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Intimate partner violence during
pregnancy

Information sheet

Violence against women, committed by an intimate partner, is an
important public health and human rights issue. In recent years,
attention has focused also on intimate partner violence during
pregnancy due to its prevalence, adverse health consequences and
intervention potential.

Intimate partner violence during pregnancy

Violence by an intimate partner is manifested by physical, sexual or emotional abusive
acts as well as controlling behaviours. The majority of studies on intimate partner vio-
lence during pregnancy measure physical violence during pregnancy, although sexual
and emotional abuse during pregnancy are also considered as detrimental for women’s
and their children’s well-being. An especially concerning form of physical violence dur-
ing pregnancy is when abusive partners target a woman’s abdomen, thereby not only
hurting the women but also potentially jeopardizing the pregnancy.

Global prevalence

The WHO multi-country study on women’s health and domestic violence against
women (Figure 1), which consists of population-based surveys conducted in various
countries using the same methods and definitions, found the prevalence of physical
intimate partner violence in pregnancy to range between 1% in Japan city to 28% in
Peru Province, with the majority of sites ranging between 4% and 12% (7). This finding
was supported by an analysis of Demographic and Health Surveys and the Internation-
al Violence against Women Survey, which found prevalence rates for intimate partner
violence during pregnancy between 2% in Australia, Denmark, Cambodia and Philip-
pines to 13.5% in Uganda, with the majority ranging between 4% and 9% (2). Clinical
studies around the world, which tend to yield higher prevalence rates but often are the
only sources of information available, found the highest prevalence in Egypt with 32%,
followed by India (28%), Saudi Arabia (21%) and Mexico (11%) (3). A recent review of
clinical studies from Africa reports prevalence rates of 23—40% for physical, 3-27%
for sexual and 25—-49% for emotional intimate partner violence during pregnancy (4).

Figure 1. Prevalence of intimate partner violence during pregnancy.
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Source: WHO multi-country study on women’s health and domestic violence against women.
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Health consequences

Intimate partner violence during pregnancy has been found to be associated with fatal and non-fatal adverse health
outcomes for the pregnant woman and her baby due to the direct trauma of abuse to a pregnant woman’s body, as
well as the physiological effects of stress from current or past abuse on fetal growth and development (Figure 2).

Homicide

Homicide is the most extreme consequence of intimate partner violence. Evidence from the USA suggests that
intimate partner violence during pregnancy is a risk factor for women’s increased risk of being killed by an intimate
partner. For example, an examination of police and medical examiner records in 11 US cities showed that preg-
nancy significantly increased women’s risk of becoming a victim of intimate partner homicide and that men who
abuse their partners during pregnancy seem to be particularly dangerous and more likely to commit homicide (5).
Still, the link between intimate partner homicide and pregnancy needs to be further explored.

Reproductive health

Non-fatal health outcomes associated with intimate partner violence during pregnancy include maternal and
newborn health outcomes. Specifically, previous research has found that women reporting abuse during pregnancy
had higher rates of intrauterine growth retardation and preterm labour than women not experiencing abuse,

which can lead to low birth weight and other neonatal risks (6—8). Experiencing intimate partner violence during
pregnancy has also been associated with women’s increased risk of miscarriage and abortion (9,70). Others have
also found increased risk of antepartum haemorrhage (77), and perinatal death (77,72). Abuse during pregnancy
can also lead to short- and long-term health consequences for pregnant women, including maternal mortality (73).
Suicide following pregnancy from sexual violence has also been documented (3).

Figure 2. Health outcomes of intimate partner violence during pregnancy.
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Negative health behaviours

Intimate partner violence during pregnancy is significantly as-
sociated with a number of adverse health behaviours during
pregnancy, including smoking, alcohol and substance abuse, and
delay in prenatal care, even after controlling for other mediating
factors (74). Possible explanations are that women smoke, drink
or take drugs for self-medication to cope with the stress, shame
and suffering caused by the abuse (74). Delays in prenatal care
might be due to abusive partners preventing women from leaving
the house or to abused women missing appointments because
of injuries (75). More in-depth research is needed on how inti-
mate partner violence during pregnancy affects health-seeking
behaviour, especially in low-resource settings, since evidence

from population-based studies from Bangladesh, Kenya, Rwanda,
and Zimbabwe shows that women who ever experienced intimate
partner violence are less likely to deliver in a health facility (76).

Physical and mental health

Injuries resulting from intimate partner violence during pregnancy
include broken bones, cuts, burns, haemorrhages, broken teeth
and persistent headaches. While intimate partner violence may
frequently be focused on the abdomen during pregnancy (see
Figure 1), pregnant abused women also report that their partners
targeted other body parts, such as their buttocks, breasts,
genitals, head and neck and extremities (77). Direct blows into the
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abdomen during pregnancy are especially concerning since they
can cause some of the negative reproductive health outcomes
outlined above (78,79).

Physical, sexual and psychological intimate partner violence dur-
ing pregnancy are associated with higher levels of depression,
anxiety and stress, as well as suicide attempts, lack of attach-
ment to the child and lower rates of breastfeeding (20,27). Another
indication that intimate partner violence during pregnancy has
consequences into the postpartum and later periods is provided
by studies that find increased levels of anxiety even six months
after birth among babies whose mothers experienced partner
violence during pregnancy (22). A longitudinal study shows that
maternal antenatal stress predicts children’s behavioural and
emotional problems up to four years later, with the underlying
mechanism including the effect of maternal mood on the fetal
brain development, which affects the child’s behavioural develop-
ment (23).

Is pregnancy a trigger for IPV?

Research clearly shows that pregnancy does not prevent the
occurrence of intimate partner violence, but conflicting evidence
exists about whether intimate partner violence increases or
decreases during pregnancy (24). In the WHO multi-country study
on women'’s health and domestic violence against women, the
majority of women who reported physical abuse during pregnancy
have also been beaten prior to getting pregnant, although around
50% of women in three sites stated that they were beaten for the
first time during a pregnancy (7).

Risk factors

Risk factors for intimate partner violence during pregnancy are of-
ten similar to risk factors for intimate partner violence in general.
Given that pregnancy is a time that may demand increased rela-
tionship commitment and increase the resources needed, some
risk factors are likely to be more important during pregnancy. One
potential risk factor significantly associated with intimate partner
violence during pregnancy is having an unwanted or unplanned
pregnancy, as numerous population-based studies in Bangladesh,
Plurinational State of Bolivia, the Dominican Republic, Kenya,
Malawi, Moldova, New Zealand, Rwanda, and Zimbabwe show
(76, 25). A US population-based survey also showed that women
who had mistimed or unwanted pregnancies reported significantly
higher levels of abuse during pregnancy compared with those with
intended pregnancies (15% versus 5%) (26).

Interventions

Antenatal care provides a window of opportunity for identifying
women who experience intimate partner violence. Not only is it
often the only point of contact for women within a health-care
setting, but also provision of health services and support through
the duration of a pregnancy, and the possibility for follow-up,
make antenatal care a suitable setting for addressing issues of
abuse. The most frequently tested intervention in antenatal care
is a short ‘empowerment counselling’ intervention, which provides
information about the types of abuse and the cycle of violence,
conducts a danger assessment to assess risks and preventive

options women might consider, and develops a safety plan with
the woman. Being tested in several antenatal and postnatal care
clinics in the USA and Hong Kong Special Administrative Region,
China, the intervention showed a decrease of psychological and
physical violence as well as improvements in women’s physical
and mental health (27-29). A recent review of violence reduc-
tion interventions states that the evidence for effectiveness of
advocacy/support interventions is growing, and that psychological
interventions may be effective, but that more research is needed,
especially since no trials of screening programmes measured
morbidity and mortality (30).

What research is needed?

Despite increasing research on the prevalence and health effects
of intimate partner violence during pregnancy from numerous
countries around the globe, several gaps in knowledge still exist,
especially in low- and middle-income countries. These include a
need for:

1. Systematic reviews of the evidence on health consequences of
intimate partner violence during pregnancy.

2. In-depth studies about the role of pregnancy on the evolution
of intimate partner violence and how pregnancy influences
strategies women use to deal with the violence.

3. Intervention research on the feasibility and effectiveness
of integrating an intimate partner violence intervention into
antenatal care in resource-poor settings.

4. Development and testing of alternative modes of intervention
to reach women in low-resource settings with poor antenatal
care services.

What are the policy and programme implications?

1. Efforts to address maternal and newborn health need to
include issues of violence against women since evidence from
many countries shows that partner violence is common during
pregnancy and is associated with adverse health outcomes for
the mother, the pregnancy and the newborn.

2. Sexual and reproductive health, adolescent health, and HIV/
AIDS prevention policies and programmes should address
issues of violence, sexuality, and power dynamics in gender
relations systematically as key elements.

3. Information on violence against women, its health conse-
quences and an appropriate response needs to be integrated
into the curriculum and training of health-care providers work-
ing in family planning, prenatal and postnatal care and deliv-
ery. At a minimum, health-care providers should be informed
and aware of the possibility of violence as an underlying
factor in women’s ill-health during pregnancy and postpartum,
especially in resource-poor settings where these are the most
common points of contact with the health service for women.

4. Development of interventions to prevent violence against
women from happening in the first place, including those that
promote gender equality and safe and responsible relation-
ships is also a critical need.
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