest odds observed in Cambodia (OR = 3.43) 

and Moldova (OR = 2.22). In Nigeria, no significant difference was observed. Although intentional self-

harm was more prevalent among the exposed in bivariate comparisons, significant associations in 

regression were limited to Cambodia (OR = 2.48) and Honduras (OR = 1.43), suggesting variability 

across countries. 

Externalising Symptoms 

As shown in Figure 3, exposure to DVA was also associated with higher prevalence of externalising 

symptoms, including engaging in risky behaviours, perpetration of DVA, and perpetration of physical 

 

5 Respondents were classed has having any psychological distress if they fit into the ‘mild/moderate psychological distress’ 
or ‘severe psychological distress’ category. The variable was based on the Kessler 6 (K6) scale (Kessler et al., 2003), an 
instrument which has demonstrated excellent internal consistency and reliability across different cultures and ethnic 
groups, including in many LMICs (Easton, Safadi, Wang, & Hasson, 2017; Krieger, Kosheleva, Waterman, Chen, & Koenen, 
2011; Van der Auwera, Debacker & Hubloue, 2012; Vissoci et al., 2018). 
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non-partnered violence. These differences were consistent across countries, although the magnitude 

varied. 

 

Figure 3 Clustered bar graphs illustrating the percentage of respondents reporting externalising 

symptoms (bivariate analysis) 

Binary logistic regression models (Table 2) found significant associations between DVA exposure and 

risky behaviours in five countries, particularly Nigeria (OR = 1.61) and Namibia (OR = 1.27). 

Associations with DVA perpetration were significant in four countries, most notably in Namibia (OR = 

3.95), Zambia (OR = 2.24), and Malawi (OR = 2.01). For perpetration of non-partnered violence, 

significant associations were observed in six of nine countries6, with the highest odds recorded in 

Colombia (OR = 3.09) and Malawi (OR = 2.39). 

 

  

 

6 The variable on perpetration of physical non-partnered violence was not assessed in Cambodia due to the absence of the 
relevant question in that country’s questionnaire. 
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Table 2 Associations Between Childhood DVA Exposure and Mental Health Outcomes, Presented as 

Odds Ratios. 

MDG Region 
Country 

(Survey Year) 

Mental Health Outcome 

Internalising Symptom Externalising Symptom 

Psychological 
distress 

(last 30 days) 

Intentional 
self-harm 
(lifetime) 

Suicidal 
thoughts 
(lifetime) 

Risky 
Behaviours 

(last 30 days) 

Perpetration 
of [Physical] 

DVA 
(lifetime) 

Perpetration 
of [Physical] 

Non-
Partnered 
Violence 
(lifetime) 

Sub-
Saharan 
Africa 

Côte d’Ivoire 
(2018) 

1.46*** 1.09 2.01** 1.15 1.50 1.46* 

Lesotho 
(2018) 

1.57*** 1.36 1.98*** 1.15*** 1.82 1.90*** 

Malawi  
(2013) 1.94*** 1.39 1.78* 1.54 2.01*** 2.39*** 

Namibia 
(2019) 

1.40** 1.30 1.70** 1.27*** 3.95*** 1.24 

Nigeria  
(2014) 

1.31** 1.32 0.93 1.61*** 1.41 1.11 

Zambia  
(2014) 

1.40** 0.95 1.71*** 2.38 2.24*** 1.88*** 

Latin 
America and 
the 
Caribbean 

Colombia 
(2018) 

2.61*** 1.29 1.84** 1.18 2.04 3.09** 

Honduras 
(2017) 1.61*** 1.43*** 2.32*** 0.83*** 1.67* 1.72*** 

South-
Eastern Asia 

Cambodia 
(2013) 

2.15*** 2.48*** 3.43*** 1.47 1.25 - 

Eastern 
Europe 

Moldova 
(2019) 

2.25*** 1.34 2.22*** 0.97*** 3.38 1.73 

 
Note: *p  < .10, **p  < .05, ***p  < .01. 

Together, these findings demonstrate a consistent cross-national pattern: children exposed to DVA 

face significantly higher risks of both internalising symptoms (e.g. psychological distress, suicidal 

thoughts) and externalising behaviours (e.g. violence perpetration), with similar associations 

observed across countries and symptom types. 

Discussion 

This study provides new, standardised prevalence estimates of childhood exposure to DVA and its 

associated mental health outcomes in ten LMICs, based on nationally representative data (Chiang et 

al., 2016). These findings build on recent analyses of ACEs using VACS data in Sub-Saharan Africa 

(Amene et al., 2024), but offer a more focused lens on childhood exposure to interparental violence, 

with broader geographic coverage and estimates expressed in absolute population terms. Exposure to 

DVA was found to be widespread, with prevalence rates ranging from 11.80% to 30.68%. In absolute 

terms, nearly 20 million adolescents and young adults across these countries were estimated to have 

seen or heard physical violence between caregivers before the age of 18. These figures raise important 
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questions about the adequacy of global estimates and underscore the persistent under-recognition of 

this form of harm (UNICEF, 2006), as well as highlighting the scale and urgency of the issue. 

Although the sample includes only ten countries, the estimated 19.84 million adolescents and young 

adults affected represents between 7.21% to 14.91% of the 2006 UNICEF global estimate (UNICEF, 

2006) – suggesting that previous figures may substantially understate the current reality. Furthermore, 

despite being derived from just 6 of the 46 countries in the region, these results account for between 

43.71% to 47.84% of UNICEF’s 2006 regional estimate for the entire Sub-Saharan African region 

(UNICEF, 2006). The high rates of exposure observed in many of the countries, particularly in Sub-

Saharan Africa, alongside the increased risk of adverse mental health outcomes, highlight the urgent 

need to prioritise childhood exposure to DVA in both research and policy agendas. The regional 

variation observed in this analysis also underscores the importance of context-specific understanding 

of risk. Countries in Sub-Saharan Africa tended to report higher prevalence rates of exposure than 

those in Latin America or Eastern Europe, reflecting both broader patterns of intimate partner violence 

in the region and lower access to child protection systems (De Bellis, 2001). These patterns also likely 

reflect cultural, social, and economic factors, as well as variations in how likely individuals are to 

disclose exposure within surveys. 

In addition to documenting prevalence, this study provides new cross-national evidence linking 

childhood exposure to DVA with a wide range of mental health outcomes in adolescence and early 

adulthood. In nearly all countries, those who had witnessed interparental violence had significantly 

higher odds of experiencing internalising symptoms, including psychological distress, suicidal 

thoughts, and intentional self-harm, as well as externalising symptoms such as risky behaviours and 

the perpetration of physical violence. These findings are consistent with longstanding evidence from 

high-income countries (e.g., Kitzmann et al., 2003; Evans et al., 2008), but extend the global evidence 

base by demonstrating that these associations hold across diverse cultural and geographic contexts. 

Although some variation was observed across countries and outcomes, the direction and magnitude 

of effects were strikingly consistent. These results suggest that childhood exposure to DVA functions 

as a strong and consistent, cross-national risk factor for poor mental health, with implications not 

only for individual wellbeing but also for patterns of violence and public health more broadly. The 

findings support theories of intergenerational transmission of violence and social learning (Bandura, 

1973; Widom, 1989), reinforcing the urgency of early intervention and trauma-informed responses. 

These mental health consequences, coupled with the high prevalence of exposure, highlight the need 

for integrated child protection and mental health systems that are adequately resourced and 

contextually grounded in LMICs. 

As with many population-based studies, the prevalence and mental health associations reported here 

rely on retrospective self-reports. As such, they may be influenced by recall bias, particularly among 

older respondents, and by the cultural acceptability of disclosing violence. Additionally, the VACS 
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item captures only seeing or overhearing physical violence between caregivers, excluding other forms 

of harm such as emotional abuse, coercive control, or other forms of indirect exposure (Holden, 

2003).  

Gender differences in reported exposure were apparent in most countries. This points to the need for 

gender-sensitive approaches to addressing exposure, but also to both data collection and 

intervention design. It is also important to consider how gender norms and expectations may 

influence willingness to disclose or identify experiences as abusive (Jewkes et al., 2015). The 

implications of exposure also appear to differ by gender, with varying trajectories of internalising or 

externalising symptoms, all of which warrant further investigation in LMIC contexts (Evans et al., 

2008). Unlike previous multi-country studies of ACEs (e.g. Amene et al., 2024; Kieselbach et al., 2021), 

this analysis provides disaggregated prevalence estimates and absolute counts of those exposed, 

offering a more actionable foundation for targeted policy responses. 

These results have critical implications for public health, education, and child protection. Exposure to 

DVA is linked to a wide range of negative outcomes, and yet in most LMICs there are few policies or 

programmes specifically designed to support affected children (Guedes et al., 2016; UNICEF, 2014). 

These absolute figures can support policymakers and practitioners in targeting resources, tailoring 

interventions, and advocating for greater investment in child protection systems where the burden of 

exposure is highest. Addressing this gap will require multi-sectoral collaboration, including integration 

of DVA screening into school and health systems, investment in community-based prevention 

initiatives, and the development of evidence-based interventions tailored to local needs (World Health 

Organization, 2016). 

This study reinforces the value of retrospective self-reports among adolescents and young adults as a 

source of information on childhood exposure. Although subject to limitations such as recall bias and 

social desirability effects, such data provide a critical window into otherwise hidden experiences 

(Hardt & Rutter, 2004). These insights are particularly important in LMICs, where administrative data 

systems may be weak or where violence within the home is rarely acknowledged in public discourse 

(UNICEF, 2014). The VACS data demonstrate that meaningful prevalence estimates can be generated 

even with a single harmonised item, suggesting a path forward for incorporating similar measures in 

future surveys. However, due to the retrospective nature of the data and potential cultural influences 

on willingness to disclose, these figures should be interpreted with caution. Disclosure patterns may 

be influenced by social norms, gendered expectations around emotional expression, or perceptions 

of violence within the home. 

Despite its contributions, this study has several limitations. First, the measure of DVA exposure used 

is narrowly focused on seeing or hearing physical violence between caregivers and does not capture 

other forms of harm, such as emotional abuse, coercive control, or indirect forms of exposure 
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(Holden, 2003). As such, the estimates reported here likely underrepresent the true scale of exposure. 

In Cambodia, for example, a country-specific item asking whether respondents saw or heard threats 

or the use of a weapon between adults produced slightly higher prevalence figures when combined 

with the standard item. Although modest (from 20.41% [95% CI 18.32-22.68] to 22.94% [95% CI 20.70-

25.39]), the increase suggests that broader definitions of exposure may capture cases otherwise 

missed by narrower indicators. Second, although the VACS are nationally representative, 

underreporting may still occur due to stigma or fear of reprisal (Ellsberg et al., 2001). Finally, the 

analysis is cross-sectional and cannot account for trends over time or the effects of recent global 

events such as the COVID-19 pandemic (Van Gelder et al., 2020). 

Nevertheless, these limitations are balanced by the strengths of the study, particularly its use of large, 

representative samples and standardised measurement across diverse settings. The findings 

presented here offer one of the most comprehensive snapshots to date of childhood exposure to DVA 

in LMICs and suggest that the burden is both widespread and underestimated. Together, the 

prevalence and mental health findings presented here provide a rare cross-national baseline for 

understanding the scale and consequences of childhood DVA exposure in LMICs. 

At the international level, the findings support calls for improved global surveillance of violence 

against children, with specific attention to DVA exposure. The inclusion of harmonised items in 

national surveys – such as those used in the VACS – represents an important step toward building a 

more accurate and actionable evidence base. Ongoing efforts should also ensure that measures used 

are culturally relevant and validated, as highlighted by both this study and prior critiques of global 

prevalence data (Harris et al., 2024; Kieselbach et al., 2022). This is particularly critical in the current 

global context, where standardised data collection is becoming increasingly challenging due to 

shifting funding priorities across major survey programmes (Khaki et al., 2025). Without continued 

investment in comprehensive surveillance and data collection, the experiences of children exposed to 

violence will remain largely invisible, limiting opportunities for prevention and reducing their visibility 

within global and national policy agendas. Only with robust, sustained investment in data 

infrastructure and child-focused policy can this hidden form of harm be effectively addressed at 

scale. 

Conclusion 

Childhood exposure to DVA remains a significant and under-recognised issue in LMICs, with 

consistently strong associations with adverse mental health outcomes in adolescence and early 

adulthood. This study provides the most comprehensive cross-national prevalence estimates to date, 

using harmonised data from ten LMICs and translating these into absolute population counts – 

revealing that tens of millions of children have been exposed, even under narrow definitions of DVA. 
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Among those exposed, the risks of both internalising symptoms (such as psychological distress, 

suicidal thoughts, and self-harm) and externalising behaviours (including risky behaviours and 

violence perpetration) are significantly elevated. These findings underscore the urgent need for 

coordinated responses that integrate DVA exposure into child protection, mental health, and public 

health strategies, particularly in resource-constrained settings. Strengthening data systems, 

expanding access to trauma-informed services, and ensuring that DVA exposure is recognised within 

national policy agendas are critical steps towards addressing this overlooked form of harm and 

safeguarding the wellbeing and development of children globally.  
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