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Article 
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Abstract: Violence against women or gender-based violence (GBV) is a major public health issue facing women 

and girls in different settings and is reported to have worsened globally during the COVID-19 pandemic. 

Despite the impact of the COVID-19 pandemic on increased violence against women in general, which has 

been reported in many settings globally, there is a paucity of evidence of its impact on violence against highly 

vulnerable women living with HIV or tuberculosis (TB). Using a qualitative design, this study aimed to explore 

the views and experiences of women living with HIV (n=19) or TB (n=23) in Timor Leste regarding the GBV 

they faced during the COVID-19 pandemic. They were recruited using the snowballing sampling technique. 

Data were collected using one-on-one in-depth interviews and focus group discussions. The five steps of 

qualitative data analysis suggested in Ritchie and Spencer’s analysis framework were employed to guide the 

analysis of the findings. Findings indicated that women in this study experienced intensified physical, verbal, 

sexual and psychological violence by their partners, spouses, in-laws, and parents or other family members 

during the COVID-19 pandemic. Several prominent risk factors that worsened violence against women during 

the pandemic were (i) HIV or TB-positive status, (ii) traditional gender roles or responsibilities and 

expectations, (iii) economic and financial difficulties reflected in the loss of jobs and incomes due to the 

pandemic, and (iv) individual factors such as jealousy and increased alcohol drinking developed during the 

lockdowns. The findings underscore the urgent need for multifaceted interventions to address GBV, which 

should encompass challenging traditional gender norms, addressing economic inequalities, and targeting 

individual-level risk factors. The findings also indicate the need for the development of robust monitoring and 

evaluation systems to assess the effectiveness of policies and interventions addressing GBV where the results 

can inform future improvement. The findings also indicate the need to include GBV in the protocol or 

guidelines for HIV and TB management. Future large-scale quantitative studies to capture the magnitude and 

specific drivers of GBV against women living with HIV and TB during the pandemic are recommended. 

Keywords: gender-based violence; women living with HIV and TB; COVID-19 pandemic; Timor 

Leste 
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Introduction 

Violence against women, commonly known as Gender-Based Violence (GBV), is a global 

problem. The United Nations defines violence against women as "any act of gender-based violence 

that results in, or is likely to result in, physical, sexual, or mental harm or suffering to women, 

including threats of such acts, coercion or arbitrary deprivation of liberty, whether occurring in public 

or in private life" [1]. It is regarded as a devastating human rights violation and a major impediment 

to attaining sustainable development goals on gender equality in 2030 [2]. Globally, about one in 

three women (30%) have been subjected to either physical or sexual intimate partner violence (IPV) 

or non-partner sexual violence in their lifetime [2,3]. Power imbalance, culture, internal conflicts, war, 

and displacement have been reported as common risk factors for violence against girls and women 

by men [3]. Natural disasters and disease pandemics that cause humanitarian crises are also factors 

that increase violence against women and girls by men [4–6]. This often stems from increased mental 

health issues such as trauma and stress due to the disaster or disease pandemic and is triggered by 

the difficult situations facing them, financial concerns, inability to fulfil necessities, and poor living 

conditions during or after the disaster or disease pandemic [4,6,7]. 

The recent COVID-19 pandemic has also been reported as a significant contributing factor that 

has worsened GBV against women globally, both in developed and developing countries, by spouses 

and partners or former partners [3,8–10]. Despite these previous findings, in this study, we explored 

GBV experiences of specific and highly vulnerable groups of East Timorese women living with HIV 

or tuberculosis (TB) that have not been covered in previous studies in other settings [8,11]. Intensified 

violence against women in general in different settings during social distancing periods and 

lockdowns can be categorised into physical, sexual, and psychological or emotional violence. Physical 

violence, reflected in physical assaults such as hand smashes and kicking, was commonly 

experienced by women during the COVID-19 pandemic or the implementation of the COVID-19 

lockdowns in several countries, such as Singapore, Canada, France, Australia, Iran, and Ethiopia [11–

16]. Other instances of physical violence against women in Australia during the pandemic included 

men restricting women’s movement, keeping women isolated, gaining access to women’s residences 

and coercing women into residing with them using COVID-19 restrictions and the threat of the 

infection [10,16]. Women in some countries like Italy, Singapore, Australia, France, Canada, Iran and 

Ethiopia are also reported to experience increased sexual violence or abuse committed by their 

spouses or partners, which was reflected in pressured sex and coercive sex during the COVID-19 

lockdowns [10,12,14,15,17,18]. Psychological or emotional violence or abuse was also commonly 

experienced by women and girls in countries such as France, Australia, Iran, and Ethiopia during the 

social distancing period and lockdowns, where they had to spend more time at home with and were 

controlled by male perpetrators [10,12,13].  

One of the main risk factors for GBV facing women and girls during the COVID-19 lockdowns 

was unwanted sexual contact or women refusing sexual intimacy with their spouses or partners 

[12,14,15]. This was reported to trigger anger and spousal disputes, which led to physical, sexual, and 

emotional violence against women by their male partners or spouses. Economic insecurity reflected 

in financial stress due to reduced or loss of income experienced by households, male partners or 

spouses, and the unavailability of job opportunities during the COVID-19 lockdown also caused 

stress and heightened pressures on men [8,11,19,20]. Such a situation and its psychological 

consequences were identified as risk factors for violence against women by their partners or spouses 

[8,11,19,20]. Such a situation was reported to be even more challenging for women within families 

where men are the primary income earners [8]. Increased alcohol consumption and illicit drug use 

among male partners or spouses during social distancing periods and lockdowns, which hindered 

constructive spousal conversations, were also reported as risk factors for physical assaults and sexual 

violence against women during the pandemic [8,11,19]. Violence in any form experienced by women 

during the pandemic was reported to be exacerbated by other factors such as women’s inability to 

seek or access support services due to being restricted by male perpetrators, aggressive behaviours 

of male partners or spouses, decreased protection and social support and limited or unavailability of 

facilities providing support [8,16,20]. Being younger and having more children and adolescents were 
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also significantly associated with GBV against women during the COVID-19 lockdown [13]. 

However, none of these risk factors have been reported in GBV experiences of women living with 

HIV or TB during the pandemic in any setting globally. 

Despite the link between the COVID-19 pandemic and violence against women in general in 

many settings globally [8,11] and the predictions about the possibility of the increase of GBV against 

women living with HIV [21,22], there is a paucity of evidence of the impact of the COVID-19 

pandemic on GBV against women living with HIV or TB and its risk factors. Women living with HIV 

or TB are highly vulnerable groups carrying a double burden of their HIV or TB-positive status that 

often leads to them being labelled negatively, treated discriminatively [23–25], and their gender as 

women who are often socially and culturally subordinated to men within societies in developing 

countries, including Timor Leste [26–28]. Understanding GBV experiences facing these vulnerable 

women during the COVID-19 pandemic and its risk factors is important as this can help inform the 

development of policies and interventions that address their specific needs and support them in 

taking appropriate action towards violence. This study aims to fill these gaps in knowledge by 

exploring in-depth the views and experiences of women living with HIV or TB regarding GBV and 

its risk factors during the COVID-19 pandemic in Timor Leste.  

Methods 

Study settings 

This study was conducted in Timor Leste, a small half-island country of 15,007 km2 divided into 

13 municipalities, one autonomous region, 67 administrative posts and 452 villages [29]. It has a 

population of 1,340,434 [29]. Health has been a priority since Timor Leste gained independence, as 

demonstrated in its Constitution, where Article 57 guarantees the fundamental right of each citizen 

to access free health care [30]. Timor Leste’s referral system includes three levels: a national tertiary 

hospital, five referral hospitals and community health centres (CHCs), and health posts (HPs). At the 

municipal level, the delivery of primary health care (PHC) is done through the CHCs, HPs, integrated 

community health services (SISCa), and the Saúde na Família (SnF) (Health in the Family) network. 

Six hospitals, 72 CHCs and 329 HPs are directly linked to the SISCa and SnF posts operating across 

the territory [31]. Health Indicators have improved substantially since 2002, as reported in the Timor 

Leste Demographic Health Survey (TLDHS) 2016 [32]. Timor Leste is a country with significant rates 

of GBV, with one in three Timorese women having experienced domestic violence [32]. Regarding 

the HIV epidemic, although the prevalence is low at 0.30%, evidence suggests an increasing trend of 

the epidemic in Timor Leste, with the majority of HIV cases being diagnosed among women aged 15 

and above [33,34]. With regards to TB, the incidence rate in Timor Leste is reported to be 486 per 

100,000, which places Timor Leste at the second-highest TB incidence rate in the Southeast Asia 

region [35]. 

Study design 

This is a qualitative study employing a phenomenological approach to understanding the 

phenomenon of GBV or violence against women living with HIV and TB during the COVID-19 

pandemic in Timor Leste. The qualitative design was applied as it is considered appropriate and 

effective when exploring participants' views and real-life experiences [36,37]. It enabled the 

exploration of the women’s stories, understandings, and interpretations of GBV they faced during 

the COVID-19 pandemic [36]. It also facilitated the researchers' exploration and understanding of the 

values and meanings the women had regarding GBV facing them in their daily lives [36]. 

Participant recruitment and data collection 

Participants in this study were women living with HIV or TB in eight municipalities (Ainaro, 

Bobonaro, Covalima, Ermera, Liquiça, Manufahi, Region of Oé-Cusse Ambeno and Dili) in Timor 

Leste as requested by the Ministry of Health (MOH) and the Global Fund (GF) Timor Leste, that 

commissioned this project. Purposive and snowballing sampling techniques were used for 
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participant recruitment. Before the recruitment, the Chief of each municipality was met to explain the 

study and obtain a permission letter. The researchers purposively approached CHCs in each 

municipality and asked permission to distribute the study information sheets to potential 

participants through the information boards and front service desks of the TB and HIV units. 

Potential participants who contacted the field researchers and confirmed their participation were 

recruited for interviews. This was then followed by the snowballing sampling technique, through 

which the initial participants were asked to help distribute the study information sheets to their 

eligible friends and families. Participants were recruited based on several inclusion criteria, including 

one aged 18 years or above, living with HIV or TB, and willing to participate in the study voluntarily. 

Finally, 42 women (19 women living with HIV and 23 women living with TB) participated in this 

study, with 24 participating in in-depth interviews and 18 participating in focus group discussions 

(FGDs). 

Data was collected using one-on-one in-depth interviews and FGDs from early October 2022 to 

the end of February 2023. Interviews were conducted in a private room at the CHCs and at a time 

mutually agreed upon by the researchers (MN, MAM, VS) and each participant. FDGs were 

conducted in a private room at the CHCs (MN, MAM, VS). Interviews and FDGs were conducted in 

Tetum, the national language of TL, which both the field researchers and participants fluently speak. 

Interviews and FDGs were digitally audio recorded, and field notes were taken during the interview 

and discussion. Interviews and FDGs focused on several key areas, such as the participant’s 

perceptions and experiences of physical, verbal, psychological and sexual violence within their 

families, relationships, and communities; participant perceptions of factors that contributed to 

violence against them within these settings. The details of the research questions are provided in 

supplementary file one (SF 1). The duration for the interviews and FDGs was approximately 45 to 50 

minutes. The recruitment of the participants and interviews ceased once the researchers felt the data 

had been rich enough to address the research questions and objectives. The richness of the data was 

determined based on data saturation, which was indicated through the similarity of responses 

provided by the last few participants to those of previous participants [38]. No repeated interviews 

were conducted with any participants, and no established relationship between the researchers and 

the participants existed before the study. Considering the sensitivity of the collected information and 

to prevent the possibility of negative consequences towards the participants, we decided not to return 

the transcripts of the interviews to each participant to review before we performed the analysis. 

Data analysis 

Before the comprehensive data analysis, the audio recordings of the interviews and FDGs were 

transcribed manually and verbatim (MN, MAM, VS), and fieldnotes were integrated into each 

transcript. The transcripts were then imported to NVIVO version 12.1 pro, 2020, for comprehensive 

data analysis. Data analysis was guided by a qualitative data analysis framework that suggests five 

steps for managing qualitative data in a coherent and structured way and guided the analytic process 

in a rigorous, transparent and valid way [39,40]. Firstly, familiarisation with the transcripts through 

repeated reading of the transcripts. During the reading process, information in each transcript was 

broken down into small pieces of data extracts, and comments and labels were given to each data 

extract; secondly, the identification of a thematic framework was performed by listing recurrently 

emerging key issues and concepts which were then used to develop the thematic framework; 

thirdly, indexing the entire data starting with creating a long list of open codes to identify similar 

and redundant codes or nodes and collated them to reduce the number. This was then followed by 

closed coding, where codes or nodes that refer to the same theme or sub-theme were grouped; 

fourthly, charting the data by reorganising each theme and its codes or nodes in a summary of chart 

for comparisons within each transcript or across transcripts; and finally, mapping and interpretations 

of the entire data [41,42]. 

Data analysis and coding were conducted in Tetum language to retain the cultural, religious and 

social meanings attached to the information provided by the women [43]. The selected quotes for this 

publication were translated into English by NM, MAM, and NKF, who are fluent in Tetum and 
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English. To maintain the accuracy of the translation and the interpretations, other authors checked 

and re-checked both versions [44]. Although data analysis was carried out by NM, MAM, and NKF, 

the findings were presented to the team, and team-based analysis and discussion were performed at 

regular meetings. Team discussions were held throughout the data analysis process to maintain the 

reliability and validity of the data, and all authors agreed upon the final themes and interpretations 

reported in this paper. 

Ethical consideration 

The study obtained ethics approval from the National Health Institute- Health Research Ethics 

Committee, MOH-Timor Leste (No: 229/MS-INS/GDE/X/2022). During the recruitment and before 

commencing the interviews and FDGs, participants were informed about the aim of the study and 

the voluntary nature of their participation. They were also advised that there would be no 

consequences if they could withdraw from the study without giving any reason.      They were assured 

that the anonymity and confidentiality of the data or information provided in the interviews and 

FDGs would be maintained to prevent the possibility of linking the information to any individual in 

the future. This is done by giving specific letters and words to each transcript and quote. All 

participants signed and returned a written informed consent to the field researchers on the interview 

day.  

Results 
Sociodemographic profile of the participants 

A total of 42 women living with HIV or TB participated in this study. They were in the age range 

between 19 and 70 years (see Table 1). Most participants were married, while four were divorced or 

widowed, and another four were never married. Most of them never attended formal school 

(illiterate) or graduated from elementary school. Some graduated high school, and only three had 

bachelor's degrees. Most women were housewives or single mothers with no jobs. 

Table 1. Sociodemographic profile of the participants. 

Characteristics 

Women Living with HIV and TB 

(N=42) 

Age  

19 1 

9 

15 

8 

6 

3 

20 - 29 

30 - 39 

40 - 49 

50 - 59 

≥60 

Level of Education  

Bachelor 2 

11 

2 

12 

15 

Senior high school 

Junior high school 

Elementary school 

Never attended school 

Marital status  

Married 33 

4 

1 

Divorce 

Widow 
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Never married 4 

Occupation  

Housewife (unemployed) 

37 

 

Retired 2 

University student 1 

Volunteer counsellor 2 

Women’s experience of GBV during COVID-19 pandemic 

Violence against women by a male partner or spouse was experienced by both participants 

living with HIV and TB, especially during the COVID-19 pandemic. Their stories illustrated that GBV 

against them, whether in the form of physical, sexual, or emotional violence, worsened during the 

pandemic. They were often the target of their partner's or spouse’s anger, which usually resulted in 

the use of harsh words against them, physical beatings and psychological pressure that made them 

feel stressed, afraid, and anxious, and experience prolonged physical and emotional pain. The 

following narratives from two married women reflect the above situations experienced by the women 

who participated in this research: 

“My problem at home is that, during the pandemic, my husband beat me every day, kicked my back, 

punched, slapped. That’s the problem; he got mad quickly; he did not love me and wanted me to die, 

cursed me to die, that’s why I got sick like this, …. he hit me on my back, that’s why I got sick like 

this, we argued, we fought, he hit me with his hand” (FGD, participant with TB). 

“When my husband was angry, he would beat and swear at me. COVID-19 caused us a lot of 

problems” (FGD, participant with HIV). 

Similar experiences were also expressed by other married women living with HIV or TB in their 

stories about the acts of sexual violence from their partners or spouses during the COVID-19 

pandemic. Having no sexual desire and being forced to engage in sexual intercourse were conditions 

reflecting their experience of sexual violence in their spousal relationships during the pandemic. Male 

partners or spouses spending more time at home during the lockdowns and the women’s inability to 

reject forced sex were mentioned as the supporting factors for such violence against them. The 

following narratives illustrate that married women were not only being forced to have unwanted sex 

but were in a powerless position, making them unable to refuse sexual demands from their partners 

or spouses: 

“…. my husband often forced me during the pandemic as he was at home a lot. I didn’t like being 

forced. If I have [sexual] desire, then I can do it; if not, then I don’t want. But as a wife, I can do 

nothing. .... So if my husband forces me to have sex, I have to accept it” (Interview, participant with 

TB). 

The married women’s experience of violence during the COVID-19 pandemic did not only come 

from their partners or spouses but also from their in-laws. Several married women revealed the 

experience of verbal abuse and rejection from their spouse's family, such as being scolded or shouted 

at daily by in-laws. Living with in-laws in the same house, which is a common practice and socially 

and culturally acceptable in TL, and their inability to work during the pandemic were some of the 

main supporting reasons for the abusive attitudes and behaviours from their in-laws. At the same 

time, a situation of living together with in-laws seemed to force them into facing such abuses and 

restrict their movement to avoid meeting in-laws: 

“We [the woman and her husband and kids] live together with in-laws. During the pandemic, we 

were often at home together, and I was sick; my mother-in-law always yelled at me, saying that 

because of my sickness, I didn’t want to work. …. I was feeling the rejection from her and others” 

(FGD, participant with TB). 
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“I got so many insults from my brother and sister-in-law; they kicked me out of the home” (Interview, 

participant with HIV). 
Experiences of violence during the COVID-19 pandemic were also reflected in the stories of 

unmarried participants across the study settings. Unlike the married ones, the violence facing them 

came from their family members (e.g., parents, siblings, and relatives) and neighbours. The 

interviews revealed that their experiences of violence from their families during the COVID-19 

pandemic were more in the form of arbitrary deprivation of their liberty that caused mental harm or 

suffering to them or negatively influenced their mental condition. Meanwhile, some were also 

insulted by neighbours through cynical questions, which caused them a big concern and worry about 

being avoided or losing friends due to the disease they had. The following participants who had been 

living with HIV and TB for several years reflected such experiences in their narratives: 

“During COVID-19, my family isolated me at home and did not let me out in the community or 

contact with other people …. at times, my colleagues asked me to participate in some activities I 

couldn’t participate, and I felt stressed or a lot of thinking started appearing in my mind (thinking a 

lot)” (FGD, participant with TB). 

“During the COVID pandemic, I felt sad and worried about my neighbours because they sometimes 

insulted me by asking me how come my family and I had TB and HIV. It was a big concern for me 

because I am a [university] student, and I am still afraid that my friends will stay away from me and 

hate me due to the disease that I have.” (Interview, participant with HIV). 

Risk factors for GBV against women living with HIV or TB 

HIV or TB-positive status of women 

Having HIV or TB-positive status in Timor Leste not only caused negative impacts such as 

stigma and discrimination against women within the families and communities but also GBV against 

women by other family members. Physical violence, such as being kicked, slapped, pushed, and 

chased away from home, and verbal violence, such as being yelled at and shouted at by other family 

members, were examples of violence experienced by participants due to their HIV or TB-positive 

status. Several women explained further that the physical and verbal violence they experienced due 

to living with HIV or TB increased during the COVID-19 pandemic. Some of the underlying reasons 

for such violence against these women included living with other family members in the same house 

or seeing each other daily during the pandemic and the dislike or disgust of other family members 

towards the women’s HIV or TB-positive status: 

“I got so many insults from my brother and sister-in-law. They kicked me out of home. They told me 

that I had a bad illness and that I should stay away from them. ….. They often yelled and screamed 

at me when I stayed close to them. During the COVID-19 lockdowns, we were at home most of the 

time; I couldn’t stay away from them because we lived in the same house. That is why the insults I 

got from them intensified during those lockdowns. …. They talked badly and swore me many times” 

(Interview, participant with HIV). 

“But I felt sad and worried about my neighbours because they sometimes insulted me. I got physical 

violence from family or neighbours, such as insulting. …. Sometimes, my family were angry with me 

and said some words that made me hurt. When I was alone, I often asked myself, I don’t want to have 

this disease [TB], but why are they angry with me? They hate me because I’m infected. I got verbal 

violence from my family, and my friends sometimes said some words that made me feel hurt” (FGD, 

participant with TB). 

“There is no love and peace in my family. They don’t like me being at home. During COVID, I went 

from one house to another. When I got home, my mom would ask me to go out and say I was a 

foreigner and shouldn’t stay at home. When I went to my brother's home, they kicked me out and said 

they didn’t want me to visit their home because I have the disease [HIV].  (FGD, participants with 

HIV). 
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Some other participants also expressed similar experiences of violence by neighbours or 

members of the community where they lived due to their HIV or TB-positive status, as illustrated in 

the following narratives: 

“It's true; during the COVID-19 lockdowns, some of my neighbours talked negatively about me. I 

heard words that made me feel hurt by my neighbours. They talked about my disease. They said I 

was now sick, and they shouldn’t be close to me; otherwise, it would spread to them. Even though 

they did not speak directly to me, I heard from some neighbours who cared for and were close to me, 

and when I heard this, I felt hurt” (Interview, participant with HIV). 

“Some neighbours said bad things about me because I have this disease. Although they didn’t abuse 

me physically, I felt the pain when I heard what they talked negatively about me” (Interview, 

participant with TB). 

Women’s responsibility within households 

Women's responsibilities in the family and other family members' expectations of them were 

triggering factors for verbal and psychological violence against them by other family members once 

they failed to perform during the COVID-19 pandemic lockdowns. Within society in TL, women, 

especially the married ones, are expected to be responsible for household chores, taking care of their 

children's and spouses' needs within their households, and earning some income. Failing to perform 

their responsibilities may lead to being scolded, accused, and expelled from home by other family 

members, as experienced by several married participants during the COVID-19 pandemic. Weak 

physical condition and feeling tired due to HIV or TB infections were the underlying reasons for their 

failure to perform household chores, leading to violence against them during the pandemic. Likewise, 

staying at home for an extended period during lockdowns was also brought up as a triggering factor 

for complaints against them by other family members, even though these women were physically ill 

and unable to perform their household chores optimally: 

“They [other family members] don’t understand my condition. I have been at home most of the time 

during the COVID-19 pandemic and lockdowns, so once they saw that I didn’t do my responsibilities, 

they didn’t accept it and scolded me. They expected me to do everything as normal and were not 

aware that I was so sick, I wasn’t strong physically [participant looked sad and cried]” (Interview, 

participant with TB). 

“Yes, I often got scolded, yelled at, and screamed at during the lockdowns. They [her family 

members] even told me to leave home and often blamed me even when I was doing housework. I was 

so sick and very weak due to this infection, but they kept on asking me to work, saying if I didn’t 

work, I would not eat”(FGD, participant with HIV). 

The same experience was also described by other married women who lived in the same house 

with their in-laws. The in-laws' expectations of them were not only to do household chores but also 

to earn money to support their own family and children. Such expectations seemed to be risk factors 

for verbal and psychological violence these women experienced from their in-laws. Interviews with 

these women uncovered how they were scolded with harsh words and told to work by in-laws, 

regardless of their poor health condition and difficulty finding a job due to a lack of job opportunities 

during the COVID-19 pandemic. The following stories of these married women depict how their in-

laws had no sympathy towards their health condition and the use of abusive words against them by 

in-laws was described to exacerbate their psychological state: 

“We [the woman and her husband and kids] lived at the same house as my in-laws. I was so sick 

during the pandemic, but my mother-in-law didn’t care. I didn’t work because I was sick, but she 

kept yelling at me and pushing me to work even though I didn’t want to because I easily got tired and 

was very weak. She said there is medication I could take and then work. If I don’t work, then who 

will feed my family and my kids” (FGD, participant with TB). 

“We lived with my parent-in-law. When I was sick, my mother-in-law screamed, asking me 

to find a job and work” (Interview, participant with HIV). 
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The position of women or wives in the family was also one of the factors that contributed to GBV 

against the participants within families across the study settings. In Timorese culture, husbands are 

regarded as the head of the household and the ones making decisions for the family and the women 

or wives are supposed to listen to the husbands. Some women's narratives reflected such cultural 

practice, which seemed to influence them, positioning themselves as inferior to their husbands and 

obliging them to submit to the head of the household despite experiencing abuse or violence during 

the COVID-19 pandemic: 

“In our culture, when our husband speaks, the wife should be quiet. Women don’t talk back [not to 

talk much]. Women should know this cultural practice, so women don’t talk when the men are talking. 

There were many times during COVID where he [her husband] scolded me or was being rude in his 

words or behaviours, but I couldn’t go against him every time we have a problem” (FGD, participant 

with HIV). 

“It’s normal for a married woman not to be carelessly out. I also have a lot of work to do at home, 

such as cooking and washing clothes. So, it was correct that my husband didn’t allow me to go out 

during the pandemic even though it felt too much ….” (Interview, participant with TB). 

“I was just quiet and didn’t make any problem, especially during the pandemic because I 

knew that I could get beaten by my husband. It happened before, and I didn’t want it to 

happen again” (FGD, participant with HIV). 

Economic and financial difficulties during COVID-19 pandemic 

The economic and financial difficulties experienced during the COVID-19 pandemic were also 

one of the risk factors for violence against women participating in this study. The economic 

challenges were reflected in the loss of jobs and incomes experienced by women and their partners 

or spouses during the pandemic. For some women, such a situation led to financial difficulties, which 

caused stress, worry, anger, and dispute between them and their spouses, leading to physical and 

emotional violence against them. Loss of job during the COVID-19 pandemic and lockdowns 

provided couples with more time to spend together at home, which for some participants in this 

study was another risk factor for violent attitudes and behaviours of their spouses against them. The 

following narrative of a woman living with TB reflects such situations she had gone through in her 

family during the pandemic, which led to violence against her: 

“My husband worked at a store in Dili [capital city of Timor Leste], but because of the COVID-19 

outbreak, my husband lost this job and only stayed at home. I was not working either,  just looking 

after my children. We had no money, …. When my husband was angry, he would beat and swear at 

me. He abused me. I think he did that because he was stressed and felt pressured. Because COVID-

19 came, our products were not sold, and there was also no money, which caused us problems. I was 

stressed because of no money, my ill-health condition and his violent attitudes and behaviours” 

(FGD, participant with TB). 

The economic and financial difficulties experienced during the COVID-19 pandemic also 

negatively influenced the women’s financial capability to pay their children's tuition fees. Several 

women described that such difficulties and the inability to afford the education fees of their children 

often led to verbal abuse against them by their spouses, which negatively impacted their mental 

health and well-being during the pandemic. For some women, the economic and financial difficulties 

led to the withdrawal of children from school, which also made them sad and stressed, as reflected 

in the following quote: 

“I want to share the responsibility for looking after my children’s school and supporting their studies. 

When I told him [her husband] about the children’s tuition fees, he answered with anger, swearing 

at me and told me to stop sending our children to school. I’m very sad. For me, school is very 

important. I didn’t go to school, so I want my children to go to school” (FGD, participant with TB). 

“During COVID-19, I was in the countryside with children, and my husband never sent us money. 

That made me think a lot. I felt so stressed. I was abused if I asked for money….” (Interview, 

participant with HIV). 
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Furthermore, the economic and financial difficulties experienced by the women and their 

families during the COVID-19 pandemic not only caused negative consequences in the form of 

violence against women in the household but also led to women being divorced by their husbands. 

Moreover, several women commented that financial difficulties they faced during the pandemic due 

to the loss of their job led to the inability to fulfil necessities, the sale of properties or personal 

belongings and spousal disputes or physical violence against them: 

“My husband is the one who was beating me because he lost his job during the pandemic, and I 

didn’t have any job. We were married at a young age …. We don’t have money, we often have conflict, 

and he often beat me up during the pandemic” (Interview, participant with HIV). 

“My husband divorced me during the pandemic when we were in a tough situation financially, and I 

felt sad. I’m depressed. My children keep asking me where their dad is. We don’t have money, and 

there is no money to buy rice. During COVID-19, we didn’t have money, and there was no food. I 

sold out all my gold necklaces to get money to buy rice” (FGD, participant with TB). 

“We had problems and conflict, and then we divorced. We divorced during the COVID-19 pandemic 

(Interview, participant with HIV). 

Individual-level risk factors for GBV against women during the COVID-19 pandemic 

Individual attitudes and behaviours of male partners, spouses or other family members were 

also factors that contributed to GBV against the participants during the pandemic. For example, the 

disapproval of parents, spouses, or other family members when they were late returning home after 

carrying out activities elsewhere was a supporting factor for verbal and psychological violence 

against several women in this study. Some of the reasons for such disapproval of others were the 

dislike and fear of other family members of COVID-19 transmission: 

“Yes, he [her spouse] threatened me if I came home late from work or after I did some 

activities outside of our house. He didn’t like going out and doing something else” 

(Interview, participant with HIV). 

“Sometimes my other family members, especially my parents, disapproved of me going out and 

coming back home late. They might be afraid of me contracting COVID and transmitting it to them 

or maybe because I am a woman” (FGD, participant with TB). 

Partners’ or spouses’ jealousy was another individual risk factor for physical, psychological, and 

verbal violence against several married women in this study. Their male partners’ or spouses' jealous 

attitude was reflected in the perception that coming back home late after an activity elsewhere was 

due to the women having an affair with another man. This caused disputes between them, which also 

led to physical, verbal, and psychological violence against them by their partners or spouses during 

the pandemic. Some women also commented that the long and repeated periods of lockdown, which 

resulted in their partners or spouses spending more time at home, seemed to trigger excessive 

feelings of jealousy, which was not expected before the COVID-19 pandemic: 

“Sometimes he gets jealous when I was hanging out. He didn’t allow me to wear short pants. He was 

suspicious of me having an affair with another man” (FGD, participant with TB). 

Excessive alcohol drinking by the women’s partners or spouses was also emphasised as a strong 

supporting factor for violence against them within families. Several women commented that their 

spouses were often engaged in excessive alcohol drinking, either alone or with some close friends 

during the COVID-19 pandemic. This was acknowledged to trigger the men’s violent attitudes and 

behaviours towards them within families: 

“My husband is a drunk man; he provokes me, so I must obey him. He is a madman once 

he is drunk, and he would beat me up. He did that many times during COVID. If he is not 

drunk, then he is easy.” ….” (Interview, participant with TB). 

“Married with a drunk man like my husband, I need to be very patient. He becomes rude 

and violent once he is drunk. I experienced that during COVID; he drank too much and was 

violent. So, I should be very patient to deal with him” (FGD, participant with TB). 
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Discussion 

The study explored the impacts of the COVID-19 pandemic on GBV against women living with 

HIV or TB and its risk factors. The findings of the study highlight the alarming facts of intensified 

physical, sexual, and psychological or emotional violence against women living with HIV or TB 

during the COVID-19 pandemic. The experiences of physical violence, verbal abuse and coercive sex 

by male partners or spouses, arbitrary deprivation of women’s liberty and rejection from family 

members and in-laws shed light on the multifaceted nature of GBV and the impact of the pandemic 

on the issue among the highly vulnerable women this study. The current findings justify the concerns 

raised during the early stage of the COVID-19 pandemic about the possibility of its adverse impacts 

on GBV against women living with HIV [21,22] and enrich the previous findings on the impacts of 

the pandemic on the increased GBV against women in general globally [3,8–10]. This study also adds 

to the existing reports of previous studies on various other HIV-related negative experiences facing 

women living with HIV [24,45,46] and TB [23]. 

Our study highlights some novel and interconnected findings on the risk factors for GBV against 

women, particularly during the COVID-19 pandemic.  Traditional gender roles and expectations 

within social and family life are significant aspects illuminated by the current findings as factors that 

contributed to and heightened GBV against women during the pandemic, which have never been 

reported previously [8,11,19,20]. These are reflected in the sociocultural perceptions of married and 

unmarried women as the ones responsible for household chores and childcare. Thus, failure to meet 

these traditional gender roles and expectations, which intersected with the heightened stressors 

caused by the COVID-19 pandemic, became a trigger or created a supporting environment for GBV 

against women in this study. The expectations of in-laws for married women to generate incomes for 

supporting their families and children’s needs, which seemed to emerge as the result of 

unconstructive relationships between them, were also another novel finding on risk factors for GBV 

against married women in this study. The findings indicate the critical need for GBV programs and 

interventions that consider challenging traditional and social norms and expectations about women 

to abolish the perpetuation of violence against them and promote gender equality. 

Consistent with previous findings on GBV against women in general [8,11,19,20], the current 

study also highlights economic and financial difficulties as another critical factor that contributed to 

GBV against both women living with HIV and TB in Timor Leste. Moreover, the current findings 

provide some detailed mechanisms of how economic and financial difficulties played a role in GBV 

against women across the study settings. The intensified family financial stress brought about by the 

loss of jobs experienced by the women’s partners or spouses due to the COVID-19 pandemic caused 

further issues, such as the inability to fulfil necessities, incapability to afford the children’s needs and 

school fees, withdrawal of children from schools, the sale of personal belongings, and spousal 

disputes within these women’s families. These caused stress, worry, sadness and anger for these 

women and their spouses, which triggered GBV against them. In addition, our findings also strongly 

indicate that the women’s unemployment status and possibly financial dependency on spouses, 

parents or in-laws placed them even at a lower position and diminished their ability to encounter 

violence from others within their families. Thus, this study highlights the intersectionality of 

economic or financial challenges and GVB against women in Timor Leste and suggests the 

importance of holistic approaches and interventions that address the financial needs of women living 

with HIV and TB in the country. 

The study has also highlighted the significant contribution of individual-level risk factors to the 

complex dynamics of violence against women living with HIV or TB. For example, male partners' or 

spouses’ jealous attitudes that stemmed from perceived infidelity, which have never previously been 

reported, were triggers for GBV against women in this study by their partners or spouses. This is 

plausible as jealousy, which is ‘an emotional response to a threat of losing a valued relationship’, 

often encompasses complex emotions such as anger, suspicion, and humiliation, which can trigger 

or cause hostile acts of violence against other people [47,48]. Excessive alcohol consumption is 

another individual-level risk factor for GBV against vulnerable women living with HIV or TB. This 

supports previous findings suggesting that alcohol consumption is destructive towards constructive 
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conversations in spousal relationships and often becomes the underlying risk factor for violence 

against women [8,11,19]. The findings have important implications for the development of tailored 

interventions that address specific attitudes and behaviours that contribute to violence against 

women. 

Limitations and strengths of the study 

The current findings should be interpreted with caution to some possible limitations. The use of 

the snowballing sampling technique and the distribution of the study information sheets through 

CHCs might have led to the recruitment of participants from the same networks as the current 

participants and the recruitment of the participants who had been connected to HIV/TB care and 

treatment. As a consequence, we may have under-sampled women living with HIV or TB who were 

not on HIV/TB care and treatment and who may have different stories regarding GBV facing them 

during the pandemic. However, this is the first study presenting initial in-depth qualitative findings 

on GBV against women living with HIV or TB in Timor Leste and globally. Therefore, the findings 

are important to inform policies and interventions to address GBV and its risk factors and impacts 

on women living with HIV and TB in Timor Leste and other similar setting globally. 

Conclusions 

The study presents the perceptions and experiences of women living with HIV and TB in Timor 

Leste regarding GBV against them during the COVID-19 pandemic. These vulnerable groups of 

women experienced physical, verbal, sexual and psychological violence by their partners, spouses, 

in-laws, and parents or other family members during the pandemic. Traditional gender roles and 

expectations, economic and financial difficulties, and individual factors such as jealousy and alcohol 

drinking are the prominent risk factors for these types of violence against these women. The findings 

underscore the urgent need for multifaceted interventions to address GBV, which should encompass 

challenging traditional gender norms, addressing economic inequalities, and targeting individual-

level risk factors. The findings indicate the need for the development of robust monitoring and 

evaluation systems to assess the effectiveness of policies and interventions addressing GBV where 

the results can inform future improvement. The findings also indicate the need to include GBV in the 

protocol or guidelines for HIV and TB management. Future large-scale quantitative studies to capture 

the magnitude and specific drivers of GBV against women and girls living with HIV and TB during 

the pandemic are recommended. 
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