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Abstract
Violence Against Women is a global problem that affects millions of women 
around the world. The main objective of this study was to evaluate the 
Mental Health and Quality of Life of Ecuadorian women exposed or not 
exposed to Gender Violence mediated by sociodemographic factors. A total 
of 433 Ecuadorian women, 18 to 64 years of age, most of whom (69%) 
reported being exposed to gender violence. Most of the women lived in the 
province of Pichincha and were selected through a type of nonprobabilistic 
sampling based on a survey about gender violence. Women exposed to 
gender violence showed a greater impact on personality profiles, clinical tests, 
and quality of life in the physical, psychological, social, and environmental 
domains compared to women not exposed to violence. In addition, these 
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effects were mediated by age, economic level, education, marital status, and 
exposure to physical violence and psychological or sexual abuse within the 
socio-family or work contexts. The results of this study could contribute to 
improving public health systems, showing improvements in care programs 
for victims of violence.

Keywords
mental health, quality of life, gender-based violence, sociodemographic 
factors

Introduction

Violence Against Women (VAW) is a pervasive global issue, affecting one in 
three women, leading to severe public health problems and human rights viola-
tions (WHO, 2021). This study focuses on the impact of gender-based violence 
on Ecuadorian women’s mental health and quality of life, especially given the 
rising rates of violence in the country, including femicide (National Institute of 
Statistics and Censuses, 2019; State Attorney General’s Office, 2021). The 
immediate physical consequences of violence include injuries such as broken 
bones and cuts, with long-term effects such as post-concussion syndrome 
(Oakley et  al., 2021; Office on Women’s Health OASH, 2017; Smirl et  al., 
2019). Additionally, mental health risks are prevalent, with increased vulnera-
bility to conditions like depression, anxiety, and post-traumatic stress disorder 
(PTSD) (Ottisova et al., 2016; Hauw et al., 2020; Vallières et al., 2020).

The Ecological Model is employed to analyze the multifaceted aspects of 
VAW, encompassing sociodemographic, biological, genetic, and environ-
mental factors (microsystem, meso/exosystem, and macrosystem). Factors 
such as cultural norms, beliefs, and community stigmas significantly impact 
victim recovery, while the chronosystem examines victim antecedents, sex-
ual revictimization, and their implications on mental health (Blanco et  al., 
2021; Campbell & Wasco, 2005; Campbell et al., 2009). Empirical evidence 
confirms that women commonly experience posttraumatic stress, anxiety, 
and depression following violent events, with the victim’s personality influ-
encing their psychopathological response (Au et al., 2013; Khan et al., 1993; 
Morris & Bailey et al., 2020; Morris et al., 2020).

Health is intricately linked to quality of life, as defined by WHO, and 
involves social relationships, physical health, psychological health, and envi-
ronment (WHO, 2020a, 2020b). VAW poses a significant threat to indepen-
dence, health, and overall well-being, leading to social consequences such 
as isolation, discrimination, inequality, stigma, and rights violations, partic-
ularly pronounced among Ecuadorian women (Bauer et al., 2000; Murray 
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et al., 2021; Tejedor et al., 2021). Immigrant women often refrain from report-
ing violence and neglect healthcare due to fear of reprisals, adding psycho-
logical challenges like embarrassment, guilt, and fear of perpetuating violence 
(Apatinga et al., 2020; Kimberg et al., 2021; Shuman et al., 2016).

Challenges faced by abused women include a significant link between 
drug usage and coping mechanisms triggered by experiences of violence 
(Musayón et al., 2007). Women facing poverty are more prone to using psy-
choactive substances as a coping strategy for the mental and physical suffer-
ing associated with surviving violence, especially during stressful or violent 
life events (Rivas et  al., 2019). Enduring abusive relationships in Jordan 
involves societal and cultural factors, financial dependence, lack of family 
support, pressure, childcare duties, and the societal consequences of divorce, 
contributing to the cycle of violence (Gharaibeh & Oweis, 2009; Walker, 
1979; UN WOMEN, 2015).

Domestic violence disrupts society by eroding family structures, values, 
and the primary support network, prompting this study to assess the social 
well-being and quality of life of Ecuadorian women exposed or not to gender 
violence. The hypothesis suggests lower social well-being and quality of life 
in women experiencing violence, with variations based on age, education, 
economic status, and employment. The comprehensive examination of these 
interconnected factors contributes to a nuanced understanding of the intricate 
challenges posed by gender-based violence on the well-being of women in 
Ecuador.

Methods

Participants

A total of 433 Ecuadorian women between 18 and 64 years of age partici-
pated in the study, the majority of whom (69%) reported being exposed to 
gender violence. Most of the women lived in the province of Pichincha—
Ecuador. According to the National Survey on Family Relationships and 
Gender VAW applied by the National Institute of Statistics and Censuses 
(2019), 37.8% of VAW was reported in the Province of Pichincha, ranking 
eighth among the 24 provinces in Ecuador. This province is strategically 
located north of Ecuador; its capital is Quito. Various cultures converge in 
this city, which is why it was considered a key space to study the issue of 
violence against Ecuadorian women. Twenty-five percent of the sample are 
domiciled in the rural sector, especially in the cantons of Cayambe and Pedro 
Moncayo, sectors that condense indigenous communities. The sample was 
selected by a type of nonprobabilistic sampling based on a survey about 
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gender violence, according to the guidelines of the Technical Standard on 
Gender Violence of the Ministry of Public Health of Ecuador (2019).

Procedures

The design of the research study went through several review phases for its 
execution. First, the reviews and approval by the Committee of Ethics and 
Research with Human Beings of the Equinoctial Technological University 
of Ecuador, under series (040-CEISH-jcm), followed good practices and 
ethical regulations, according to the Declaration of Helsinki (WMA, 
2022). Subsequently, the participating institutions, such as the research 
team of Israel University and health professionals of the Tabacundo Type 
C Health Center, provided assistance and monitoring. All the participants 
contacted signed informed consent forms and agreed to participate in the 
research. As part of guaranteeing the reliability and validity of the study 
results, inclusion and exclusion criteria were taken into account. The inclu-
sion criteria were as follows: being Ecuadorian, (a) being 18 years of age 
or older, and (b) signing the informed consent form. The exclusion criteria 
were as follows: (a) A score less than 70 on The National Adult Reading 
Test NART (Nelson & Willison, 1991). This consideration was important 
because this study does not include groups of women with mental or intel-
lectual disabilities; (b) History of acquired brain damage; (c) History of 
serious neurological or psychiatric illnesses; (d) History of toxic consump-
tion habits; and (e) Presence of sensory alterations that would prevent per-
formance of the tests.

Instruments

Survey on Gender Violence.  This instrument was provided by the Technical 
Standard for Comprehensive Care for Victims of Gender-Based Violence 
and Serious Human Rights Violations, issued by the Ministry of Public 
Health of Ecuador (2019). It allows collecting data associated with sociode-
mographic variables, age, gender, marital status, and economic status, as well 
as the type of reported violence and the time of exposure to violence.

National Adult Reading Test NART (Nelson & Willison, 1991), Spanish 
adaptation (Pluck et al., 2017). This is a test for reading unstressed words, 
which correlates with the intelligence quotient index of the WAIS intelli-
gence test and allows estimating the level of intelligence quotient. The pre-
morbid intelligence quotient is scored according to the direct form of 0/30; a 
score of 10 on NART equals 31 on WAIS-IV; and a score of 30 equals 136 on 
WAIS-IV. The purpose of this test in this study was to apply a brief analysis 
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to identify possible participants with intellectual deficits. Cronbach’s alpha 
coefficient of validity is .84.

Millon-IV Clinical Multiaxial Inventory (MCMI-IV) (Millon et al., 2018). 
This is the most widely used instrument for the assessment of personality and 
psychopathology in adults. It consists of 12 scales that evaluate clinical per-
sonality patterns (Schizoid Avoidant, Melancholic, Dependent, Histrionic, 
Turbulent, Narcissistic, Antisocial, Sadistic, Compulsive, Negativistic, and 
Masochistic); three scales that evaluate severe personality pathology 
(Schizotypal Borderline Paranoid); seven scales that evaluate clinical syn-
dromes (Generalized Anxiety Somatic Symptom Bipolar Spectrum Persistent 
Depression Alcohol Use Drug Use Post-Traumatic Stress); and three scales 
that evaluate severe clinical syndromes (Schizophrenic Spectrum, Major 
Depression, Delusional). It has 195 true or false items. The instrument is 
standardized and has a reliability coefficient ranging from.72 to.82. The path-
ological severity indicator scores considered were: 0 to 34 = none, 35 to 
59 = low, 60 to 74 = suggestive, 75 to 84 = moderate ≥85 high.

Posttraumatic Stress Disorder Checklist for DSM-5 (PCL-5) (Blevins 
et al., 2015). It is an instrument updated to the DSM–V, to evaluate posttrau-
matic symptoms. Respondents indicate how much each posttraumatic symp-
toms symptom has disturbed them in the past week (as opposed to the past 
month), using a five-point scale ranging from 0 = not at all, 1 = a little, 
2 = moderately, 3 = quite a bit, and 4 = extremely. It has 20 items. The cut point 
is 31 (this point means the presence of posttraumatic stress symptoms). The 
internal consistency (0.94).

WHOQOL-BREF—Spanish Colombian adaptation by Word Health Organi
zation (2020a, 2020b). The WHOQOL-BREF measures quality of life across 
four domains (Physical Health, Psychological, Social Relationships, and 
Environment). It consists of 26 items which are rated using a Likert-type scale: 
very dissatisfied (a) Dissatisfied (b) Normal (c) Quite satisfied (d) Very satisfied 
(e). The measure is calculated by summing the point values for the questions 
corresponding to each domain and then transforming the scores to a 0 to 100-
point interval, or alternatively, a 4 to 20-point. The internal consistency (0.70).

Statistical Analysis

For data processing, Statistical Package for the Social Sciences for International 
Business Machines IBM-SPSS v24.0 and R Studio Desktop v3.6.2 were  
used. A descriptive analysis of the data was carried out to present the sociode-
mographic profile, reporting the mean and standard deviation. In addition, the 
difference between groups of sociodemographic variables was established by 
gender, years of schooling, employment, and type of violence experienced by 
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means of the Binomial and Chi-Square tests. The direct scores of the Millon 
Test, Whoqol-Bref, and PCL-5 were considered according to each subscale, 
obtaining the mean and standard deviation through descriptive statistics. To 
compare the differences between the scores obtained in the clinical tests and 
the groups by gender, age, marital status, economic stratum, exposure to vio-
lence, type of violence, occupation, and exposure to violence in the work-
place, we used the Kruskal‒Wallis H and Mann‒Whitney U tests.

Results

Sociodemographic Profile of the Sample

A total of 433 Ecuadorian women participated, with a mean age of 34.6 years 
(SD: 10.6); the average level of schooling was 11.90 years (SD: 5.1). The 
level of predictive IQ (NART) was 94 (SD: 14.6). In Table 1, the differences 
between groups are shown.

Results of the Clinical Tests in the General Sample

Table 2 shows the results with the mean, standard deviation and range for 
each of the clinical tests applied. In reference to the MCMI-IV, the personal-
ity pattern scales are shown, indicating the means of the base rate obtained in 
each subscale. Within the personality pattern scales, the highest values are 
observed in Stormy with a mean of 58.0 points, Narcissistic with a mean of 
55.6 points, Compulsive with a mean of 56.5 points, and Paranoid with a 
mean of 57.7 points (Table 2). In reference to the Clinical Syndromes Scales, 
Table 2 shows the values represented by the mean base rate for each subscale. 
The highest values are observed for the bipolar spectrum with an average of 
54.8 points. The scales of Alcohol Consumption with an average of 32.5 points, 
Drug Consumption with an average of 30.6 points and Schizophrenic 
Spectrum with an average of 28.9 points had the lowest values. In reference 
to the PCL-5 test, a mean of 22.8 (SD: 14.5) was obtained, with a minimum 
score of 0 and a maximum score of 65. Finally, in the Whoql Quality of Life 
Scale-Bref, an average quality of life of 88.4 points was obtained (SD: 15.4).

Results of the Differences Between Clinical Tests and Quality of 
Life by Age Groups

Table 3 shows that there are significant differences in the scores obtained 
by the participants in the scales of personality patterns, the 18 to 30 year 
olds showed greater affectation on the Schizoid subscale (H: 11.988; 
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p = .002), followed by the Antisocial (H: 11.988; p = .038) and Paranoid (H: 
11,988; p = .007) subscales with respect to the average obtained by the old-
est ranges. Regarding the Clinical Syndromes Scales, the younger groups 
showed significant differences in scores on the Schizophrenic (H: 9.731; 
p = .008) and Delusional spectrums (H: 10. 573; p = .005) with respect to the 
older age groups.

Table 1.  Sociodemographic Profile of the Sample.

Variables Frecuencia % Statistical Test Valor p

Age groups
  18–30 years 179 41.3 44.4 .000*
  31–45 years 175 40.4
  46 or more 79 18.2
Years of schooling
  1–7 years 117 27.0 35.8 .000*
  8–12 years 113 26.1
  Mayor de 12 years 203 46.9
Groups of women living with and without a romantic partner
  Women living with a partner 212 49.0 0.50 .701
  Women living without a partner 221 51.0
Economic strata
  Low 157 36.3 188.1 .000*
  Medium 254 58.7
  High 22 5.1
Exposure to gender-based violence
  Si 299 69.1 0.50 .000*
  No 134 30.9
Type of violence
  Not apply 212 49.0 196.6 .000*
  Physical violence 102 23.6
  Psychological violence 113 26.1
  Sexual violence 6 1.4
Employment situation
  Unemployed 68 15.7 181.7 .000*
  Public employee 89 20.6
  Private employee 276 63.7
Gender-based violence in the workplace
  Yes 108 24.9 0.50 .000*
  No 325 75.1

Note. *Values ​​p < 0.05 show significant differences between the compared groups.
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Table 2.  Results of the Clinical Tests in the General Sample.

Descriptive Statistics

Variable X̅ SD Minimum Maximum

Millon clinical multiaxial inventory-IV (MCMI-IV)
Clinical personality patterns
  Schizoid 53.2 24.7 0 109
  Avoidant 41.6 26.3 0 111
  Melancholic 40.1 27.7 0 115
  Dependent 44.6 25.7 0 111
  Histrionic 53.7 22.2 0 88
  Turbulent 58.0 21.4 0 100
  Narcissistic 55.6 23.1 0 100
  Antisocial 42.8 25.8 0 98
  Sadistic 52.0 23.9 0 115
  Compulsive 56.5 22.6 0 100
  Negativistic 50.4 25.9 0 110
  Masochistic 36.3 25.1 0 100
  Schizotypal 40.8 25.8 0 105
  Borderline 39.9 25.9 0 111
  Paranoid 57.7 25.4 0 112
Clinical syndromes
  Generalized anxiety 43.0 29.1 0 110
  Somatic symptom 43.1 27.1 0 105
  Bipolar disorder 54.8 23.7 0 105
  Persistent depression 38.1 28.5 0 110
  Alcohol use 32.5 33.8 0 112
  Drug use 30.6 31.8 0 100
  Posttraumatic stress 40.6 29.6 0 108
  Thought disorder 28.9 29.3 0 111
  Major depression 40.5 29.4 0 111
  Delusional disorder 36.6 31.4 0 110
Whoqol-Bref test
  Physical domain 26.7 4.9 13 35
  Psychological domain 22.1 4.2 5 30
  Social domain 11.3 3.1 3 15
  Environment domain 28.4 6.5 3 40
  Quality of life index 88.4 15.4 26 120
PTSD checklist for DSM-5 (PCL-5)
  Total score 22.8 14.5 0 65

Note. Test Whoqol-Bref = World Health Organization Quality of Life, short version;  
PCL-5 = PTSD Checklist self-assessment questionnaire to aid diagnosis from the DSM-5.
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Table 3.  Results of the Differences Between Clinical Tests and Quality of Life by 
Age Groups. 

Variables

18–30 years 31–45 years 46 or more
Kruskal 
Wallis

Asymptomatic 
Significance*X̅ DS X̅ DS X̅ DS

Millon clinical multiaxial inventory-IV (MCMI-IV)
Clinical personality patterns
  Schizoid 57.95 24.2 50.0 23.8 49.7 26.1 11.988 .002*
  Avoidant 43.2 27.5 40.3 23.9 41.0 28.5 0.806 .668
  Melancholic 41.6 28.2 39.5 26.0 38.3 30.5 1.179 .555
  Dependent 46.4 27.8 42.7 22.9 45.1 26.6 1.381 .501
  Histrionic 54.2 21.1 52.3 23.3 55.6 22.0 1.147 .564
  Turbulent 59.1 20.2 55.2 22.5 61.8 21.2 4.809 .090
  Narcissistic 57.4 22.9 52.9 24.0 57.8 20.8 4.903 .086
  Antisocial 46.2 25.6 42.1 25.4 36.9 26.5 6.525 .038*
  Sadistic 54.8 24.8 49.9 23.3 50.4 22.5 4.977 .083
  Compulsive 57.5 22.4 53.7 22.8 60.4 22.0 5.172 .075
  Negativistic 52.9 26.3 47.2 25.4 51.9 25.5 5.630 .060
  Masochistic 36.8 25.9 37.0 23.9 33.7 25.9 1.380 .502
  Schizotypal 43.1 26.0 39.7 25.7 38.3 25.4 2.649 .266
  Borderline 41.7 25.4 38.6 25.9 38.9 27.3 1.527 .466
  Paranoid 61.4 24.9 53.9 25.5 57.5 25.3 10.037 .007*
Clinical syndromes
  Generalized anxiety 46.2 29.6 39.7 27.1 43.0 31.7 3.862 .145
  Somatic symptom 44.0 28.2 42.1 24.9 43.3 29.2 0.788 .674
  Bipolar disorder 57.1 24.5 53.2 23.1 53.3 23.2 4.846 .089
  Persistent depression 40.3 28.9 36.8 26.9 36.1 31.0 2.355 .308
  Alcohol use 34.0 34.6 34.5 33.4 24.5 31.9 5.012 .082
  Drug use 33.2 31.7 27.9 31.8 30.5 31.8 3.314 .191
  Posttraumatic stress 43.3 30.3 38.9 28.1 38.6 31.2 1.862 .394
  Thought disorder 33.9 29.4 25.5 29.7 25.0 26.7 9.731 .008*
Major depression 41.5 30.0 39.5 28.0 40.4 31.3 0.331 .848
Delusional disorder 42.0 30.8 30.4 31.8 38.0 29.5 10.573 .005*
Whoqol-Bref test
  Physical domain 26.6 4.4 26.6 5.1 27.1 5.3 0.689 .709
  Psychological domain 21.9 4.0 22.0 4.3 22.7 4.7 1.344 .511
  Social domain 11.1 2.7 11.4 3.4 11.5 3.1 1.215 .545
  Environment domain 28.3 6.4 28.2 6.7 29.1 6.0 0.784 .676
  Quality of life index 87.9 14.5 88.2 15.9 90.3 16.4 1.750 .417
PTSD checklist for DSM-5 (PCL-5)
  Total score 22.3 13.6 22.5 14.0 24.8 17.2 0.598 .742

Note. Test Whoqol-Bref = World Health Organization Quality of Life, short version;  
PCL-5 = PTSD Checklist self-assessment questionnaire to aid diagnosis from the DSM-5.
*Values ​​p < 0.05 show significant differences between the compared groups.
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Results of the Differences Between the Clinical, Personality and 
Quality of Life Tests in the Groups of Women Living with and 
Without a Romantic Partner

Table 4 shows that there are significant differences in the scores obtained on 
the personality pattern scales. Women who lived without a romantic partner 
show greater affectation, compared to those who live with a partner, on the 
Schizoid, Histrionic, Stormy, Narcissistic, Compulsive, Negative, and 
Paranoid scales, with values (p < .005). Similarly, in reference to the Clinical 
Syndromes Scales, women who lived without a partner were more likely to 
show higher average values on the Bipolar Spectrum and the Drug Use, 
Schizophrenic Spectrum and Delusional scales than women living with a 
partner, who reported lower average values.

Results of the Differences Between Clinical Tests and Quality of 
Life by Years of Schooling

Table 5 shows that the groups with fewer years of schooling showed more 
affectation in the Melancholic, Antisocial, Masochistic, Schizotypal, and 
Limit of the Personality Pattern Scales (MCMI-IV) subscales with respect to 
the groups of women with higher education. In contrast, women with more 
years of schooling obtained higher average scores on the Schizoid, Stormy, 
Narcissistic, Impulsive, Negative, and Paranoid subscales compared to those 
obtained by women with fewer years of schooling. Considering the Clinical 
Syndromes Scales (MCMI-IV), women with fewer years of schooling 
obtained higher average scores on the Persistent Depression, Alcohol 
Consumption, Posttraumatic Stress and Major Depression subscales com-
pared with those obtained by women with more years of schooling. For the 
Bipolar Spectrum, Schizophrenic Spectrum and Delusional subscales, 
women with more years of schooling obtained higher impairment scores than 
women with fewer years of schooling (p < .05).

Table 5 shows that women with fewer years of schooling showed a greater 
risk of facing posttraumatic symptoms than women with more years of 
schooling (H: 17, 758; p = .000). It is also shown that women with more years 
of schooling obtained better averages on the quality of life index compared to 
women with fewer years of schooling (H: 14, 210; p = .001).

Results of the Differences Between Clinical Trials and Quality of 
Life by Economic Strata

As shown in Table 6, women with a lower socioeconomic level reported 
greater affectation in the Evitative, Melancholic, Dependent, Masochistic 
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Table 4.  Results of the Differences Between the Clinical, Personality and Quality 
of Life Tests in the Groups of Women Living with and without a Romantic Partner.

Variables

Women Living 
Without a 

Romantic Partner

Women Living 
with a Romantic 

Partner
U de Mann 
Whitney

Asymptomatic 
SignificanceX̅ SD X̅ SD

Millon clinical multiaxial inventory-IV (MCMI-IV)
Clinical personality patterns
  Schizoid 57.0 24.2 49.2 24.6 19.216.5 .001*
  Avoidant 40.3 27.1 43.0 25.3 21.928.0 .249
  Melancholic 39.4 28.7 40.9 26.8 22.618.5 .534
  Dependent 45.2 26.5 44.0 24.9 22.944.0 .711
  Histrionic 56.6 21.2 50.5 22.8 19.891.0 .007*
  Turbulent 61.0 20.0 54.8 22.4 20.315.5 .017*
  Narcissistic 58.7 22.2 52.5 23.6 19.729.5 .004*
  Antisocial 44.3 26.2 41.3 25.4 22.005.0 .273
  Sadistic 54.2 24.1 49.8 23.4 20.904.5 .052
  Compulsive 58.8 22.6 54.1 22.4 20.698.0 .036*
  Negativistic 55.1 25.1 45.5 25.8 18.552.0 .000*
  Masochistic 34.0 24.8 38.8 25.2 20.773.0 .041*
  Schizotypal 40.0 25.8 41.7 25.8 22.667.5 .560
  Borderline 39.9 25.6 39.9 26.3 23.030.0 .761
  Paranoid 62.7 23.8 52.5 25.9 18.075.5 .000*
Clinical syndromes
  Generalized anxiety 43.4 30.4 42.5 27.7 22.969.5 .725
  Somatic symptom 42.3 27.7 43.9 26.4 22.851.0 .658
  Bipolar disorder 57.8 23.4 51.7 23.7 20.615.0 .030*
  Persistent depression 37.3 29.2 38.9 27.8 22.484.5 .469
  Alcohol use 29.3 35.0 35.8 32.2 20.102.0 .008*
  Drug use 37.9 31.1 22.9 30.7 17.441.5 .000*
  Posttraumatic stress 40.9 31.5 40.3 27.6 23.396.0 .982
  Thought disorder 36.5 28.8 21.0 27.7 15.583.5 .000*
  Major depression 39.8 30.7 41.3 28.0 22.355.5 .410
  Delusional disorder 47.0 28.1 25.7 31.0 15.357.0 .000*
PTSD checklist for DSM-5 (PCL-5)
  Total score 21.3 14.1 24.4 14.7 20.418.0 .021*
Whoqol-Bref test
  Physical domain 27.1 4.6 26.2 5.0 21.066.5 .069
  Psychological domain 22.6 4.0 21.6 4.4 20.447.0 .021*
  Social domain 11.5 3.0 11.1 3.2 21.105.5 .072
  Environment domain 29.2 5.8 27.5 7.0 19.800.5 .005*
  Quality of life index 90.4 14.4 86.4 16.2 20.541.0 .027*

Note. Test Whoqol-Bref = World Health Organization Quality of Life, short version; PCL-5 = PTSD 
Checklist self-assessment questionnaire to aid diagnosis from the DSM-5.
*Values ​​p < 0.05 show significant differences between the compared groups.
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Table 5.  Results of the Differences Between Clinical Tests and Quality of Life by 
Years of Schooling. 

Variables

Years of Schooling Groups

Kruskal 
Wallis

Asymptomatic 
Significance

1–7 years 8–12 years 13 years or more

X̅ SD X̅ SD X̅ SD

Millon clinical multiaxial inventory-IV (MCMI-IV)
Clinical personality patterns
  Schizoid 48.4 25.3 52.4 24.1 56.4 24.2 5.553 .062
  Avoidant 43.3 25.0 43.6 25.8 39.6 27.2 2.656 .265
  Melancholic 43.8 24.4 40.5 28.0 37.8 29.3 5.210 .074
  Dependent 45.4 26.1 45.8 25.6 43.6 25.6 0.471 .790
  Histrionic 48.9 22.9 55.9 22.9 55.1 21.0 7.533 .023*
  Turbulent 52.8 22.9 58.2 22.5 60.9 19.3 8.758 .013*
  Narcissistic 51.2 23.5 55.3 23.5 58.4 22.3 5.474 .065
  Antisocial 43.5 25.0 41.8 25.5 43.0 26.6 0.299 .861
  Sadistic 47.1 23.2 50.4 23.4 55.8 23.9 13.261 .001*
  Compulsive 48.9 21.6 55.5 22.8 61.5 21.9 23.443 .000*
  Negativistic 47.1 24.7 47.0 26.2 54.2 26.0 8.505 .014*
  Masochistic 42.7 24.0 36.7 25.0 32.5 25.1 13.508 .001*
  Schizotypal 44.4 23.8 44.2 25.3 36.9 26.7 8.866 .012*
  Borderline 44.1 25.5 39.8 26.5 37.6 25.7 5.852 .054
  Paranoid 48.7 24.2 56.5 25.8 63.6 24. .3 27.215 .000*
Clinical syndromes
  Generalized anxiety 44.1 24.4 44.8 28.9 41,3 31. .6 1.762 .414
  Somatic symptom 43.9 25.1 43.9 26.9 42.1 28.3 0.348 .840
  Bipolar disorder 47.4 25.1 53.4 24.2 59.9 21.4 15.367 .000*
  Persistent depression 43.8 24.9 38.7 28.2 34.5 30.1 11.908 .003*
  Alcohol use 40.1 33.2 34.5 33.4 27.0 33.4 17.553 .000*
  Drug use 17.7 29.6 32.5 32.0 36.9 30.7 16.902 .000*
  Posttraumatic stress 45.9 25.6 41.2 29.1 37.3 31.6 7.652 .022*
  Thought disorder 15.7 24.5 29.9 32.4 35.9 27.5 47.195 .000*
  Major depression 46.7 24.6 41.8 28.6 36.2 31.7 13.583 .001*
  Delusional disorder 19.5 30.4 34.1 33.7 47.8 25.4 52.747 .000*
Whoqol-Bref test
  Physical domain 25.5 5.6 27.1 4.8 27.1 4.3 7.586 .023*
  Psychological domain 20.9 4.4 22.2 4.4 22.7 3.9 14.031 .001*
  Social domain 10.7 3.1 11.1 2.8 11.7 3.2 10.773 .005*
  Environment domain 26.7 7.0 27.7 7.1 29.7 5. .5 16.504 .000*
  Quality of life index 83.9 17.1 88.1 15.8 91.3 13.5 14.210 .001*
PTSD checklist for DSM-5 (PCL-5)
  Total score 26.7 13.0 23.3 14.3 20.3 14.9 17.758 .000*

Note. Test Whoqol-Bref = World Health Organization Quality of Life, short version; PCL-5 = PTSD 
Checklist self-assessment questionnaire to aid diagnosis from the DSM-5.
*Values ​​p < 0.05 show significant differences between the compared groups.
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Table 6.  Results of the Differences Between Clinical Trials and Quality of Life by 
Economic Strata.

Variables

Economic stratum

Kruskal 
Wallis

Asymptomatic 
Significance

Low Medium High

X̅ SD X̅ SD X̅ SD

Millon clinical multiaxial inventory-IV (MCMI-IV)
Clinical personality patterns
  Schizoid 47.1 24.0 56.5 24.5 58.4 24.5 14.668 .001*
  Avoidant 44.0 25.2 40.2 26.9 40.6 26.0 2.343 .310
  Melancholic 44.3 25.1 37.7 28.7 38.7 32.4 7.341 .025*
  Dependent 44.8 25.0 44.8 26.4 41.2 23.0 0.353 .838
  Histrionic 47.9 23.1 56.9 20.9 57.0 22.0 15.324 .000*
  Turbulent 48.7 23.2 63.4 18.2 62.5 20.1 36.605 .000*
  Narcissistic 48.8 24.5 59.7 20.9 57.2 25.3 17.469 .000*
  Antisocial 43.1 25.7 42.9 26.2 40.8 23.1 0.262 .877
  Sadistic 48.5 24.1 53.9 23.8 55.2 19.8 2.846 .241
  Compulsive 49.0 24.5 60.7 21.0 61.8 10.3 17.917 .000*
  Negativistic 45.6 24.6 53.0 26.5 54.8 24.0 10.288 .006*
  Masochistic 43.3 24.1 32.4 25.0 33.1 23.7 21.193 .000*
  Schizotypal 43.7 24.5 38.9 26.8 43.0 21.2 5.425 .066
  Borderline 43.4 25.1 38.4 26.3 32.9 25.3 7.282 .026*
  Paranoid 50.6 25.0 61.0 25.5 70.5 9.4 22.106 .000*
Clinical syndromes
  Generalized anxiety 46.5 25.5 39.9 30.9 53.1 27.5 7.623 .022*
  Somatic symptom 44.2 24.1 41.6 29.0 52.2 22.1 3.629 .163
  Bipolar disorder 48.4 24.5 58.5 22.3 58.3 24.9 11.669 .003*
  Persistent depression 44.4 25.2 34.2 29.6 38.4 31.5 17.746 .000*
  Alcohol use 44.3 27.0 26.3 35.7 20.0 31.1 50.310 .000*
  Drug use 9.8 23.0 42.2 29.9 44.0 31.1 98.673 .000*
  Posttraumatic stress 45.6 25.6 37.4 31.5 42.5 29.9 9.411 .009*
  Thought disorder 8.5 21.6 39.9 27.1 47.5 19.0 166.805 .000*
  Major depression 43.3 24.9 38.9 31.6 39.5 32.0 4.721 .094
  Delusional disorder 12.6 26.0 49.8 25.9 55.4 19.3 132.206 .000*
Whoqol-Bref test
  Physical domain 26.1 4.9 26.9 4.8 28.0 4.6 3.755 .153
  Psychological domain 20.6 4.2 22.8 4.0 24.6 3.9 32.072 .000*
  Social domain 10.4 2.9 11.7 3.1 12.7 2.3 30.937 .000*
  Environment domain 25.3 6.9 30.0 5.6 31.6 3.9 52.921 .000*
  Quality of life index 82.4 15.4 91.4 14.5 97.0 12.2 31.733 .000*
  PTSD checklist for DSM-5 (PCL-5)
  Total score 24.8 12.4 21.7 15.6 21.0 13.4 8.083 .018*

Note. Test Whoqol-Bref = World Health Organization Quality of Life, short version; PCL-5 = PTSD 
Checklist self-assessment questionnaire to aid diagnosis from the DSM-5.
*Values ​​p < 0.05 show significant differences between the compared groups.
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and Borderline subscales compared to the averages obtained by women at a 
higher socioeconomic level. Women of higher socioeconomic status obtained 
scores of greater affectation in the Schizoid, Histrionic, Stormy, Compulsive, 
Negative and Paranoid subscales compared to the averages obtained by 
women with lower socioeconomic status. Regarding the differences found in 
the Clinical Syndromes Scales (MCMI-IV), women with lower socioeco-
nomic status had higher scores in the subscales for Persistent Depression, 
Alcohol Consumption, Posttraumatic Stress, and Major Depression com-
pared with the average scores obtained by women at the highest socioeco-
nomic level. In contrast, women with higher socioeconomic status obtained 
higher impairment scores on the Bipolar Spectrum, Schizophrenic Spectrum, 
and Delusional subscales than women with lower socioeconomic status 
(p < .05).

Table 6 shows that women at a lower economic level showed a higher 
average risk of presenting posttraumatic stress symptoms than women at a 
higher economic level (H: 8.083; p = 0.018). Women at a lower economic 
level also obtained lower average scores on the quality of life index com-
pared to women at a higher economic level (H: 31.733; p = .000).

Results of the Differences Between Clinical Tests and Quality of 
Life in Women Exposed or Not to Gender Violence

As shown in Table 7, women who reported being exposed to gender-based 
violence reported higher averages in the Negativist and Paranoid subscales 
compared to the averages obtained by women who did not report exposure to 
gender-based violence. Regarding the differences found in the Clinical 
Syndromes Scales (MCMI-IV), it was found that women exposed to gender 
violence showed a higher level of Generalized Anxiety, Bipolar Spectrum, 
Drug Use, Schizophrenic Spectrum, and Delusional scores compared to the 
score averages obtained by women who did not report exposure to gender-
based violence. Table 7 shows that women exposed to violence scored lower 
on the quality of life index than women who did not report exposure to gen-
der violence (U: 14.917.0; p = .019).

Discussion

This study sought to provide expanded and current data on the differences in 
social well-being and quality of life among women exposed or not exposed to 
gender violence, considering the effect of sociodemographic variables. In the 
literature prior to this research, some studies were found that had analyzed 
the impact of VAW in society; according to the data provided by the WHO 



Meneses et al.	 4299

Table 7.  Results of the Differences Between Clinical Tests and Quality of Life in 
Women Exposed or Not to Gender Violence.

Variables

Women Exposed 
to Gender 
Violence

Women No 
Exposed to 

Gender Violence U de 
Mann 

Whitney
Asymptomatic 

SignificanceX̅ SD X̅ SD

Millon clinical multiaxial inventory-IV (MCMI-IV)
Clinical personality patterns
  Schizoid 56.4 25.2 52.1 24.4 15.801.0 .120
  Avoidant 39.6 27.9 42.3 25.7 16.327.5 .277
  Melancholic 41.9 29.6 39.5 27.1 16.717.0 .459
  Dependent 43.9 28.3 44.9 24.8 16.870.5 .546
  Histrionic 53.2 20.6 53.8 22.7 16.268.0 .254
  Turbulent 59.1 20.5 57.7 21.7 17.493.5 .960
  Narcissistic 58.0 22.2 54.8 23.3 16.785.0 .496
  Antisocial 41.6 26.0 43.2 25.8 16.954.0 .595
  Sadistic 56.4 23.5 50.6 23.8 15.357.5 .051
  Compulsive 59.1 23.8 55.6 22.2 17.136.5 .713
  Negativistic 57.6 26.3 48.0 25.4 13.768.5 .001*
  Masochistic 34.1 25.2 37.1 25.1 16.479.5 .341
  Schizotypal 40.4 25.9 41.0 25,8 17.116.0 .700
  Borderline 41.7 26,1 39.4 25.9 16.835.5 .525
  Paranoid 66.2 25.1 54.9 24.9 12.348.0 .000*
Clinical syndromes
  Generalized anxiety 49.1 31.8 40.9 27.9 14.601.0 .009*
  Somatic symptom 42.2 27.3 43.4 27.0 17.103.0 .691
  Bipolar disorder 61.2 22.5 52.7 23.7 13.970.0 .001*
  Persistent depression 38.7 29.8 37.9 28.1 17.349.5 .859
  Alcohol use 27.5 35.5 34.1 33.0 14.864.0 .013*
  Drug use 35.6 31.9 28.9 31.6 14.739.5 .008*
  Posttraumatic stress 45.9 31.9 38.9 28.7 15.521.5 .071
  Thought disorder 42.1 28.0 24.5 28.4 11.005.0 .000*
  Major depression 42.9 31.6 39.7 28.6 16.752.5 .478
  Delusional disorder 50.9 25.5 31.8 31.7 11.531.5 .000*
Whoqol-Bref test
  Physical domain 27.4 4.9 26.4 4.8 16.016.5 .171
  Psychological domain 22.9 4.3 21.8 4.2 15.267.5 .041*
  Social domain 12.1 3.4 11.0 2.9 13.543.0 .000*
  Environment domain 29.6 5.9 27.9 6.6 15.248.5 .041*
  Quality of life index 92.1 14.8 87.2 15.5 14.917.0 .019*
PTSD checklist for DSM-5 (PCL-5)
  Total score 22.2 14.2 23.0 14.6 16.932.5 .583

Note. Test Whoqol-Bref = World Health Organization Quality of Life, short version; PCL-5 = PTSD 
Checklist self-assessment questionnaire to aid diagnosis from the DSM-5.
*Values ​​p < 0.05 show significant differences between the compared groups.
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(2021), VAW was considered to be more than a problem of social order; it is 
an emerging public health problem. It is well known that VAW has effects on 
physical and mental health (Carey et al., 2018; Meyer et al., 2021; Moulding 
et al., 2020) and, in addition, important repercussions for women’s psychoso-
cial well-being (Chernyak, 2018; Damra & Abujilban, 2020; Polychronopoulou 
& Douzenis, 2016; Vives-Cases et al., 2018) and their quality of life (Malik 
et al., 2021; Wessells & Kostelny, 2022).

The results obtained in our research coincide in that the profile of mental 
health and perception of quality of life is more affected in women who have 
been exposed to gender violence compared with a group of women who did 
not report exposure to gender violence. The percentage of women exposed to 
violence in the studied sample (n = 433) was 69.1%, and the type of violence 
most often reported was psychological (26.1%), data that coincide with the 
survey National Institute of Statistics and Censuses (2019).

The psychosocial consequences of VAW seem to be associated with the 
effect of sociodemographic and economic variables. Despite the fact that the 
literature is limited regarding these findings, the WHO (2021) has already 
described several factors that could be associated with intimate partner vio-
lence and sexual VAW, including a low level of education (in aggressors and 
victims), previous history of child abuse, domestic abuse, alcohol use, little 
access to paid employment for women, gender inequality and normalization 
of violence associated with cultural aspects. In this study, it was found that 
trauma had a greater impact on the mental health and quality of life of older 
women than younger women. Additionally, the level of education, economic 
level, and employment status of women is an important indicator to predict 
the effects on the personality profile, emotional well-being and quality of life 
of women, especially those who have been exposed to violence (Alsaker 
et al., 2018; Brzank, 2009).

As we have shown in this study, Ecuadorian women are mostly survivors 
of gender violence, with great impact on their mental health and social well-
being affects their quality of life in the physical, psychological, social, and 
environmental dimensions, and their ability to produce, develop and contrib-
ute to their communities. These data agree with previous studies in various 
cultural settings, where the same effects were observed (Bauer et al., 2000; 
Murray et al., 2021). These findings support those by the Office for Women’s 
Health (2017) and WHO (2021) that VAW is a global problem that violates 
their rights and requires policies to eradicate the causes, as stipulated by the 
United Nations (1993).

This research has significant implications in three areas regarding the 
Ecuadorian sample. Firstly, it is crucial for the public health system, as health 
is a fundamental right according to Article 32 of the Constitution of the 
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Republic of Ecuador (2008). Additionally, health and well-being are recog-
nized as universal rights and are an integral part of the sustainable develop-
ment goals outlined in the 2030 agenda (2015). The research conducted in the 
Ecuadorian sample has a second implication for the Ecuadorian legal system. 
Based on the data collected, the support and protection measures for victims 
of violence should be reviewed, taking into account the sociodemographic 
and cultural factors that put the victims at risk. Moreover, the protocols of 
attention should be reformulated. It is also important to administer executive 
justice swiftly for the aggressors to prevent new acts of violence.

Finally, the study’s data is expected to have a significant impact on society 
by increasing social awareness of the harm caused by VAW. It may also lead 
to the implementation of educational campaigns aimed at promoting gender 
equality and respect at all school levels. Additionally, psychoeducation strat-
egies may be implemented in families as it is the area where the highest 
incidence of VAW occurs.

Based on this research, it is hoped that the scientific community in Ecuador 
will use this data to compile new information on the epidemiology of VAW. 
Additionally, the State Attorney General’s Office (2021) and the National 
Institute of Statistics and Censuses (2019) could update their information 
based on this research in order to maintain a continuous alert that enables the 
reduction and future eradication of violence in Ecuadorian society. This is 
crucial given that health is a right in Ecuador, and the reduction of VAW is an 
important part of the sustainable development goals in the 2030 agenda 
(United Nations, 2015).

Study Limitations

This study had limitations in its design and execution. COVID-19 affected 
the course of the investigation due to confinement measures. It was difficult 
to access rural communities, and this hindered the coordination of schedules 
in the province of Pichincha, where most of the subjects were obtained.

Conclusions

In this study, it was shown that the majority of Ecuadorian women have been 
exposed to gender violence and that this is exercised mainly in the context of 
a couple, with less incidence in the socio-labor environment. Women exposed 
to gender violence showed a greater impact on personality profiles, clinical 
tests, and quality of life in the physical, psychological, social, and environ-
mental domains compared to women not exposed to violence. In addition, 
these effects were mediated by age, economic level, education, marital status, 
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and exposure to physical violence and psychological or sexual abuse within 
the socio-family or work contexts.
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