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Summary 

Background- Intimate partner violence (IPV) during pregnancy is a serious public health problem and a 
potential risk factor for adverse maternal and fetal outcomes. IPV is closely linked to societal norms, 
gender roles, educational attainment and attitudes of societal leaders, all aspects being poorly 
understood in an Ethiopian context.  
 
Objective- The general objective of this thesis was to examine IPV during pregnancy, ecologic factors, its 
link with ANC initiation and the stakeholders’ response towards IPV during pregnancy. 
 
Methods- The studies were conducted using mixed (quantitative and qualitative) methods in one of the 
biggest cities of Ethiopia, Jimma. The quantitative studies (Papers I and II) were employed using a 
consecutive probability sampling strategy, and cross-sectional study design among pregnant women 
attending antenatal care (ANC) at all government health institutions. Trained nurses or midwives 
interviewed 720 pregnant women using a standardized pretested survey questionnaire. Bivariate and 
multivariate logistic regression analysis was applied (for both quantitative studies) to assess the 
association between the exposure and outcome variables. In addition, we did qualitative studies using an 
exploratory design with a sampling strategy of maximum variation (multiple spectrum sources) (for 
papers III and IV). Paper III consists of 16 interviews of purposively selected participants representing 
different community institutions and guided by the Connell’s theory of Gender and Power. Paper IV 
included 10 interviews of Health Care Workers (HCWs) (i.e., Nurses and Midwives) working at the public 
ANC centres. Both papers III and IV were analyzed using content analysis in the Atlas.ti 7 Software.  

Results– among the 720 women interviewed, physical IPV was reported by 35.6 %. Perceiving violence as 
a means to settle interpersonal conflicts, emphasizing the presence of supportive attitudes of wife-
beating in the society, considering violence as an expression of masculinity, and recognizing the presence 
of strict gender roles in the society, were all positively associated with experiencing IPV in pregnancy. The 
odds of IPV in pregnancy increased among those reporting the presence of groups legitimizing men’s 
violence, isolation of IPV victims, having no social support for victims, and the presence of high 
unemployment in the community. In addition, we found over half of the pregnant women (51.8%) 
entered ANC late. Controlling for demographic, behavioural and reproductive health-related variables, 
among multiparous women, lifetime emotional or physical abuse was positively associated with a late 
entry into antenatal care (AOR =2.28; 95%CI=1.18, 4.39). While, reporting a recent partner sexual 
violence episode was associated with a late entry into ANC in the total group (AOR =1.55; 95%CI=1.09, 
2.19).  

In the qualitative studies, we identified the societal gender structure and social-cultural norms acting as 
barriers to receiving adequate assistance and promoting reconciliation as the core response to IPV 
victims by almost all stakeholders involved in the study. Limited awareness of the adverse impacts IPV 
can have on pregnant women and fetal health were identified in this study. Participants acknowledged 
the absence of strong support or networking among relevant institutions despite regular encounters with 
IPV victims. We also found out a limited understanding of the comprehensiveness of the adverse impacts 
of IPV on the pregnancy, the health of the women and their infants among the HCWs interviewed. HCWs 
were only treating evident obstetric complications or visible trauma of IPV. We also solicited their 
recommendations on what could be done related to IPV during pregnancy in an Ethiopian context. 

Conclusions- IPV in pregnancy is very prevalent in Ethiopia and is associated with multiple social ecologic 
factors. Late entry into ANC is common in Ethiopia (52%), and associated with IPV in pregnancy. The 
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impacts of IPV are not well understood by the community stakeholders and HCWs; its reasons and 
remedies are surrounded by socio-cultural, structural and economic factors. A reduction of IPV in 
pregnancy calls for cross-sectoral efforts from stakeholders at different levels including HCWs. While 
efforts to improve the utilization of ANC service in general and timely entry into the ANC, in particular, 
are in place in Ethiopia, reduction of IPV in pregnancy will require women empowerment, awareness-
raising and training, horizontally arranged service centres that can effectively support survivors of IPV, 
developing and utilizing clear intervention guidelines and including IPV screening tools in the ANC card. 
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1. Introduction

1.1 The situation of women in Ethiopia 
In Ethiopia, more than 80% of the population resides in rural areas and are engaged in agriculture (1). 
Women provide substantial labour; however, their contribution is largely unrecognized or not valued by 
society. Like many women in other third-world countries, women in Ethiopia are affected by 
discriminatory practices (2, 3). They are less educated, heavily affected by poverty and exposed to 
harmful deep-rooted socio-cultural patriarchal practices and beliefs. Studies in Ethiopia show that 30% 
of women are married by age 15-17 years (4), 11% are in polygamous unions (5, 6), and 74% undergone 
FGM (7). In Ethiopia like many other African countries, men are the main decision-makers in the family 
including family size, financial management, birth control, and use of health services (8). These power 
imbalances between men and women are detrimental to women and their children (9, 10). 

Ethiopia exhibits one of the lowest gender equality performance indicators in Sub-Saharan Africa.  
The Global Gender Gap Index (GGGI) that captures the magnitude and scope of gender-based disparities 
ranks Ethiopia at 118 out of 136 countries (11). According to the 2014 report, based on the four 
fundamental categories of GGGI,  Ethiopia stood with the overall rank of 93 in the Economic 
Participation and Opportunity, 131 in Educational Attainment, 68 in Health and Survival, and 66 in 
Political Empowerment out of 136 countries (12). Such various disadvantages and harmful practices 
faced by women, apart from violating their human right, it further influences their health, education, 
economic and overall well-being (13-15). 

2. Background

2.1 Intimate partner violence in the Global and Sub-Saharan Africa  
Intimate partner violence (IPV)-refers to a behaviour by an intimate partner or ex-partner that causes 
physical, sexual or psychological harm, including physical aggression, sexual coercion, psychological 
abuse and controlling behaviours (16). European Institute of Gender Equality broadly define an intimate 
partner as a “person with whom one has a close personal relationship, that can be characterized by 
emotional connection; regular contact; ongoing physical contact and or sexual behaviour; identity as 
couple and familiarity and knowledge about each other’s lives” (17). While violence against women may 
also be perpetrated by non-sexual relationships including family, friends, or acquaintances, the 
emphasis for IPV is commonly placed on the intimate and close relationship or sexual relationship 
between victim and offender (spouses or ex/partners). 

IPV is a highly prevalent global problem (18, 19), that has gained attention in the SDGs, specifically, SDG 
target 5.2 “Eliminate all forms of violence against women and girls”(20). It is the leading cause of 
homicide death for women (19), crossing geographic and racial boundaries, impacting women’s life and 
their health in many ways  (21). The global prevalence of lifetime physical and/or sexual intimate 
partner violence among all ever-partnered women is estimated at 30% (22), albeit the true extent is 
poorly quantified. IPV occurs in all regions and countries with varying prevalence between high and low-
income countries. In the high-income regions, the lifetime prevalence of physical and /or sexual violence 
is estimated at 23%,  below the global average of 26.4% (23). 

In Sub-Saharan Africa (SSA), the prevalence of IPV is highest, where more than 40% of women reported 
abuse by their intimate partners (23, 24), at some point in their life. The entire SSA regions are above 
the global average, with the highest prevalence in central SSA, where nearly 66% of ever-partnered 
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women report having faced IPV (19, 23). According to the "2005 WHO Multi-country study report on 
women’s health and domestic violence against women” undertaken in 10 mainly low-and middle-
income countries, among women aged 15-49, 71% of the women in Ethiopia reported physical and/or 
sexual violence by an intimate partner in their lifetime (18). Another population-based study, with 15 
sites and ten countries including Ethiopia, reported lifetime prevalence of physical or sexual partner 
violence, or both, from 15 -71% (18). This figure may even be higher, as indicated by a recent study 
conducted in Western Ethiopia, where more than three fourth (76.5%) of women were victims of IPV 
(25). Currently, the severity of violence against women and girls, including stabbing, gunshot, acid 
attack, and gang rape (26) are increasing. When this study was started in 2015, there was a dire lack of 
rigorous IPV studies, although a few Ethiopian cross-sectional studies indicated IPV prevalence between 
50-78% (27-30).  

Surveillance systems on IPV and its consequences for reporting and recording are in many countries 
either lacking or being developed. Similarly, comparison studies exploring whether IPV is increasing or 
decreasing may not be possible especially in developing countries. Many IPV incidents may not be 
reported for different reasons.  IPV studies are also not consistent in terms of the type of violence 
identified, time (lifetime, last 12 months, current), or type of perpetrator involved (intimate partner, x-
partner, any family member).   

2.2 Intimate partner violence actions in Ethiopia 
The government of Ethiopia has taken steps in addressing violence against women and is a signatory to 
the international conventions (31), that endorsed the recommendations of the 1994 Cairo, and 1995 
Beijing international conferences that reminds governments to urgently tackle the problem of violence 
against women and girls and increase the awareness of the health consequences (32-34). Ethiopia has 
revised various legislation and policy documents to address this in the 2000 revised family law, and in 
the 2004 criminal law (35-37), which criminalizes most forms of violence against women and girls 
including rape, trafficking women, prostitution for gain, and physical violence within marriage or in an 
irregular union, abduction, FGM, and early marriage (35, 38). Ethiopia has also established women and 
child protection units in the police stations and special benches at the justice system responsible for 
handling such cases (35, 37, 39). However, the current legislative framework is not strong enough to 
fully protect women from domestic violence. The limitations are due to the right to obtain a protection 
order, compensation relief, custody order, residence order, shelter or medical benefits or more as well 
as the absence of equivalent criminal liabilities on perpetrators (40). Evidence shows that civil protective 
orders that are widely used in the justice system protect women from IPV (41), do ensure their safety 
and encourage them to use the justice system. There are also very limited joint initiatives (non-
governmental and governmental) aimed at providing coordinated and comprehensive service for 
women experiencing violence. These are the Association for Women’s Sanctuary and Development 
(AWSAD), an NGO safe house initiated in 2003 (42, 43), and One-stop centres, established by the 
government of Ethiopia in collaboration with UN agencies in 2008 (44). These initiatives to help 
survivors of violence are encouraging; however, the services are limited to a few hospitals and scarce in 
several regions, and not accessible by the majority of needy women. 

Insufficient legal coverage, lack of policy framework to provide services for victims, trivialization of 
domestic violence as a private matter, nurtured by the powerful patriarchal culture that excuses or 
accepts violence against women (35, 45), contribute to the perpetuation of IPV in Ethiopia. Studies 
document that when a society fails to lesson IPV offenders (46), the legal systems and cultural norms 
consider IPV as normal when help-seeking attempts are blocked by powerful social norms (47, 48), the 
violence will continue damaging the lives of many women, their children (49), and spread by inter-
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generational transmissions (50). IPV is pervasive, a cross-cutting social issue, and given the high 
prevalence in Ethiopia and its multiple consequences on pregnancy outcomes, as well as the non-
existence of data on this topic, warrants attention from the government and the research community. 

2.3 The consequences of Intimate Partner Violence on Health 
The effects of violence can be devastating to a women's reproductive health as well as to other aspects 
of their physical and mental well-being (51).  In addition to causing injury, violence increases women’s 
long-term risk of several physical, emotional and behavioural health problems. These include but not 
limited to chronic pain, physical disability, low self-esteem, drug and alcohol abuse, and depression (52, 
53). Women with a history of physical or sexual abuse are also at increased risk for unintended 
pregnancy, sexually transmitted infections, and adverse pregnancy outcomes (54).  
 
Mental health consequences of IPV include depression, PTSD (55, 56), stress, anxiety, depression, 
phobias, eating disorders, sleep disorders, panic disorders, suicidal behaviour, poor self-esteem, 
traumatic and post-traumatic stress disorders, and self-harming behaviours (57). The human cost in grief 
and pain cannot be calculated, as most of it may not involve visible trauma. The mental trauma related 
to psychological violence might be equally damaging as physical violence if not worse. Victims of 
survivors reported that the ongoing psychological violence (emotional torture, mental stress or living 
under terror is often unbearable than the physical brutality that can lead to suicidal attempts. Women’s 
exposure to violence is also strongly associated with the adoption of risk behaviours that can further 
affect health, such as problematic substance use, alcohol abuse, physical inactivity and cigarette 
smoking (57). In addition, women with severe and combined abuse appear to have cumulative effects 
over time (57), with increased impacts on their health and quality of life. The more severe the forms of 
violence, the greater the impact on women’s physical and mental health. The physical health 
consequences of IPV include chronic pain, somatic disorders, gastrointestinal problems, STIs and 
traumatic brain injury (58).  Living with IPV stressors also increase the risk for metabolic syndrome and 
chronic cardiovascular diseases risk factors including diabetes and hypertension in women (58, 59). 
 
Children whose mothers are the victim of violence can also directly experience the physical and mental 
health consequences of their exposure to violence. Evidence indicated that children who witness IPV are 
found to be at higher risk of anxiety, depression, trauma symptoms, mood problems, and loneliness, 
presence of persistent fear, low self-esteem, disobedience, aggression, peer conflict, lower social 
competence, nightmares and physical health complaints and anti-social behaviours (60, 61). 
Furthermore, studies demonstrate that childhood exposure to violence increases the future risk of 
cardiovascular outcomes in adulthood including hypertension, heart diseases, stroke, diabetes (62, 63), 
and increased risk of lung cancer (64). These indicate the effect of IPV will never remain only between 
the perpetrators and the victims, but they will be passed on to the offsprings. 

2.4 Intimate Partner Violence in pregnancy 
2.4.1 Prevalence  
Pregnancy is a vulnerable phase in a woman and child’s life. Exposure to violence is thus very harmful to 
both. The proportion of IPV in pregnancy varies across continents and countries (65). The overall global 
prevalence of IPV in pregnancy ranges between 3-30% (18, 65), with a higher prevalence reported in 
developing countries (66). An earlier review study identified the prevalence of violence during 
pregnancy in developing countries ranging between (3.8- 31.7%)  and in industrialized countries (3.4 -
11%) (67). A very recent review of global studies consisting of a total of 12 systematically reviewed 
studies show physical IPV during pregnancy ranged between (1.6–78%), and psychological IPV (1.8–
67.4%) (68), demonstrating the current evidences do not illustrate the actual burden of the problem. 



Intimate Partner Violence in Pregnancy in Ethiopia   

14 
 

Studies done in the SSA report an IPV prevalence ranging from 23-40 % (69). Another study that analyzes 
the prevalence of IPV during pregnancy from 19 countries reports higher prevalence in African and Latin 
American countries compared to the European and Asian countries (70).   
 
Results whether pregnancy increases or decreases IPV are inconclusive, but it clearly showed that 
pregnancy neither stops nor prevents the occurrence of IPV, and it may commence or escalate during 
pregnancy (71, 72). IPV occurs more frequently than common obstetric complications [such as post-
partum haemorrhage 6% (73), pre-eclampsia 4.6% (74), puerperal sepsis 4.4% (75)], all receiving great 
attention, and interventions aimed at prevention during ANC visits (76).   

Although IPV is very high in SSA, studies specifically among pregnant women are scarce. In one study 
done in South Africa, nearly one in four women experienced some type of IPV during pregnancy (77). 
This figure is 37%  (one form of IPV) in Kenya (78),  63% (physical, emotional and /or sexual IPV) in 
Zimbabwe (79), 27% (both sexual and physical) in Tanzania (80), and nearly one in three in Ethiopia (81-
84). The disparity among these studies may partly be explained by inconsistency in the measurement of 
IPV, design, controlling of confounding variables, the timing of study through the course of pregnancy, 
and limited sample size.  

However, studies on the prevalence of IPV among pregnant women were very limited in Ethiopia. We 
only identified four, when this study was initiated, and the reported prevalence of IPV in pregnancy 
ranged between 23-32% (81-84). All studies were cross-sectional in design, with a relatively small 
sample size (ranging from 195-425),(Table 1), linked mainly with individual-level factors, and all but one 
were institutionally based (81-84).  
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2.4.2 Risk factors of IPV in pregnancy 
Many international studies identified low income, rural residence, low education, alcohol abuse, young 
age, unplanned pregnancy, risky sexual behaviour, HIV status, and uncommitted relationship with 
partner (82, 83, 85) as a risk factor for IPV in pregnancy. Other studies report poverty (86), low socio-
economic status (69, 87), poor social support (88) and previous history of violence (69) as a risk factor of 
IPV in pregnancy. Likewise, why men use violence towards women are complex and cannot be 
attributed to single-factor explanations of personal history. Rather, their risk of perpetrating violence is 
mediated by a range of social and structural factors (57). 

The 2005 WHO multi-country study on women’s health and domestic violence against women highlight 
that the majority of women who reported physical abuse during pregnancy have also been beaten 
before getting pregnant (18). This illustrates that any prior IPV can be a risk factor for IPV in later 
pregnancy. Others were beaten for the first time during pregnancy suggesting pregnancy can be a risk 
factor for IPV (89). Speculations have been on if pregnancy-induced financial pressure, and/or a 
woman’s reduced physical and emotional availability to her partner during pregnancy can be 
precipitating factors (90, 91). 

2.4.3 Short and long term consequences of IPV for the woman 
IPV during pregnancy can manifest as physical, sexual or emotional abusive acts as well as controlling 
behaviours. Studies indicate that IPV during pregnancy is associated with long and short term adverse 
health outcomes for the mothers and their unborn children (92, 93). Many studies reviewed on the 
impacts of IPV on pregnancy across continents and countries show fairly consistent adverse feto-
maternal outcomes. IPV during pregnancy is associated with adverse health outcomes on women that 
have direct physical health, mental health and behavioural effects that may interact with each other. 
The direct physical health impacts include increased risk of anaemia, infection, bleeding during 
pregnancy, and preterm labour (94, 95), increased risk of antepartum haemorrhage, and urinary tract 
infections (96, 97), STIs, high maternal cortisol, increased pregnancy-related symptoms, uterine rupture, 
hypertension, pre-eclampsia, and permanent physical disability (98).   

Among the different types of IPV, physical violence is commonly studied during pregnancy by many 
researchers, while sexual and emotional IPV can equally as harmful for the women and their children’s 
well-being (99, 100). A special concern, related to physical violence during pregnancy, is when abusive 
partners target a woman’s abdomen, thereby not only hurting the women but also potentially 
endangering the fetus. IPV is also associated with obstetric complications including more antenatal 
hospitalization, negatively affects the mode of delivery (increased caesarean section), (55, 94, 101-104), 
and progress of labour (premature rupture of membrane, prolonged labour (dystocia), (105).  The effect 
of IPV on mortality of women is very high, implicated in 38 % of all murders of women (16, 23). This is 
exceeding the mortality rates of major obstetric complications (postpartum haemorrhage, pre-
eclampsia and puerperal sepsis), which respectively contribute to 27.1 %, 14.0%, and 10.7% of all 
maternal deaths (106). Homicide or suicide are also the leading causes of pregnancy-associated death, 
commonly resulting from IPV (107, 108). 

The impact of IPV on maternal health behaviour includes poor nutrition, substance use, poor maternal 
weight gain) (72, 109-111); poor health care service utilization [poor and/or late ANC visits, less use of 
skilled health care provider (112) and low contraception use (103)].  IPV during pregnancy also 
influences women’s mental health including increased depression, anxiety, PTSD, and suicide (80, 98, 
113, 114). Such mental health distresses during pregnancy leads to a wide range of adverse health 
outcomes (including emotional and behavioural health problems) on the child (115, 116). 
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2.4.4 Short and long term consequences of IPV for the child 
IPV during pregnancy is also associated with several adverse health outcomes for the newborn (94, 95). 
Its impact on the foetus includes, but are not limited to abortion (117, 118), low birth weight (55, 98, 
119-122), pre-term birth (55, 98, 119, 121, 123), small size for gestational age (118, 124), intrauterine 
growth retardation, foetal fractures (118), perinatal death (97), neonatal death (98), poor breastfeeding 
(55), or decreased initiation of breastfeeding (125), and increased risk of requiring intensive care unit for 
infants (92).  
  
Evidences are controversial on how IPV results in adverse birth outcomes; especially between 
psychosocial or biomedical risk factors. A study on low-income African American women reported that 
IPV intervention aimed at reducing behavioural and psycho-social risk factors did not but the biomedical 
risk factors (such as hypertension, diabetes mellitus) significantly contributed to adverse fetal outcomes 
(126). While another study indicated psychosocial risk factors independently linked with adverse birth 
outcomes (LBW and preterm birth) after controlling for socio-demographic or biological risk factors 
(127). It is evident that physical IPV can directly damage the fetus or may result in bleeding due to 
premature placental separation, premature birth, or fetal death. It is also possible that psychosocial risk 
factors might be mediated by biomedical (pre-eclampsia, hypertension, diabetes) risk resulting in 
adverse fetal outcomes. For example, IPV victimization and chronic stress or depression may lead to 
develop or exacerbate pre-existing diabetes or hypertension (128-130) in women, leading to 
compromise feto-maternal outcomes. However, controversies, (whether psychosocial, biomedical or 
both are responsible for pregnancy outcomes of IPV), might be attributed to a variation in context, 
design, and sampling and requiring large scale studies. 
 
2.5 The impacts of IPV on women’s Health Care Utilizations 
2.5.1 On the General and Reproductive health  
Women mainly in developing countries are frequently confronted with countless socio-cultural factors 
negatively imposing on their physical well-being and access to health care (131). IPV impact women’s 
health care use in many ways, including but not limited to, interfering with help-seeking behaviour, their 
use or choice of contraception, and antiretroviral therapy (ART) use and adherence. Victims of IPV are 
less likely to use contraception (132). IPV is also associated with lower ART use and reduce ART 
adherence, consequently worsened viral suppression (133). Partner alcohol drinking problem is 
associated with the IPV victim’s help-seeking behaviour(134).  
 
Evidences on whether IPV increases or decreases women’s health care utilization are contrasting. Most 
studies highlighted IPV compromises (135, 136), while others indicate it increases women’s health care 
utilization (137-139). In addition, one study indicates women’s household decision making increased the 
odds of the utilization of modern contraceptives (140). It appears that studies mainly done in developed 
countries report a positive association between IPV and utilization of health care, indicating context-
specific differential impacts of IPV on women’s health care use.  
 
2.5.2 On the Maternal health care utilization 
IPV impacts the entire maternity care services utilization including pregnancy, childbirth and the 
postpartum period. Apart from its vast physical and psychosocial complications, IPV in pregnancy may 
impact pregnancy outcomes by limiting women’s ability to utilize maternal health care services including 
antenatal care (ANC)  from a skilled care provider (98, 135). Many studies document that IPV decreases 
the use of ANC and child-birth services from a skilled provider (136, 141, 142). Studies have 
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demonstrated that timely ANC by a skilled health care provider and delivery at health facility play a 
great role in the reduction of maternal and neonatal mortality during pregnancy and childbirth (143), 
demonstrating the health of the women and infant survival is closely linked to the care that mother 
receives during pregnancy and childbirth (143-145).  
 
2.5.3 IPV and health care institutions  
Successful identification and management of IPV require multiple levels of support, including from the 
health care institutions. The health care systems as part of the multi-sectoral response have a critical 
role to play in addressing violence (146-148). Safe and effective identification of women victim of IPV in 
the health care setting is debated. Some advocates universal screening, while others recommend 
selective (based on clinical considerations) screening of IPV victims. In general, studies have shown that 
universal screening for IPV increases the identification of women, but have not shown a reduction of the 
occurrence of IPV (149).  Given such evidences and the adversities of IPV on pregnancy, ANC provides an 
ideal place for screening. Likewise, Health Care Workers (HCWs), including nurses and midwives, are 
important in improving the health sector responses to IPV in general and during pregnancy in particular 
(150), as maternal health care provides a distinctive opportunity for their interventions (151-153). They 
can address issues related to IPV with pregnant women (154), including screening, counselling, giving 
other care within their scope and refer for further support. 
 
WHO developed clinical and policy guidelines in 2013 and recommend violence against women to be 
integrated within the clinical care at all levels in the health care system (155). WHO also underlined ANC 
as an opportunity to ask women about IPV when assessing conditions that may be caused or 
complicated by IPV, and alarming HCWs working at ANC to routinely screen women, and that providers 
need to be well trained to properly make inquiries, respond to disclosure and referral to other 
supportive services (154). Nevertheless, the health care sectors have been rather slow to incorporate 
these recommendations into their routine practices (156, 157), and this screening tool is not included in 
the ANC card in many countries including Ethiopia.  
 
To this end, screening IPV is a routine for some European and American countries, including Norway 
(158), Australia (159), Canada (160), which have introduced routine IPV screening among pregnant 
women. Evidence of a systematic review that evaluated IPV screening programs found that those 
incorporated comprehensive or multiple program components including institutional support, effective 
screening protocols, initial and ongoing training and referrals to support services were successful in 
increasing disclosure or detection rates (149). Other studies including targeted interventions such as a 
Nurse-led home visitation program and the Domestic Violence Enhanced Home Visitation Program (98, 
161-163), also show promising results in the USA, in terms of decreased overall violence (163), and 
improvement in women’s physical and mental health. However, the feasibility of these interventions in 
poor-resource settings including SSA and Ethiopia needs large scale studies to provide evidences of 
impact of mitigation of IPV in pregnancy.  
 
2.6 Antenatal Care and IPV in Ethiopia 
Like most women in SSA, maternal health care seeking behaviour in Ethiopia is very poor (164, 165). The 
majority of pregnant women entered ANC late, studies indicate between 53–74% (166-169). Many 
others do not come for ANC at all. The 2016 Ethiopian Demographic and Health Survey (EDHS) 
documented that only 20% of women enter ANC in the first trimester, 62% of pregnant women received 
antenatal care at least once, 32% had at least 4 ANC visits. Only 28% of the childbirths were attended by 
a skilled care provider, and 26% gave birth at a health institution. Many SSA countries have managed to 
half their levels of maternal mortality since 1990. Ethiopia is one of the countries lagging behind in 
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achieving its MDG goals (170), specifically Goal 5, “reducing maternal death by three forth”; as maternal 
mortality was 871/100,000 in 2000; 673 in 2005; 676 in 2011; and 412 in 2016 (EDHS) (171, 172), and 
the pace of reduction in neonatal mortality is very slow (i.e., 29/1000 births) (171, 173). Poor maternal 
health service utilization leads to high mortality and morbidity, and some could have been prevented 
through timely detection and management of complications at ANC centres. 
 
Compared to other studies, there are not many studies linking IPV and late ANC initiation (141, 174-176) 
in the world. In SSA, specifically in Ethiopia, studies highlighting how IPV in pregnancy results in a late 
ANC visit are non-existent. IPV victimization may lead to a late entry into ANC by imposing psycho-social, 
physical /or sexual trauma (53, 177-180), which in turn may impact victims’ health-seeking behaviour 
including their ANC follow-ups. This understanding is in agreement with an earlier study that noted the 
association between psychological stress and late entry into ANC (181). Studies also show pregnant 
women living with significant psychosocial stressors, including the experience of IPV, are more likely to 
be isolated, engage in risky health behaviours such as smoking, alcohol use, substance use (182), and 
less likely to visit ANC (183). It becomes evident that, as IPV discourages ANC visits, it affects the health 
of women and children in many ways. In Ethiopia, prior research identifies factors influencing ANC visit 
as socio-demographic and reproductive health-related factors including older age, low education, rural 
residence, income (167, 184), unplanned pregnancy, multiparity and lack of knowledge about the time 
of ANC initiation (166, 185). However, investigation linking IPV and ANC initiation was non-existent at 
the time this study was launched. 
 
2.7 The social-ecological framework for IPV in pregnancy  
The Social-Ecological Model (SEM) framework was developed by Bronfenbrenner in 1960. The ecological 
theory considers human development within the context of the systems of relationship that shapes the 
human environment. It provides attention to patterning and inter-relationship of multiple determinants 
of human development (186). This theory is used by many disciplines, studies and interventions.  To 
comprehensively capture the factors contributing to IPV, the SEM guided our study, as it gives a 
comprehensive understanding of the risk factors linked to IPV at different levels (187): individual, family, 
community and societal level related factors (188). The model consists of four overlapping rings or 
nested structures each inside the next, demonstrating factors at one level influence factors at other 
levels (Fig. 1). 

The causes of IPV remain only partially clear and are often debated. Nonetheless, several factors are 
consistently associated with IPV, and as a result, widely believed to play some causal role. The SEM is 
tailored to show that the different levels are constantly interacting to influence IPV (189). The model 
conceptualizes violence as a multifaceted phenomenon grounded in the interplay among individual, 
family, social-structural, and socio-cultural levels (187, 190). The individual level of the model 
encompasses biological factors, beliefs and attitudes, and personal history related factors that influence 
an individual’s likelihood of becoming a victim or perpetrator. The relationship level reflects how an 
individual’s close social relationships influence the risk of violence; the community-level factors related 
to the settings of social relationships, such as neighbourhoods, workplaces and schools, and the 
characteristics of those environments that contribute to or protect against violence, and the societal 
level factors refer to underlying conditions of society that either encourage or condemn violence (191).  
 
The major strength of the SEM approach especially in health is that it is possible to offer strategies of 
behavioural change and environmental enhancement (192). As it considers the entire populations, it 
provides a framework that gives many options for prevention and interventions. While having such 
strength, an ecologic model can be constrained by certain practical limitations, as the incorporation of 
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those complex influencing factors operating at different levels may be intensive in many ways, including 
the concern on resources, and overcoming societal norms. 

 In summary, understanding the causes of IPV is more difficult than studying infectious disease. IPV is a 
product of its social-ecological context, and understanding the causes of such violence requires 
researching all contexts (193). Although a consensus has emerged on the need to explore factors and 
aspects of the dynamics of relationships, however, not many studies considered all these complex 
factors (69, 78, 79, 82).  



In
tim

at
e 

Pa
rt

ne
r V

io
le

nc
e 

in
 P

re
gn

an
cy

 in
 E

th
io

pi
a 

21 

   
   

   
   

   
   

   
   

   
   

   
   

   
   

   
   

   
 

   
   

   
   

   
   

   
   

   
   

   
   

   
  

   
   

   
  

Fi
g.

 1
  A

 c
on

ce
pt

ua
l m

od
el

 il
lu

st
ra

tin
g 

th
e 

So
ci

al
 E

co
lo

gi
c 

Fa
ct

or
s o

f I
PV

 in
 p

re
gn

an
cy

 a
nd

 it
s o

ut
co

m
es

 a
da

pt
ed

 fr
om

; R
es

ea
rc

hi
ng

 V
io

le
nc

e 
ag

ai
ns

t W
om

en
: 

Pr
ac

tic
al

 G
ui

de
 fo

r R
es

ea
rc

he
rs

 a
nd

 A
ct

iv
is

ts
/ 

M
ar

y 
El

ls
be

rg
, L

or
i H

ei
se

, W
HO

, P
AT

H,
 2

00
5.

So
ci

et
al

 re
la

te
d 

fa
ct

or
s 

Tr
ad

iti
on

al
 g

en
de

r n
or

m
s a

nd
 a

tt
itu

de
 

 V
io

le
nc

e 
us

ed
 to

 se
tt

le
 in

te
rp

er
so

na
l 

  C
on

fli
ct

 
 A

cc
ep

ta
nc

e 
of

 v
io

le
nc

e 
 N

ot
io

ns
 o

f m
as

cu
lin

ity
 

 S
tr

ic
t g

en
de

r r
ol

e 
di

ffe
re

nc
es

   
 

 S
up

po
rt

iv
e 

at
tit

ud
e 

of
 w

ife
 b

ea
tin

g 

Fa
m

ily
/r

el
at

io
n 

re
la

te
d 

fa
ct

or
s 

M
ar

ita
l c

on
fli

ct
 

M
al

e 
co

nt
ro

l o
f w

ea
lth

 
M

al
e 

co
nt

ro
l o

f d
ec

isi
on

 m
ak

in
g 

in
 fa

m
ily

 
Di

ffi
cu

lt 
co

m
m

un
ic

at
io

n 

Co
m

m
un

ity
 re

la
te

d 
fa

ct
or

s 
Le

gi
tim

izi
ng

 m
en

’s
 v

io
le

nc
e 

W
om

en
’s 

iso
la

tio
n 

Ab
se

nc
e 

of
 v

ic
tim

 su
pp

or
t  

Lo
w

 so
ci

oe
co

no
m

ic
 st

at
us

  
Hi

gh
 u

ne
m

pl
oy

m
en

t o
r 

po
ve

rt
y 

In
di

vi
du

al
 re

la
te

d 
fa

ct
or

s 
Ex

pe
rie

nc
e 

or
 w

itn
es

s o
f v

io
le

nc
e 

 
Ab

se
nc

e 
or

 re
je

ct
in

g 
fa

th
er

 
Su

bs
ta

nc
e/

s u
se

 
M

en
ta

l h
ea

lth
 o

r b
eh

av
io

ur
al

 
pr

ob
le

m
s 

M
at

er
na

l o
ut

co
m

es
 

An
te

 p
ar

tu
m

 h
em

or
rh

ag
e 

In
fe

ct
io

ns
 (U

TI
s,

 S
TI

s)
 

U
te

rin
e 

ru
pt

ur
e 

M
en

ta
l h

ea
lth

 p
ro

bl
em

s (
an

xi
et

y,
 

PT
SD

)  
Di

sa
bi

lit
y 

De
at

h 
 D

el
ay

 A
N

C 

Fe
ta

l o
ut

co
m

es
   

 
Ab

or
tio

n 
Pr

et
er

m
 b

irt
h 

IU
GR

 
LB

W
 

Pe
rin

at
al

 a
nd

 n
eo

na
ta

l 
de

at
h 

IP
V 

in
 

pr
eg

na
nc

y 



Intimate Partner Violence in Pregnancy in Ethiopia   

22 
 

2.8 Missing knowledge on IPV in pregnancy in Ethiopia 
 IPV is very high in the SSA, and in Ethiopia, but studies specifically among pregnant women are scarce in 
Africa and very limited in Ethiopia. In addition, few studies done in these countries have identified 
various individual (socio-demographic. economic, behavioural, previous exposure) or family-related risk 
factors contributing to IPV (69, 78, 79, 82). Studies in Ethiopia, in this area, identified mainly individual 
risk factors associated with IPV during pregnancy (82-84). It is also worth noting that generalizations are 
difficult across studies even those finding positive associations, as they lack uniformity in definitions, 
design, and data analysis and in controlling for confounders associated with IPV in pregnancy, among 
others. This warrants a study that conceptualizes violence as a multifaceted phenomenon grounded in 
the interplay across societal, community, family, and individual levels. 

ANC services and early initiation of ANC is significant for early detection, treatment or preventing 
adverse conditions in pregnant women that might otherwise give rise to serious morbidity or mortality 
(143). Timely ANC by a skilled health care provider and delivery at a health facility play a great role in the 
reduction of maternal and neonatal mortality (194, 195). Early identification of problems/or diseases 
(for example, hypertension, diabetes mellitus, cardiac, infection, haemorrhage, and pre-eclampsia)  
improve the well-being of mother and baby (196, 197). One of the Sustainable Development Goals 
(SDGs), is to reduce the global maternal mortality ratio by 2030 to less than 70 per 100, 000 live births, 
with no country having a maternal mortality rate of more than twice the global average (SDG 3) (198). 
Ethiopia has as mentioned a very high IPV prevalence (71%), (18), and IPV is negatively affecting ANC 
service utilization and thus pregnancy outcomes (93, 123). However, studies in this area are non-
existent in Ethiopia. Therefore, efforts to achieve the SDGs related to maternal and child health should 
give due attention to the effects of IPV on the initiation of ANC.  

As mentioned, IPV is a socially constructed and complex problem shaped by a set of interacting factors 
(cultural, religious, socio-economic, and political) that needs to be understood within the wider social 
ecologic context. Public perceptions and attitudes shape the social climate in which such violence takes 
place and either perpetuate or discourage its occurrence (199-201). Many of the formal and informal 
resources do exist to assist women experiencing IPV, but disclosure, help-seeking, and subsequent 
utilization of these resources are often hindered by socio-cultural, economic and institutional barriers 
(202, 203). Challenging harmful gender norms and unequal power between women and men requires 
assessing the views of different community stakeholders (32), addressing embedded societal 
perspectives leading to tolerance or justification of IPV. 
 
Moreover,  health care workers (HCWs) as part of the multi-sectoral agencies have a critical role to play 
in addressing violence (146, 147). They are important to improve the health sector responses to IPV in 
general and during pregnancy in particular (150). ANC provides a distinctive opportunity for 
interventions (151-153), as HCWs contact pregnant women constantly, they can identify women 
experiencing IPV. Currently, in Ethiopia, nearly three-forth of pregnant women have at least one ANC 
visit (204). ANC provides an ideal ‘window of opportunity’ to address IPV, as this might be the only time 
most women step into the health institutions.  
 
The high prevalence of IPV in pregnancy in Ethiopia, its threat on pregnancy outcomes, being a multi-
factorial problem (72, 188), the limited literature in the SSA and Ethiopia warrants multi-dimensional 
studies and explanations, and places IPV at the top of a research agenda. 
 
Our study will address some of the gaps in the existing literature towards IPV in pregnancy. In an 
Ethiopian setting, we will explore stakeholders’ perspectives on IPV and the relation of IPV on ANC 
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initiation using mixed methods (quantitative and qualitative). The time and scope limitation of a 
dissertation restrict us from addressing all issues reflected in the conceptual/theoretical framework, (fig 
1). The perspective is reflected in the overall and specific aims. The knowledge gained from this study 
will be imperative to inform policy, health and legal procedures that might improve the clinical 
management of pregnant women experiencing IPV and inform future interventions at different levels 
and ultimately contribute to improving the health and well-being of women and their children in 
Ethiopia.  
 
3. The aims of the thesis 

3.1 The Overall Aim-The overall aim of this thesis was to examine the occurrence and risk factors of 
Intimate partner violence during pregnancy, and the stakeholders’ perspectives towards it, in one of the 
largest cities of Ethiopia, Jimma. 
 
3.2 Specific aims 
To determine the prevalence of IPV and its risk factors’ association using a Social-Ecological Model. 
To assess the influence of IPV on Antenatal care utilization.    
To explore the perspectives of different community stakeholders/institutions on IPV during pregnancy. 
To obtain a deeper understanding of health care workers insights and responses to IPV in pregnancy.       
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 4. Materials and Methods 

4.1 The overall design 
This is a mixed-method study (thesis) including both quantitative and qualitative research sub-studies, 
each answering specific research questions of interest to the overall aim of the thesis. The quantitative 
method involves numerical values and measurements that enable researchers to describe and 
determine patterns, while the qualitative methods provide interpretation and exploration opportunities 
guiding researchers to a deeper understanding of cultural beliefs and gender norms underpinning the 
respondents’ experiences informing interpretation of the issues addressed (205) as well as associated 
complex social processes (206, 207). Merging data using more than one method (methodological 
triangulation) is usually considered as a means to add new perspectives and offer a more complete 
picture of the issues under study (208). Employing mixed methods while having challenges, the benefits 
are acknowledged by many researchers. The synergistic approach involves a greater range of 
information that can provide more strong accounts and explanations of complex realities (209). 
Integrated studies from mixed-method provide a better understanding of the problem, more 
comprehensive and improved relevance of findings that can guide interventions.  
                                                                   

                                                    

                     Fig. 2 Study area, Jimma Town in Jimma Zone in Ethiopia (source: Goggle map)  

4.2 Study setting  
This study was carried out in Jimma Town (Fig. 2), Ethiopia. The Ethiopian health care system follows the 
government’s administrative structure, organized into a three-tier system (210). These include primary 
level (Health Posts, Health Centres, and district-based primary Hospitals), secondary level (general 
Hospitals), and tertiary level (teaching and Specialized Hospitals), (see Table 2). The different levels of 
health care services institutions are connected by a referral system.  
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Table 2. Ethiopia’s three-tier health care system 
Level of 

Health care 
Type of health 

institution 
Population 

covered 
Major functions 

Primary Health posts, 
Health centres, and 
primary hospitals 

Health posts, 
3000-5000 

Provide mainly promotive and preventive 
and limited curative  health services 

Health centers, 
15,000-25,000 
 

Provide both preventive and curative 
services and serves as a referral centre for 
health posts 

Primary hospitals 
60,000- 100,000 

Provide inpatient and ambulatory services, 
and emergency surgical services, including 
caesarean sections, and access to blood 
transfusion services, also serve as a 
referral centre for health centres  

Secondary  General hospitals 1-1.5 million Mainly provide curative services for 
inpatient and ambulatory patients as well 
as serves as a referral centre for primary 
hospitals and health centres 
 

Tertiary  Specialized hospital 3.5-5 million Mainly provide curative services, 
Function as teaching, referral hospital and 
provide specialized medical care  

 
Our study settings, ANC units at all Jimma Town governmental Health institutions include three health 
centres, one primary hospital and one specialized referral hospital [Jimma University specialized hospital 
(JUSH )].  JUSH, the only referral and teaching hospital in the South-West part of Ethiopia (Fig. 3), Shenen 
Gibe Hospital (primary level hospital located at the periphery of the town) and three other health 
centres provide different health care services for many people coming from both urban and rural areas. 
All the study institutions provide maternal and child health care services (with different scopes) 
including family planning, antenatal care, childbirth, postnatal and vaccination services for free. To 
reduce maternal and neonatal mortality, these institutions are linked through referral to provide the 
needed emergency obstetric and newborn care (211). 
 
ANC is provided to ensure the best health conditions during pregnancy for both the mother and baby 
(212), through risk identification; prevention and management of pregnancy-related or concurrent 
diseases; and health education and health promotion. A healthy pregnancy also requires a timely entry 
into ANC before 16 weeks (Ethiopian Ministry of Health ANC guideline), and a minimum of four 
subsequent routine follow-ups (213).  
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 Fig.3 Partial view of Jimma University specialized teaching hospital. 

The studies are institution-based and cross-sectional as both the exposure and outcome variables 
collected at the same time. The study is conducted in Jimma town, located in Oromiya regional state, 
have a total population of 177,900 (CSA 2015), and is one of the largest cities in Ethiopia and located 
352 km South-West of the capital, Addis Ababa. Jimma is a multi-ethnic town with different religions, 
cultures, and languages. To obtain data from clients with different socioeconomic backgrounds, 
government health institutions were selected. 

The different methods used are described in detail in each study. However, the summary of the methods 
is given in this section in Table 3, as well described in the text below.
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4.3. The Quantitative studies 
4.3.1 Study population 
All pregnant women coming for ANC check-ups in the study institutions during the data collection period 
and those who fit the inclusion criteria (those who are in 2nd trimester and above specifically 24 weeks 
or more weeks of gestation, volunteer to participate, and not severely sick or in pain) were invited to 
participate in the study. We obtained the participants’ voluntary consent after explaining the aims of the 
study, the importance of their confidential response and privacy. 

4.3.2 Data collection procedures  
The data were collected at the ANC follow up in all Jimma Town governmental health institutions from 
November 2015-March 2016, using interview tools identified in the literature (188, 214). These were 
translated into two major local languages (Oromifa and Amharic) by a translator, with a subsequent 
back translation into English by a second translator and adapted into the local context and for purpose 
of the study. The questionnaire was pretested before the initiation of data collection on 5% (i.e, 36) of 
the total sampled pregnant women with similar socio-demographic characteristics from institutions not 
selected for the survey. Subsequently, all necessary modifications were made and crucial information 
which was not included initially added into the instruments. Data collectors were female midwives or 
nurses working at the respective institutions. The training was provided on the introduction of IPV and 
IPV in pregnancy, instruction on interview techniques and procedures, detailed study of questionnaire 
contents, role play or / mock interviews with each other and training interviews with real responders. 

4.3.3 Sample size and sampling procedures  
The sample size was calculated (for the quantitative studies) based on a single population proportion 
formula using the assumptions of a 95% confidence interval, 4% degree of precision. We assumed 50% 
as IPV expected prevalence based on the average from previous studies (69, 215) and a 20% non-
response rate (to minimize bias due to non-response) for our power calculation, indicating a sample size 
of 720. The number of clients to be recruited from each study facility was estimated based on their 
average monthly client flow.  

4.3.4 Data source  
The sources of data for the quantitative studies were primary data captured by face to face interview of 
pregnant women at ANC units of each study institutions. Information on entry into ANC was taken from 
the ANC records, together with the date of the first ANC visit. Timely ANC-visit defined at 16 weeks of 
gestation or less and late ANC-visit after 16 weeks of gestation. The gestational age was estimated by 
the Midwife/Nurse based on the woman’s account of her last normal menstrual period (LNMP), or the 
clinical assessment and fundal height measurement. 

4.3.5 Variables and measurements, paper I 
The experience of IPV captured using the Abuse Assessment Screening (AAS) tools (214, 216, 217).  IPV 
during the current pregnancy was the outcome variable; operationalized as, answering ‘Yes’ to any of 
the following: “since you’ve been pregnant (current pregnancy), have you been slapped, kicked, or 
otherwise physically hurt by your intimate partner (husband, ex-husband or boyfriend)”. While the 
social-ecological factors shown in Fig.1, adapted from researching violence against women: a practical 
guide for researchers (218) was used to identify exposure variables in the paper I (see Table 3).  

Abuse assessment screening tools 
Our study uses IPV as an outcome variable in Paper I and exposure variable in Paper-II, to obtain valid 
and reliable information on IPV in pregnancy in line with the objectives. As evidenced in the literature, 
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there is no single IPV screening tool that has sound psychometric properties, as sensitivities and 
specificities varied widely within and between screening tools. The measurement of experiences of 
violence by pregnant women, AAS tools developed by the American Medical Association (AMA) and 
Nursing Research Consortium on violence was used in our study. AAS is one of the most valid and widely 
used IPV screening tools to screen partner abuse in pregnant populations (219).  It consists of five short 
questions to screen for IPV in pregnancy. Literature evidenced that it has improved detection rates of 
battering both before and during pregnancy compared to a standard patient interview (214, 216, 219-
221). Although the AAS tool was developed for the detection of abuse during pregnancy, it constitutes 
certain gaps (i.e., short length, combined items for measuring physical and emotional violence, non-
availability of any measure of separate emotional or psychological violence in behavioural terms, 
(especially when asking participant, whether ever been experienced them). Thus, we included a 
separate question measuring psychological violence.  

4.3.6 Data processing and analysis, Paper I 
All the data were entered into the EpiData software and exported to SPSS (version 20.0) for analysis. 
Several ecologic factors (exposure variables) influencing the outcome, an outcome variable, and potential 
confounders (age and education of the woman and her partner) were fitted into the regression model to 
determine the independent effect of each variable on the outcome. Confounders were considered based 
on their significant statistical association between their effects (exposure and outcome) on crude analysis 
and the findings of previous studies (230, 231). Crude and adjusted odds ratios were calculated with 95% 
CIs when fitting logistic regression statistical models. The backward elimination variable selection process 
was used for multivariate regression to identify the final significant and independent variables (232). 
 
We used Akaike’s information criteria (AIC), (222-226) and the principles of parsimony (simple 
model) with few covariates, to identify the model that offered the best estimate of our data explaining 
the outcome (222) while bearing in mind that there is no single best model. AIC is increasingly being 
used when the analysis explores a range of variables associated with a particular behaviour (222-224) 
and used for estimating the predictive accuracy of models and guards against over fitting penalty. Based 
on AIC, a model with less AIC means a better fit and explains the outcome. Burnham and Anderson in 
2002 also noted, once the most parsimonious model is established, the traditional null-hypothesis 
testing can be used to make statistical inferences (227). When adjusting for confounders, we entered all 
the variables in each domain simultaneously and every single factor in the variables under each domain. 
After analyzing the adjusted OR, a final decision was made on how to interpret the result, considering 
the over-fitting and under-fitting, and parsimony (237, 238). In addition, a composite score (sum of 
items under each area/domain factor) was generated based on the frequency of individual yes / no (Yes 
= 1; No = 0) responses. Those who scored above average, not expecting a normal distribution were 
classified as having a positive value. Keeping in the above model selection criteria, all domain factors 
(social, community, family, and individual) simultaneously entered into the logistic regression model, 
adjusted to the age and educational status of the woman and partner to analyze the strength of the 
association and the independent effect of each domain on IPV in pregnancy. 
 
4.3.7 Study Variables and Measurements, Paper II 
In Paper II, late entry (after 16 weeks of gestation) into antenatal care was an outcome variable. The 
different types of intimate partner violence in the Abuse Assessment Screening tools were considered as 
exposure variables as follows: whether the women have ever been emotionally or physically abused by a 
partner or someone important to them-was considered as- any life time emotional or physical abuse; If 
the different types of partner violence had occurred within the last year-referred as ‘recent partner 
violence’; while if the women had ever been hit, slapped, kicked, or otherwise physically hurt by a 
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partner within the last year-considered as a recent physical violence; Recent sexual violence-if woman 
was forced to have sexual activities within the last year;  Recent psychological violence - If woman had  
been insulted, belittled, constantly humiliated, intimidated, threatened of being harmed, or threatened 
to take away children by a partner; Recent controlling behavior-if a woman had been isolated from 
family and friends or experiencing monitoring of movements, restricted access to financial resources, or 
restricted from employment, and/or education or medical care, and Current physical violence by a 
partner- if the woman reporting having been slapped, kicked, or otherwise physically hurt during the 
current pregnancy. Whereas, the tools capturing: socio-demographic characteristics of women, and 
their partners; past obstetric and or/ reproductive health history and woman’s history of substance use 
were considered as covariates. All variables used and their corresponding measurements are also 
detailed in the article.  
 
4.3.8 Data processing and analysis, Paper II 
Chi-square tests were conducted to assess socio-demographic and obstetric/reproductive health 
differences and time of entry to ANC visits. Odds ratios (OR), with 95% confidence intervals (CIs) were 
estimated to assess the strength of the associations. The association between IPV subtypes and late 
initiation of ANC was adjusted for potential demographic, behavioural and reproductive health-related 
confounders. We conducted a post hoc stratified analysis based on parity.  
 
We included different covariates in the analyses for controlling confounding variables. Our selection of 
covariates was based on prior knowledge using the concept of causal diagrams (DAG) that represent 
causal inferences, theoretical knowledge, and availability of information on specific covariates (228). 
While, direct acyclic graph (DAG) has increasingly become a useful tool to distinguish among the three 
different categories of covariates (229), but it may not be useful to identify effect modifiers. A 
confounder is a variable associated with the exposure and the outcome of interest, not affected by the 
exposure (not in the causal pathway), that change the effect estimate when included in the model (230) 
(Fig. 4A). A failure to appropriately control leads to biased estimates.  In other ways, a confounder 
should not be affected by the exposure and is an independent risk factor for the exposure or outcome or 
both. A covariate is an effect modifier if the magnitude or direction of the association between the 
exposure and outcome varies within the levels of this covariate. When effect modification/interaction 
present, there will be different results for different levels of the third variable, and if present (effect 
modifier) should be reported in itself.  Likewise, a covariate can be defined as an intermediate factor 
(Fig. 4B), when the exposure changes the mediator and the change in mediator affecting the outcome 
(231), and controlling for it may block the association between exposure and outcome leading to 
misleading results. Considering these, in Paper-II, IPV sub-types are exposure or predicting and Late ANC 
an outcome, and potential demographic, behavioural and reproductive health-related variables are 
confounders. 
                       

 
 Fig. 4  Simple Directed Acyclic Graph (DAG) for the study of ANC. 
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4.4 The Qualitative studies 
4.4.1 Study Design and Setting  
The qualitative studies are based on interviews carried out using an exploratory design to gather 
different stakeholders’ and HCWs perspectives towards IPV in pregnancy. The studies were conducted in 
Jimma town at different public institutions (Table 4). These include the Women’s Affairs office, Court 
office, Police station, Churches, and Muslim Imams’ office, for Paper III, and the five health institutions 
presented above for paper IV, from November 2015-April 2016. The participants were interviewed at 
their workplace. 
 
Table 4.  Summary of the study setting and major activities 
Setting Major functions 
Women’s affairs office Implementing  gender-relevant national policies and guidelines  

helping women victim of violence, counsel them or send them to the 
police (in case of severe physical attack ) 

Court office Work on civil and criminal issues of women. The criminal court deals 
with crimes such as rape, and murder, while the civil court deals with 
family cases such as divorce, custody, and properties. 

Police station Women protection unit in police station organized at the federal and 
regional level, are responsible for handling cases of violence against 
women (investigate and process cases for court) 

Churches, and Imams’ office Provide religious services  
Health care Institutions 
(ANC units) 

Provide health care service, specifically ANC, Child-birth service, and 
other maternal and child health care services  

 
4.4.2 Sampling and Selection of Informants 
We purposively selected participants after presenting the objective of the study to the heads of each 
study institution, who recruited the participants among their staff members working at the institutions, 
based on the criteria (i.e., those working at the respective units, and willing to provide their opinions on 
the subject freely). Then, participants were contacted in person to arrange an appointment that was 
convenient with their working schedule. A total of  26 interviews, of which 16 interviews held for 
Women affairs, Judges, Prosecutors, Police officers and Religious leaders (Christian and Muslim) (Paper 
III) and 10 Midwives and Nurses (Paper IV), at their work place. Participants representing various 
governmental institutions characterized by a wide range of age, education, profession, religion, and 
responsibility (Table 5) included in the study.  
       
  Table 5.  Characteristics of the study participants (N=26).  

Participant characteristics  n 
Age 18–35 12 

36  & above 14 
Gender Male 11 

Female 15 
Marital status Married 23 

Single 3 
Religion Orthodox 9 

Muslim 9 
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Protestant 8 
Level of 
education 

Grades 6–12 1 
Above 12th grade 25 

Occupation Law enforcing bodies, 
 (police officers, judges, and prosecutors) 

7 

Religious leaders 7 
Women’s affairs 2 
Health Care workers 10 

 
4.4.3 Data collection process 
Participants’ voluntary consent was obtained before the interview after explaining the aims of the 
studies, being assured of their confidential response and privacy. We focused on conceptual 
requirements and continued data collection until no additional information emerged and saturation 
reached (232, 233). Taking into account the sensitivity of the study – the interview took place in a safe 
and secure place at the different workplaces. The atmosphere during the interviews was smooth for 
most but very few specifically female participants signal emotionally disturbed, as it provokes their 
victim status, while for others relieving. On the other hand, all men participants were comfortable 
during the discussion. We prepared for taping the interviews, but as the majority of the informants 
declined, the primary investigator (first author) conducted interviews that lasted an hour on average 
each with two trained note-takers having midwifery backgrounds took comprehensive notes during the 
sessions. Having note-takers who took notes during the session helped us not to interrupt the flow of 
information, as simultaneous note-taking and moderating by a single individual distract the discussion 
process. Immediately after each interview, the interview team took some time to review the notes and 
detail the information by expanding on the notes and /or add important comments or points. This would 
help us not to lose valuable information as things are still fresh in our minds and thereby enriching the 
scripts.  

The interviews were conducted in Amharic (the official language of Ethiopia), as all the research team 
(interviewer, assistants, and interviewees) were able to speak the Amharic language. All the notes were 
later translated into English directly after the interview by the interview team and checked by others 
(outside the research team) with English and Amharic proficiency to ensure the accuracy and 
trustworthiness of the data. To clarify statements, a total of five sets of notes were discussed later with 
the informants and amended. Debriefing sessions with each participant on the notes were done after 
each session to ensure matching between the notes and the interviewees’ statements and possibly 
helped us to enrich our data. 

4.4.4 Interview guides/tools 
The qualitative data semi-structured interview guides were developed based on predefined (abstracted 
from the review of different related literatures on the subject (148, 154, 234-236), authors’ prior 
experience, expert opinions, and emerging interview guides. The instruments were pretested by the 
research team (PI and assistants) for cultural suitability and clarity. This was done in other sites not 
included in the study. Interview guides that are considered common to all leaders, and institutions 
consisted of the following key domains: the participants’ experience with IPV victims, current routine 
and institutionalized responses, views on reporting to police officers, whether they were aware of any 
medical and/or physical consequences of IPV in pregnancy, and any existing collaborative efforts or 
networking with relevant stakeholders (Paper-III) to capture the different aspects (perspectives) of 
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stakeholders. While Paper IV captured the HCWs’ insights on the consequences of IPV in pregnancy; 
individual encounters with and responses to pregnant IPV victims; and their recommendations on what 
could be done about IPV in pregnancy. The consolidated criteria for reporting qualitative research 
(COREQ), was followed (237), in both qualitative studies. 
 
4.4.5 Analytical procedures 
4.4.5.1 The theory of Gender and Power 
 IPV is a socially constructed and complex problem shaped by a set of interacting factors (cultural, 
religious, socio-economic, political) that needs to be understood within the wider social context  (238, 
239). Public perceptions and attitudes shape the social climate in which such violence takes place and 
either perpetuate or discourage its occurrence (199-201). Many formal and informal resources do exist 
to assist women experiencing IPV, but studies demonstrate that disclosure, help-seeking, and 
subsequent utilization of these resources are often hindered by socio-cultural, economic and 
institutional factors (202, 203). Challenging these harmful gender norms and power inequity requires 
assessing the views beyond the individual level (32), addressing embedded societal perspectives, 
exploring if the different attitudes and routines of various institutions that maintain tolerance or 
justification of IPV.  
 
To better understand how this influences the responses of IPV in pregnancy, we decided one of our 
studies be guided by the theory of Gender and Power mainly at the analysis and interpretation stage. 
Gender and Power are rooted in the individual, interactional, and institutional dimensions of most 
societies (250-252). One of the most influential theories of gender and power is the one developed by 
Robert Connell in 1987, which is a social structural theory that explores the depths of sexual inequity as 
well as gender and power imbalances (253). Based on Connell, there are two levels at which the three 
constructs [the sexual division of labour, power and control, and the structure of cathexis (social norms 
and attitudes)] of the theory of Gender and Power exist, at the societal and institutional levels (253).  
The sexual division of labour, at a societal level, divides women and men into gender-specific 
occupations where women are assigned to unequal, lower-paying positions. At the institutional level, 
women are often assigned uncompensated responsibilities such as childrearing, housework, and caring 
for the sick and elderly. Due to the uncompensated nature of this work or not income-generating, the 
economic divide that favours men over women has a profound implication on women’s health and well-
being. Hence, the basis for the sexual division of power begins at the societal level with the inequality of 
power between men and women. The sexual division of power, at the institutional level, is maintained 
by abuse of power, authority, and control (254). Men who abuse women often see the woman’s feelings 
and concerns as being less worthy than their own and lack empathy for these women, often believing 
that the woman should take care of the man’s feelings. The structure of cathexis (240), identified by 
Connell to address the affective nature of relationships (social norms and attitudes), defining culturally 
normative roles for men and women. At the societal level, the structure of cathexis characterizes the 
attitude of women towards men and this dictates appropriate sexual behaviour from the woman. In 
addition, patriarchy legitimizes men by the virtue of their gender to dominate and exercise their power 
over women, and use violence to strengthen their position over marriage. Supportive attitudes of wife-
beating and the presence of strict gender roles in the society (187, 241, 242) linked with IPV implying the 
adverse effect of such structure. Women may perceive themselves as having no power to liberate 
themselves over partner violence or may even believe to deserve it. Therefore this model was also used 
as a theoretical framework to investigate how the structure of cathexis, along with the structures of the 
sexual division of labour and the sexual division of power influences the encounters and responses of 
different institutions about IPV in Pregnancy.  
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4.4.5.2 The content analysis 
Since qualitative research is about conducting the study in the natural setting in which the event is 
rooted, the researcher plays an important role in collecting participants' words, analyzing them by 
searching for common themes, and focusing on participants' meaning, and describing the process (257). 
The Hsieh and Shannon content analysis approach is mainly used in AtlasTi software (for both papers III 
and IV). This approach consists of three distinct approaches: conventional, directed, or summative. In 
conventional content analysis, the coding categories are derived directly from the text data; directed 
approach, the analysis starts with a theory or relevant research findings as guidance for initial codes; 
while, a  summative content analysis, involves counting and comparisons, commonly keywords or 
content (258). All three approaches are used to interpret meaning from the content of text data. The 
major differences among these approaches are coding schemes, origins of codes, and threats to 
trustworthiness. These approaches (mainly conventional and direct approaches) are used interactively in 
our analysis. 

Content analysis is guided by a more structured process that can provide predictions about the variables 
of interest or the relationships among variables, and thus helping to determine the initial coding scheme 
or relationships between codes. This has been referred to as inductive category application (243). 
Initially, we had to rely on preconceived literature/ theory (deductive), while having codes for emerging 
issues (inductive), iteratively. It is also stated that relying on a purely inductive analysis approach limits 
the possibility of the researcher forcing a preconceived result, that initial codes are drawn from 
researcher expertise, topic inquiry, existing literature or frameworks. We had themes or ideas (pre-set 
categories) and preliminary analysis was done from the data gathered, scripted, reflected, write 
summaries, created categories and emergent categories as we work through the data to adjust the 
interview guide. It is also noted that using existing theory or prior research, researchers begin by 
identifying key concepts or variables as initial coding categories. Hsieh HF and Shannon SE, 2005 (243) 
also recommended, if the researcher feels confident that the initial coding will not bias the identification 
of relevant text, then coding can begin immediately. Finally, after classifying all scripts into their 
respective categories and themes we started describing and interpreting both the manifest of content 
[what the text says (244)] and the latent content [the interpreted meaning (245)]. We interpreted the 
content of textual data through the systematic process of coding and recognizing themes and categories 
(Table 6), adapted from Elo and Kyngas (246), and based on previous research on IPV, the concepts of 
theoretical approaches chosen (gender and power, in paper III), as well as emerging issues. It is also 
worth noting that, no theme can entirely be inductive (data-driven) or deductive (theory-driven), as 
researchers’ knowledge and preconception inevitably influence the identification of themes (247), thus 
we did both ways interactively.  
 
In conclusion, our analyses was mainly an iterative process [going back and forth (the dynamic)] 
between sampling and coding data on the one hand and theoretical- and literature-in-the-field-reading 
on the other. The outcomes of content analysis are categories or themes describing the issue and its 
goal is to provide an understanding of the issue under study (243, 246). The thematic content analysis 
approach applied to describe or explain the phenomenon of intimate partner violence in pregnancy by 
examining the real-world experiences of the community. In this study, the analysis progressed until the 
manifest content was clarified and the categories and subcategories determined. Taking into 
consideration the iterative nature of the qualitative study, data collection and analysis were done 
simultaneously. The first author did the data coding and categorizing using the Atlas.ti software. Then 
the co-authors reviewed and agreed upon the final list of categories and themes. Having constant peer-
debriefing sessions among the research team, a flexible interview guide, multidisciplinary research 
team, and predefined analytical procedures and emergent design and constant comparison and 
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checking between the text, codes and categories were done to promote the trustworthiness or rigour of 
the study. 
 
Table 6. Summary of major steps followed in the Atlas Ti analysis, based on thematic content analysis 
(Papers III and IV), and Connells’ theory of Gender and Power (paper III): 
S.N Steps Description of process 

1 Creating file naming and 
Importing files 

Create file name and save the project (under new hermeneutic 
unit/analysis project) and importing all scripts (all Interviews) and 
line up under ‘P-Docs’ 

2 Familiarizations read and re-read all scripts to make a general impression out of it 
and reflect on the overall meaning 

3 Condensed meaning 
unites 

each script opened turn by turn and meaning unites that gives 
sense created 

4 Coding Codes created, “Create codes (labels)”, under code manager, 
highlight quotations that best describe the main findings, then drug 
and drop codes for each respective quotation, or create new codes 
as necessary, then grouping data related to each code  

5 Categorizing Codes collated -codes are grouped into clusters around similar and 
interrelated ideas or concepts- leading to themes. 

6 Themes Interpretative concepts that describe aspects of data (categories) 
created as a final output of the analysis 

7 Producing-out puts 
(themes) 

Open code manager, click on each code, click on outputs and save 
each output of the codes of categories/families 

8 Result (describing 
themes and quotations) 

In the result section, a detailed description of each output of 
categories under the respective themes, based on the content 
Analysis method (selected for this specific analysis) and include 
supporting quotations in each respective theme 

9 Discussion In the discussion, we interpret results and discuss them in light of 
relevant literatures within the topic and /or theory. 

 
4.5 Ethical aspect of the study 
Ethical approval to conduct the study was obtained from the Norwegian Regional Ethical Committee 
(NREK), and Jimma University College of Health Sciences, Institutional Review Board (IRB), following the 
Helsinki Declaration of 1975, as revised in 2008 and WHO recommendation on Ethical safety for 
domestic violence research (248). A collaboration letter written by Jimma University was also handed to 
the respective administrative bureaus to obtain permission for data collection. Verbal and written 
consent for data collection was obtained from eligible participants. For participants under the age of 18 
years, no parental informed consent was required as the Ethiopian National Research Ethics Review 
Guideline (2014), section 8.3.5.3  stated, “emancipated minors (i.e., those working or earns their living, 
married, parenting) and  “ research related to sensitive topics, such as drug use, sexuality or 
reproduction, and STIs where obtaining consent from a parent or guardian may be problematic to the 
minors because of the nature of the research”, assent with a waiver of consent may be applicable. Thus, 
assent was obtained from women aged 15–17 years who are entitled to be legally capable. Respondents 
were also fully anonymized and assured about the confidentiality of their responses, their right to refuse 
participation or withdraw from the study at any time without giving any reason. 
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Respondents in the quantitative study were provided information about the study and told that their 
care (antenatal care) would not be affected in any way should they decide not to participate in the 
study. Since the subject of the study was a private matter, involving sensitive cultural and ethical issues, 
it may provoke painful memories and hidden emotions; care was taken when selecting the place of 
interview and their emotions. Counselling was provided to all survivors by the interviewers briefly, 
including finding out the different options available to them, their social support networks (families, 
friends, relatives...etc) and the formal centres they can be supported.  For example, there was an 
instance that a woman victim of IPV started crying while being interviewed. The interviewer stopped 
interviewing, helped her to calm down and provide information on the local resource centres where she 
can be helped. After a while, the midwife continued interviewing upon the participant’s determination 
to do so. Telephone No. of the 1st author was also given to them if they need to talk to someone or have 
any concern. 

 The interview was done in a separate room where the conversation between data collector and 
participant was not overheard as well as without partners, friends, or relatives except children less than 
3 years of age present. Confidentiality and privacy were also maintained to keep the women’s safety and 
increase trust and the rate of the disclosure; only the card No., and telephone No. were collected on the 
questionnaire. Care was taken on ensuring that the participants should feel stronger and/ or not broken, 
after the interview. Data collectors for interviews were trained and reminded to respect the local 
cultural norms. 
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5. Results 

A summary of the results of each paper that contributed to answering the research questions are 
presented below. 
 
5.1 Summary of results, Paper I 
Gashaw BT, Schei B, Magnus JH. Social-ecological factors and intimate partner violence in pregnancy. 
PLoS ONE 13(3): journal.pone.0194681.2018. 
 
In the current pregnancy, more than one in three women (35.6%) reported experiencing IPV. Half or 
more women experienced sexual, psychological, or physical abuse in the past year. One-third returned 
to their family (32.4%) or remained silent (29.5%) during IPV incidents. The main reasons for being silent 
are: not to leave children, feeling ashamed, respecting the tradition of valuing marriage, not having 
money or going anywhere, fearing that the husband may retaliate or kill them. 
 
A logistic regression model was fitted to examine significant variables under each ecologic domain 
factors associated with IPV in pregnancy for age and education of woman and partner. The odds of IPV 
in pregnancy were higher among women reporting violence as a means to settle interpersonal conflicts 
(AOR=2.6; 95%CI=1.7,3.9), presence of supportive attitudes of wife-beating (AOR=2.6; 95%CI=1.7,4.2), 
regarding violence as an expression of masculinity (AOR=1.8; 95%CI=1.2,2.9), and presence strict gender 
role differences in the society (AOR=4.1; 95%CI=2.2,7.8). Community-related factors that significantly 
and positively associated with IPV in pregnancy included: the presence of groups legitimizing men’s 
violence (AOR=3.0; 95%CI=2.0, 4.5), women feeling isolated (AOR=2.5; 95%CI=1.7, 3.7), having no social 
support (AOR=2.6; 95%CI=1.7, 4.0) and the presence of high unemployment (AOR=3.0; 95%CI=1.6, 6.0).  
 
Family-related factors increasingly associated with IPV in pregnancy were: household property 
controlled by a partner, difficult intra-spousal communication, and marital conflict. The reporting of 
violence in the woman’s childhood, partner experienced and witnessed violence as a child, his use of 
substance/s, and his having mental health or personality problems were individual-related factors 
increasingly associated with IPV in pregnancy. Likewise, the dichotomized sum of the score for each 
domain of Societal (AOR: 2.1; 95%CI: 1.2, 3.7), Community (AOR: 2.1; 95%CI: 1.2, 3.6), Family (AOR: 5.8; 
95%CI: 3.5, 9.5), and individual (AOR: 12.2; 95%CI: 6.9, 21.5) factors were positively and increasingly 
associated with IPV in pregnancy, and the individual related factor having the highest effect size. 
 
5.2 Summary of results, Paper II 
 Gashaw BT. Magnus JH, Schei B. Intimate Partner Violence and late entry into antenatal    
  Care in Ethiopia. J Women and Birth. 2018. 32 (6).  
 
Of the total pregnant women who participated in the study, one-third were in parent-arranged 
marriages and/or had experienced early marriage before the age of 18, and 15% were in a polygamous 
relationship; 61% of women had a trusted, supportive, and/or respectful relationship. Most women 
(54%) started late in the ANC from rural and 51% from urban. 
 
Concerning the time of ANC initiation, more than half (51.8%; 95%CI= 48.1, 55.5%) pregnant women 
entered ANC late, while 48.2% timely in their first ANC visit. Analyses of the full sample of IPV and late 
entry into Antenatal care show a statically significant association between partner sexual violence 
(AOR=1.55: 95% CI=1.09, 2.19) and partner controlling behaviour (AOR=0.56: 95%CI=0.38, 0.85) and late 
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entry into ANC. However, when the analysis in the logistic regression model stratified by parity and 
controlled for demographic, behavioural, and reproductive health-related variables, it shows a 
significant positive association between the lifetime emotional or physical abuse and late entry into 
antenatal care (AOR =2.28; 95%CI=1.18, 4.39), among multiparous women, but did not reach the level of 
significance among nulliparous.  Whereas, a recent partner sexual violence was associated with late 
entry into ANC (AOR =1.55; 95%CI=1.09, 2.19), in all groups.  
 
5.3 Summary of results, Paper III 
Gashaw BT, Magnus JH, Schei B, Solbraekke KN. Community Stakeholders' Perspectives on Intimate 
Partner Violence during Pregnancy-A Qualitative Study from Ethiopia. Int. J. Environ. Res. Public 
Health, 2019, 16 (23). 
 
This study aimed to explore community stakeholders’ perspectives related to IPV in pregnancy, using an 
exploratory design qualitative study.  
 
The study produced data from multiple perspectives of participants (16) and settings with a wide range 
of socio-demographic characteristics. From the analysis of the interviews, the following major themes 
emerged, in light of the theory of gender and power: reconciliation as the main response; reluctance to 
initiate officers’ action; limited awareness of the consequences of IPV during pregnancy, and lack of 
coordinated responses or strategic plan.  
 
Participants met many pregnant and non-pregnant battered women. They express IPV as a private 
problem that happens to people of all ages but is hidden among the elderly. It is accepted/tolerated in 
the community if not severe and the interference of neighbours not allowed. They expressed their 
desire to advise the victims to be tolerant and to seek reconciliation with their partner. Participants 
provided several socio-cultural, structural, and economic accounts of why they prefer agreement 
between couples (see Table 7). Other reasons for encouraging reconciliation were the fear of divorce 
and its psycho-social repercussion on the children. These include children of the divorced family become 
more raped, street children and it goes vicious circle. The religious leaders interviewed reinforced the 
idea of condemning divorce by citing religious accounts, helping a woman to stay with her husband 
using religiously informed advice and quoting related verses, and emphasizing the essence of 
forgiveness to preserve family and children, generation, and the country. 
 
Participants underline that some male police officers have a problem when it comes to IPV, and they 
may even abuse their wives. It is then difficult for female officers to carry out their responsibilities as 
they may be intimidated by their male counterparts. As a result, they do not support the idea of 
reporting IPV cases to the police. Participants reported how IPV affects women and the fetus, including 
death, bleeding, and abortion during pregnancy. When they highlight the effect of IPV on the fetus in 
general, they said, "fetus listens to what is going on outside." They also underline that pregnancy affects 
a couple’s relationship by removing the husband’s attention from the woman, and he may step to other 
women. 
 
Participants acknowledged, despite regular victim encounters, there are no strong victim support or 
networking between related organizations, other than limited referral link between the police, women's 
affairs representatives, and the courts. These in turn contribute to a community’s preference for 
reconciliation between couples and indicate the social gender system and socio-cultural norms act as 
barriers to adequate assistance to victims.  
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5.4 Summary of results, Paper IV 
 Gashaw  BT.; Schei B.; Solbraekke KN.; Magnus JH. Ethiopian Health Care Workers’ Insights into and 
Responses to Intimate Partner Violence in Pregnancy—A Qualitative Study. Int. J. Environ. Res. Public 
Health, 2020, 17(10). 

The purpose of this study was to examine Health Care Workers’ (HCWs) insights and responses to IPV. 
Themes emerged, using an exploratory qualitative study design and semi-structured interviews with 
HCWs representing prenatal care units of various healthcare organizations: mainly claiming physical 
violence as an adverse pregnancy outcome; Recommendation for reconciliation with the offender; and 
recommending a change in health care systems. 

Our study has identified that health professionals frequently encounter pregnant IPV sufferers with 
various complications as a result of partner violence. However, their response is mainly limited to the 
treatment of obstetric complications and other visible trauma. Professionals have limited knowledge 
about the effects of IPV on pregnancy and consider that physical violence, in particular, adversely affects 
pregnancy outcomes (Table 7). One participant gave her account: “I have repeatedly encountered 
victims of partner violence with obstetric problems, but I did not help them much, except for the clinical 
management, and I myself was assaulted by my partner; I think IPV has nothing to do with ANC because 
it is not listed on the ANC card, we mainly focus on whether there is an injury to the fetus, check its 
movement and heart rate”. 

HCWs also emphasize the impact of IPV during pregnancy as it may act as a barrier to every aspect of life 
and opportunities, including women’s access to health care and ANC. However, they express that they 
do not ask women if they were victims of IPV, as they fear and lack skill in managing the resultant 
consequences and emotional problems that may arise upon disclosure. Other reasons given for their 
limited assistance were: the absence of IPV on the item's listing of the ANC chart, lack of guidelines on 
how to manage IPV, lack of skills and knowledge on how to screen, and instructions on how to help IPV 
victims.  

Our study identified that no linkage that allows HCWs to report IPVs to the police, and this may help 
criminals not held accountable for their actions. Even when the police realize that the offender is a 
husband, they immediately send the woman to neighbours for reconciliation, expressed by the 
participants. In addition, if a partner realizes that his wife is stepping to the police, he may even become 
more aggressive and end the relationship. If a woman loses a husband, the breadwinner and leaving the 
children behind is equivalent to turning her life from bad to worse. Therefore, advising victims to be 
calm, inviting their husbands and teach that IPV may affect the fetus during pregnancy (without 
mentioning what happens between couples (IPV)) were the strategies reported by HCWs, and forcing 
them to promote reconciliation. 

Participants also underlined the absence of formal referral linkages to transfer victims to other resource 
centres. They recommended the need for women empowerment, awareness-raising, training of HCWs, 
incorporate IPV screening tools in the ANC chart/card, and develop a protocol and referral process to 
improve the responses in the fight against IPV and prevent its impacts on pregnancy outcomes.  
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6. Discussion 

6.1 Discussion of Methods 
This study was carried out using a mixed-method overall design (quantitative and qualitative methods). 
The use of more than one method is usually considered as a means of adding new perspectives and 
provides a detailed picture of the study that enhances the integrity of findings (206, 249). Although the 
advantages of mixed methods research design are acknowledged by many researchers, it is also 
challenging when both methods are used in the same study because of variations in their philosophical 
orientations (positivist vs. interpretivist) and views on reality (263). However, both of these studies in 
our thesis are designed to understand a particular area of interest, and they have both strengths and 
weaknesses. When combined (as in this study) there is a great opportunity to reduce the gaps of each 
method and reinforce the benefits for better results. Jogulu and Pansiri reinforced this idea and linked 
statistics to thematic approaches to avoid over-reliance in the former, capturing “soft central views and 
experiences,” and subjective factors necessary to identify complex social situations (264). Similarly, 
other scholars have suggested that conceptual analysis may run the risk of imposing the meanings of 
dominant groups on participants from more marginalized groups, while, thinking with theory, can 
challenge researchers to move beyond their taken for granted assumptions and see the world from 
different angles, through the qualitative study (265). In conclusion, the use of mixed methods designed 
to understand a particular aspect of the study provides a better understanding and comprehensive 
evidence of the problem that in turn provides strong support for the interventions. 
 
6.1.1 The Quantitative studies (Paper I and II) 
Strengths and limitations of the studies 
The quality of a quantitative study is often considered in terms of precision (random error), and validity 
(systematic errors), (250). This study used primary data, and we did a pre-test to ensure that the data 
collection instrument was culturally appropriate and understandable by the participants. We also used a 
standard and translated survey questionnaire; trained data collectors using a standardized training 
manual; the study (paper I) guided by the Social Ecologic framework; ensuring privacy and 
confidentiality and regular supervision of data collection by the principal investigator and the research 
assistants support the reliability and validity of the data. Taking into account the complexity of factors 
impacting IPV in pregnancy, the simultaneous assessment of all social ecologic factors (in Paper I) while 
controlling for potential confounders may suggest its strength. To increase validity we used AAS, one of 
the most widely used instrument to detect IPV among the pregnant populations (219). A systematic 
review conducted to identify the quality of  IPV screening tools tested in healthcare settings indicated 
AAS constitutes 93%–94% sensitivity and 55%–99% specificity (217). Nevertheless, the AAS specificity is 
evaluated in only a small number of studies done both in the developed and developing countries (217). 
On the other hand, an IPV screening tool with high sensitivity would avoid missing affected victims. This 
tool has been successfully used for similar studies in both developed and developing countries (220, 
251-253), as well as in some African countries. For example, studies in Uganda (104); and in Nigeria 
(254), reported the prevalence of domestic violence in pregnancy as 28% and 27% respectively but did 
not report its specificity and sensitivity. While evidenced as having a high IPV detection rate in 
pregnancy, the evaluation of the psychometric property of AAS requires further testing and validation in 
diverse populations and cultures. 
 
Reliability addresses the degree of consistency or stability of a measuring instrument (255). To validating 
the instruments and reducing error in the measurement process, in the paper I-consistency (internal 
validity) of factors for each four domain was measured by Cronbach’s alpha and were all in the 
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acceptable range (alpha value 0.7 and above). The assumption in logistic regression analysis that 
exposure variables included in the model should be independent of each other (no multi-collinearity or 
redundancy) (256) was checked by a variance inflation factor (normal < 10), tolerance test (normal > 0.1) 
and examining the standard errors of the regression coefficients (normal < 2).  The use of AIC and 
parsimony (in the Paper-I) in selecting the best model, making inferences (good prediction) and 
interpret the result based on it may also imply strength. 
 
While considering that our study will add knowledge to the prevention and management of IPV in 
pregnancy; we acknowledge its limitations. The subject studied is very sensitive and even stigmatizing; 
assessment of IPV and associated factors based on self-reporting might have introduced both random 
and systematic errors: 

Random error (chance) 
The presence of chance (random variation) should always be kept in mind in designing studies and 
interpreting the data. It is also evidenced that a small sample size may lead to imprecise estimates, and 
committing type I (false positive) or type II error (false negative). The sample size is often the dominant 
factor in determining the precision, vital in answering the research question, ensuring the true 
relationships thereby avoiding type II error. The larger the sample the more precise the estimates (257). 
The role of chance in this study was addressed by using an adequate sample size (720), estimated based 
on necessary assumptions. Additionally, proportional allocation to sizes was done to each five study 
institutions, to enhance representation and increase precision and power. The required statistical tests 
were also done to get some idea of how close our estimates are to the true population value and 
quantify the role of chance by determining parameters of random errors including P-values (a measure 
of consistency between the data and hypothesis or the probability of the data could have occurred given 
the null hypothesises true (258)) and the 95%CI for each measure of association (odds ratio). The 
narrower the CI, the higher the precision (as measured by the narrowness of CIs) and the lower the 
random errors (257), or the more precise the effect size. Conversely, the wider the CIs, the greater the 
uncertainty. While, the 95%CIs in our studies are not as such wider, implying good precisions. Other 
multiple sources of bias might influence the internal validity (systematic errors) of our study, mainly 
selection, information, and confounding biases that are briefly discussed in relation to their influence in 
our quantitative studies as described below: 
 
Selection bias:  
Selection bias may occur during the identification of participants if the selection process is based on the 
exposure and the disease under the study (259). To avoid selection bias, one should try to ensure that 
the participants are similar in all important respects other than exposure status. Bias could occur if the 
response rate was higher in the most heavily exposed persons who had been diagnosed with the disease 
than in other persons (250). For example, in this study, the bias would have been introduced if the 
exposed and unexposed groups differ in some important respects other than the exposure status. 
Selection bias may result in spurious association towards or away from the null. In this study, data on 
socio-demographic, reproductive health characteristics and women's exposure to IPV were collected at 
24+ weeks of gestation to ensure individual women’s exposure status stringently and avoid potential 
bias.  
 
The estimates of IPV, late entry into ANC and their associations (especially in Paper II) are among those 
who came for ANC visit at one specific period. It may be that many women exposed to IPV are likely not 
attending ANC at all or attend more lately. If included, and meet them at multiple time point it may have 
altered our estimates, while providing other important information.  
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Information bias:  
Whether the information gathered, in the same way, affects the result. Information bias or 
misclassification of results arise from the incorrect determination of exposure or outcome, or both 
(250). Misclassification can considerably affect the validity of a study. We tried to minimize this by 
ensuring misclassification non-differential; by ensuring that exposure information is collected identically 
in all participants. we also tried to minimize information bias on the accuracy of recall of exposures by 
trying to validate the classification of exposure; e.g., by comparing interview results with other data 
sources such as ANC records, and assessing the potential magnitude of bias due to misclassification 
(including underreporting, cultural bias, recall bias, social and desirability bias) of exposure and/or 
outcome. 
 
Since the subject studied is a very sensitive one, which may be considered to override the couples’ 
privacy, fear of retaliation and cultural norms, one would expect to under-report due to the social 
stigma surrounding domestic affairs including partner violence. There might also be low rates of 
disclosing violence due to fear, feelings of shame, or embarrassment, and lack of information about 
community resources. The response rate, on the other hand, maybe inflated by recent incidents of IPV 
or ignored or forgotten if incidents occurred long ago which also might have introduced bias. However, 
it is unlikely that underreporting has resulted in differential misclassification of exposure. Hence, the 
underreporting, assuming it was non-differential, would only have weakened the association between 
the exposure and outcome. Data collectors, being speakers of the local language, familiar with the 
values, culture and norms would help them to easily understand participants’ account, overcome 
information biases.  Recall bias may have also influenced the results; one could hypothesis that women 
exposed to IPV were less likely to precisely recall the date of their last normal menstrual period (LNMP). 
Hence their estimated entry into ANC as to gestation age would among the exposed women have a 
wider range, thus our estimate may have been conservative. In addition, ultrasound is not a routine 
procedure in ANC and gestational age was measured by LNMP and/ or fundal height, which may have 
also introduced misclassification in the outcome (paper II). 

Confounding:  
is a variable associated with both the outcome and the exposure without being a consequence or 
intermediate in the causal pathway (260), and may create a spurious association or mask a real 
association between the exposure and the outcome if not controlled. Controlling the bias caused by 
confounding requires careful use of a priori knowledge, together with assessment of the extent to which 
the effect of estimate changes when the factor is controlled in the analysis (261).  Confounding can be 
controlled by restriction, stratification and controlling for the confounding factors in regression analyses 
at the different milestones of the research: at the design, analysis stage or both. In the design stage; by 
randomization (random allocation to exposure categories), restrict the study to narrow ranges of values, 
and matching study subjects on potential confounders, (ex, age), while, in the analysis, stage stratifying 
data according to the levels of confounders and calculate the effect estimates that summarizes 
association across the strata.  
 
In the current study, we have adjusted for confounders for which we have information. However, 
unknown confounders may have been operating, and if known may have altered the results. We have 
tried to consider all these strategies in the quantitative part, known confounders were controlled in the 
adjusted analysis (for example, the association between social ecologic factors and IPV in pregnancy was 
adjusted for- age and education level of the woman and her partner in the Paper-I; and the association 
between IPV and late entry onto ANC was adjusted for demographic, behavioural and reproductive 
health-related variables in paper II). Further, to identify the model that offered the best estimate of our 
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data explaining the outcome, we also used Akaike’s information criteria (AIC), (223-225, 227) and the 
principles of parsimony (simple model) with a few covariates (222) in paper 1, as results based on such a 
model promote numerical stability and generalizability of the results. In addition, controlling for 
potential confounders, in  Paper  II, we stratified the analysis by parity as it is a risk factor for the 
outcome (late ANC visit) from previous studies (184, 262). Finally, this study being a cross-sectional 
design limits the potential to draw causal inferences. 
 
External validity:  
refers to the degree to which results of a study can be generalized and applied to other populations, 
settings and time (250, 263). It can be affected by the geographic area involved, the background of the 
participants included, and the representation of different socio-cultural and ecological characteristics 
(263). The issue of external validity in our studies is whether the findings are valid for the pregnant 
population in Jimma, but can also be extrapolated to other regions of Ethiopia with similar socio-
demographic characteristics and settings. The findings of these studies are supported by previous 
studies which would strengthen external validity. Hegyvary, 2002, reported integrating the findings with 
other similar research studies reported in the literature can be useful for positioning the study within 
the knowledge of the discipline (263). In this study, we used primary data from all public health 
institutions in Jimma town in which all pregnant women coming for ANC were invited to participate. 
Nevertheless, the external validity might have been threatened by the cross-sectional design, 
institution-based, data collected at one point in time and self-reported data.  
 

Causal inferences: is the relationship between a cause and an outcome where the outcome is 
considered as a consequence of the cause. While a model of causation that describes causes in terms of 
sufficient and their component causes illuminates important principles of multi-causality, the 
dependence of the strength of component causes on the prevalence of complementary component 
causes, and interaction between component causes (264). Philosophers agree that causal propositions 
cannot be proved and not yet settled. Causal inference in epidemiology is better viewed as an exercise 
in the measurement of an effect rather than as a criterion-guided process for deciding whether an effect 
is present or not (264). An English epidemiologist,  proposed a list of nine criteria while discussing the 
causality of an association (265): Temporality, the strength of an association, consistency, biological 
gradient dose-response, plausible, coherent, specificity and experimental evidence. When examining 
this study (quantitative) through these lenses: the strength of an association, consistency, plausibility 
and coherence were applicable:  
 
The strength of an association- the association between social ecologic factors (society community, 
family and individual) and IPV in pregnancy becomes increasingly stronger, while IPV in pregnancy and 
delayed initiation of ANC were also positively associated. Consistency-the link between social ecologic 
factors and IPV in pregnancy; and IPV and delayed initiation of ANC has been discussed in our papers 
(paper I and II) with examples from other studies that support our findings. Plausibility and coherence-
the associations that we have shown were plausible and coherent with the current theory and linkage 
between social ecologic factors and IPV in pregnancy; and IPV and delayed initiation of ANC. Whereas 
temporality- the directions of the relationships or the cause must come before the effect, our study 
being cross-sectional design, the time element and temporality cannot be claimed, neither is 
appropriate to determine causal relationships. However, this design is commonly used and considered 
appropriate for exploring associations between the exposure and outcome variables in a fixed period.  
Similarly, biological gradient dose-response (association increased with the increasing severity of 
exposure), specificity (either that one cause leads to a single effect or that one effect has a single cause) 
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and experimental evidence (RCT) are the criteria that do not apply to this study and calls for future more 
rigorous study including prospective longitudinal study with larger sample size. 

6.1.2 Methodological issues in the Qualitative studies (papers III & IV) 
The qualitative research studies permit the researchers to explore and better understand the cultural 
beliefs and gender norms that underpin the respondents’ experiences and interpretation of IPV in 
pregnancy (205). It also encourages clarification of the views of participants, promoting a deeper 
understanding of the problem under study. We used an interview, one of the most commonly used 
qualitative methods to get an insight into how people interpret and order the world, express their 
opinions and experiences. Literature also indicated interviews are especially appropriate for addressing 
sensitive topics that people might be reluctant to discuss in the group (266). A topic such as IPV in our 
case is a sensitive one where interviews are more appropriate.  We tried to extract a spectrum of ideas 
from various sources, representing different institutions (data triangulation), analyzed the data using 
thematic content analysis in the Atlas Ti software. Content analysis of which part of this thesis is based 
on the interpretation of the content of textual data through the systematic process of coding and 
recognizing themes or categories. The categories or themes describing the issue are the outcomes of the 
content analysis and its goal is to provide knowledge and understanding of the issue under 
study. Hence, the content analysis applied (243) to describe or explain the issue of IPV in pregnancy by 
examining real-world experiences of relevant stakeholders. The use of the theoretical framework 
(Gender and Power in paper III), helped us to have a clear understanding of the data related to the aim 
of the study, data collection, interpret and explain the issue under study. This in turn may enhance the 
transferability of our findings to other areas. 

Four parameters proposed by Lincoln and Guba (267) are widely used to evaluate the trustworthiness of 
qualitative research: credibility (equivalent to internal validity in the quantitative or positivist research)- 
i.e, confidence in the truth of findings, dependability (reliability)-findings are consistent and could be 
repeated, confirmability (objectivity)-the degree of neutrality and transferability (for external validity)-
applicability of findings to another context. While others recommended using a qualitative research 
validation checklist (268), to attain a wider recognition and acceptability of qualitative research 
methods, and as a useful criterion in the assessment of the quality of qualitative research in a more 
objective manner (237). 

These criteria based on the intrepritivest/constructivist philosophic orientations, whose central attempt 
is to understand the subjective world of human experience, emphasizes understanding the individuals 
and their interpretation of the world around them, rather than the viewpoint of the observer. Hence, 
the key stance of the Interpretivist paradigm is that reality is socially constructed (269). This is why 
sometimes this paradigm has been called the Constructivist paradigm. In this paradigm, the theory does 
not precede research but follows it so that it is grounded on the data generated by the research act. 
However, this can be argued that a given study can be guided by the prior theory developed by previous 
scholars, not only driven by the current data or both. As such these criteria were initially challenged 
(270), they are still well accepted by many scholars. Thus we tried to look through our findings by 
addressing these four key criteria prepared for evaluating the trustworthiness of qualitative research. 

To ensure credibility of the data on my study, close rapport with participants, member check (ex, 
give/read scripts for participant/s) that allows further input and elaborations, peer debriefing, prolonged 
engagement, piloting, training and maximum variation (at multiple setting and institutions) in sampling 
was carried out. Additionally, as most of the informants declined to be taped, I did not record and 
transcribe the interviews, but field notes produced during the session. Field notes are claimed to lack 
credibility (not replayable, loss of or forget information, biased), (271). I tried to overcome these gaps by 
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running the sessions using the PI moderating the sessions and two note-takers (to ensure the 
participants own responses and minimize researcher bias) who are familiar with the subject matter. 
Summary notes were also developed by the main researcher and assistants immediately after each 
session.  However, as the women health care workers who engage in contact with women were 
interviewed (in paper IV), and thus can give an experience-based view of the phenomena in question, 
we believe the gender composition to be relevant for our research question. 

Dependability refers to whether the findings of this study may be repeated in the same context, in other 
places by other researchers, with the same methods and participants, similar results would be obtained, 
and confirmability/neutrality is the ability that these findings can be confirmed by others. However, the 
nature of the phenomena examined by qualitative researchers (unlike the quantitative or positivist 
assumptions) makes such condition problematic in their work (272), as another researcher follow the 
same procedure possibly reaching different results, signifying multiple realities behind variations. This 
assumption also holds problematic based on the constructivist paradigm and naturalistic inquiry 
(context-specific or setting), because human behaviour and interactions can never be static, and thus 
obtaining a photocopy of results between studies seems difficult. This can also be argued that because 
the interpretivist researcher deals with human behaviour which has a nature of continuously variable, 
contextual, and subjected to multiple interpretations of reality, and the researcher cannot able to 
replicate the same results (269). With this in mind, to ensure dependability and confirmability: scripts, 
codes and categories extracted from the data were examined by experienced researchers in qualitative 
research within the research team. Additionally, to ensure confirmability and the data represent 
participants’ point of views, the principal investigator worked continuously to maintain a certain 
distance and/ or sets aside preconceived notions (273), and assumptions about the phenomenon before 
data collection and analysis (274). We also tried our best to make inferences and interpretation emerge 
from the data gathered and analyzed, but not based on our stances. Participant response bias was also 
minimized by not asking the informants about their own experience of IPV and reminding them to focus 
their response on the objectives of the study. 

Reflexivity- is another key criteria to evaluate the trustworthiness of qualitative study (275). It refers to 
the effect of the researcher at every step of the research process and in the context of knowledge 
construction which is parallel to the researchers’ positionality (bias/stance) accounted by minimizing the 
unique identities, power dynamics (ex, like a leader-subordinate relation), experiences, and biases that 
researchers bring to a given study (276), and may consequently affect the interpretation of results. We 
tried to overcome this, by having two note-takers in addition to the interviewer, and work hard to avoid 
imposing researchers’ personal opinions and assumptions on the data and as well as trying not to 
manipulate the phenomenon towards our interest. 
 
To make the participants feel safe, the interview team was very conscious to ensure that the 
relationship between them and the participants was built on trust. While the interview team being part 
of the local culture tried to establish an “optimal” distance from the study (277). This team, the first 
author and assistants considered themselves as an insider due to that they are being part of the local 
culture, able to interact with the language that all participants can speak and have shared experiences 
and understanding (278), with the participants (to some extent in paper IV), thereby helped them to 
understand the context. While, the team maintained the outsider role, partly as they are not working 
with the interviewees. There were also regular discussions and consultations among authors throughout 
the research process (design, data analysis, result interpretations and discussions among the authors) till 
the final stage of manuscripts endorsement, validating the dependability of the data. 
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Transferability: This aspect concerns the application of the findings from this study to the larger study 
population. In the qualitative study, however, the knowledge gained from this study could be of value 
for similar groups and/ or contexts. This was achieved in this study by providing rich and thick 
descriptions and relevant examples. Having maximum variation among participants representing 
different institutions (gaining information from diverse sources) was also used to enhance 
transferability; however future qualitative meta-synthesis study is recommended for more readily be 
used in the clinical practice and policy formation. 
 
6.2 Discussion of main findings 
Main findings: We found IPV in pregnancy as very prevalent in Ethiopia and associated with multiple 
social ecologic factors. Late entry into ANC is common in Ethiopia and associated with IPV in pregnancy. 
However, among stakeholders, there was limited awareness of the adverse impacts IPV in pregnancy 
has on the health of the woman and the fetus. The responses of stakeholders towards IPV in pregnancy 
seemed influenced by gender and power biases as reconciliation between victims and their abusers 
were the solution encouraged. We also identified that HCWs only gave medical treatment for obstetric 
complications or visible trauma. There is currently no organized formally structured referral linkage 
between the participating institutions to support pregnant IPV victims.  
 

6.2.1 Discussion of the main findings in light of recent findings 
6.2.1.1 Ecological Factors of IPV and Antenatal care  
We found more than one-third of women reported being victims of IPV during pregnancy. The studies 
(Table 8) published from Ethiopia after our study was initiated, estimate the rate of pregnant women 
who experienced IPV during pregnancy between 12-59% (215, 279-286), in concert with our prevalence 
of 35.6%. What a successful criterion is when evaluating the rigor of a scientific paper is debated. There 
are variations across institutions and no standards, but we used the recommended to the best of our 
ability when we assess the recent studies and compared them to our results (287-289). We have 
assessed these studies listed in table 8 in terms of controlling confounders, design, sampling, source of 
tools used to identify IPV, and how the information was collected. These studies mainly identified 
individual-level factors, which may introduce confounding bias. Among those studies which have similar 
objectives to ours, all except one (283), have cross-sectional designs and claiming a cause-effect 
relationship is impossible. Similarly, all except one (290), did not separately consider the exposure and 
covariates (confounding variables) in their analysis. This may illuminate or obscure the “active 
ingredients” (a variable that lies in the causal pathway) while predicting the outcome (291) undermining 
the influence of covariates. Almost all of the studies used WHO multi-country study tools, despite 
reports that studies using the AAS tools involve a high detection rate of IPV in pregnancy (219, 220). This 
might imply a lower prevalence rate. Future comparison studies using these different tools (AAS Vs 
WHO multi-country study tools) are warranted. The majority (75%) of studies are facility-based, possibly 
introducing bias in the selection of participants and making generalization difficult. Furthermore, most 
of the studies have a relatively small sample size, which may yield an under-representation of the 
reported prevalence, and the occurrence of IPV was determined based on the reports of women who 
might be affected by social desirability bias. Additionally, considering the wide 95% CIs in some,(283, 
284, 292, 293) may lead to less precise effect sizes. Given this several of these studies have potential 
biases, making it difficult to summarize results across studies and/or draw meaningful inferences and 
their contribution. These reflections and methodological issues are summarized in table 8. Our 
conclusion is that they do not challenge the results of our study. 
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Our study indicated a range of social-ecologic factors associated with IPV in pregnancy. We also 
indicated an insensitive response to IPV by various members of law enforcement bodies, and religious 
leaders, the expectation that women should tolerate IPV for the sake of their children, and their poor 
economic status as some of the main structural factors forcing women to reconciliation. Leaving its 
impacts on pregnancy outcomes aside, the repercussions of these set a dire precedent for future 
generations. Investigating the factors of IPV in pregnancy comprehensively should be on top of the 
agenda for the research community. However, studies that examine factors beyond the individual level, 
especially, community and societal-level factors including the deep-rooted social norms which maintain 
gender inequality, and shaping the high rates of IPV are lacking especially in the SSA. A few studies in 
Africa investigated individual and family level factors predicting IPV in pregnancy (79, 294-299). There is 
one recent multilevel study in Ethiopia, examine IPV “among reproductive-age women, not in 
pregnancy” (299), which reported living in a community with high IPV accepting norms, increased the 
risk. Furthermore, if the women’s decision-making autonomy in the household decreased, the odds of 
lifetime IPV increased (300). This is in support of our findings that stated when a household property is 
controlled by a partner, and  presence of supportive attitudes of wife-beating increased the likelihood of 
IPV in pregnancy) (301). This also demonstrates IPV in the general women population and during 
pregnancy share common risk factors to a larger extent. 
 
More than half of the women in our study entered ANC late, increasing the risk of feto-maternal  
adverse events (302). The late initiation of ANC in our study is associated with IPV. This is supported by a 
growing body of studies that document the exposure to violence during pregnancy influence timely 
entry into ANC, and preparedness for childbirth (214, 251, 303), utilization of maternal health care 
services (290), utilization of adequate ANC and skilled attendance at childbirth  (304). In Ethiopia low 
utilization, and late ANC entry is still an issue, given estimates between 42–82% (290, 305-308). Only 
one recent study (290), identified emotional partner violence as associated with a late ANC entry.  

The association of how IPV leads to late entry into ANC may be explained by physical, mental and 
psycho-social issues related to IPV (177, 309, 310) leading to women’s decreased physical and emotional 
ability to take care of their health and ANC visits. Such understanding is in line with other studies 
documenting an association between IPV and psychological stress or depression (311, 312), and late 
entry into ANC, or not attending ANC at all (309). However, not all pregnant women suffering from IPV 
and its mental health consequences delay or reduce the frequency of ANC. A few studies from high-
income countries report that women suffering anxiety and depression are more likely to have more ANC 
visits, mainly due to fear of childbirth, and increased preference of C/S births (313, 314). Implicating a 
possibility that the relationship between IPV, its resultant mental distress and ANC use are context-
specific.  

The association between any lifetime emotional or physical abuse and late ANC among multiparous 
women in our study may, in addition to the stress resulting from exposure to violence and pregnancy-
related physical symptoms; have increased responsibility in taking care of many children, consequently 
affecting the initiative for timely ANC visit. Studies also confirm that in multiparous women there is an 
elevated level of psychological distress during pregnancy (315, 316), increased likelihood of  IPV  (30, 
317, 318) and persistent depression (319), which consequently may influence their ANC utilization. 
Integrating results from the qualitative and quantitative studies, the ecologic factors, gender and power 
biases placing the care of children only on women may constrain their healthcare-seeking behaviour and 
overall health. This warrants interventions on male-involvement in sharing household responsibilities 
and caring for children needed as an immediate solution, and transforming the societal norms and 
attitudes that impose such a burden on women in the long-term. 
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Overall, the results of our study illustrate that in Ethiopia there is no single risk factor, but a synergistic 
effect of several social ecologic factors combined influencing the risk of IPV in pregnancy. This is in 
concert with the international literature (320, 321). Multifaceted factors contributed to IPV in pregnancy 
require horizontally linked comprehensive and sustained responses from several agencies at different 
levels. This is also suggested in a recent concept paper from Italy, that provide a set of guidelines taking 
into account the four levels of ecological model (322) for interventions. The relationship between IPV 
victimization and delayed entry to ANC identified in this study open for ANC interventions linked to IPV. 
However, this calls for designing and implementing holistic interventions aimed at improving maternal 
health care service utilization, including the inclusion of IPV screening tools in the ANC card which can 
be a prerequisite to detect, manage women victim of IPV and prevent its myriad of consequences.
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6.2.1.2 Barriers to an effective response to IPV in Pregnancy 
 Gender biased Social Norms 
There are several barriers to an effective response to IPV in pregnancy. In the following, we will discuss 
gender-biased social norms and knowledge related barriers based on our findings. These norms and 
attitudes dictate societal practices contrary to women’s health and their human rights. Following the 
Connell’s theory of gender and power social constructs, including the sexual division of labour, power 
and social norms, conflict/violence in marriage is taken for granted, and women are expected to be 
tolerant and sacrifice themselves for others, an outlook supported by other studies (326, 327). We also 
noted that traditional gender norms and power differentials are perceived as inherent and enforced by 
the structures deeply rooted in all formal and informal institutions. The literature also evidenced that 
almost all lower and middle-income countries (LMIC) have socio-cultural norms, religious values and 
political systems that ignore or violate women's rights (328). Like women in other patriarchal societies 
(45, 328), Ethiopian women are reluctant to disclose IPV and suffer in silence (329, 330). This is partly 
due to societal disapproval of disclosure, accepting IPV as normal, fear of further violence, and other 
socio-cultural and economic penalties (235, 329). When violence reaches brutal, the majority of these 
women resort to their informal networks of friends, relatives, and religious leaders for help. Some of 
these leaders, including police officers and religious leaders, may hold a culture of patriarchy, be 
perpetrators themselves, or side with the abusers and promote mediation, (235, 331), illustrating the 
responses to IPV in pregnancy are shaped by a host of structural and socio-cultural norms (187).  The 
results of our study emphasise that societal norms exert direct and indirect pressure, make speaking out 
about IPV a taboo, possibly leading to under-reporting IPV and inhibiting women from coming forward 
or seeking help. Even in cases when they do, authorities are often unwelcoming, in turn forcing the 
majority of Ethiopian women to tolerate such injustices in silence. Survivors of IPV turning mainly to the 
informal networks in our study provide certain advantages including, the service is more accessible, 
affordable, and suited with the local culture. This can be an important entry point for interventions, but 
we need to find ways to increase their effectiveness of such networks, for example, by providing training 
and linking them with other formal agencies. 
 
Consistent with other studies (202, 332), our findings identified a strong social opposition against taking 
the case of IPV to the court, limited access to legal services, and insensitivity of the law enforcement 
body are some of the main structural factors forcing stakeholders to prefer reconciliation of women 
with their abusive partners.  Furthermore, we found that many victims keep silent of the incidents of IPV 
due to shame, not wanting to leave children behind, wanting to honour the value of marriage, or have 
no money or nowhere to go. We also found that our informants, considered having children and/or 
being pregnant as one of the main reasons for recommending reconciliation as a remedial action in IPV. 
They cited a common proverb said by many Ethiopian communities that “a Buffalo is stabbed for the 
sake of her child” implying that a woman having children should stay in the relationship whatever it 
costs. Such societal norms and attitudes continue to emphasize women’s primary roles as mothers, 
housewives and the sacrifice of the family.  Even when women decide to end the relationship, and stand 
up for their rights, they lack the economic power that can provide financial security, freedom, self-
confidence, and social connections. Most women in Ethiopia are economically dependent on their 
partners (333), making it difficult to make a choice and free themselves from their abusers. 
Nevertheless, even though economic power appears protective against IPV, it is confounded by other 
aspects of empowerment including control over the resources, strength to overcome the social pressure 
against divorce, decision making power, and the value given to their economic contribution (334). This 
also implies that social ecologic factors and the gender and power imbalances influence women’s health 
and all aspects of her life, reminding the need to consider comprehensive ecologic variables when 
considering interventions.  
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The prevailing patriarchal family values use religion to justify violence (335, 336). In agreement with our 
findings, one recent study in Africa illustrates, a range of patriarchal informed social, cultural, and 
religious factors combined explain the construction of traditional masculinity (337). Such deep-rooted, 
gender-biased, patriarchal orientation of the social, historical and cultural dimensions of everyday life of 
women in Ethiopia might exacerbate partner violence in the country. This calls for increased gender-
sensitive social structures, and multi-sectoral responses to prevent IPV in pregnancy and its staggering 
aftermaths. 
 
Poor Knowledge and attitude  
The potential danger of IPV for the mother and the unborn child was poorly, or not comprehensively, 
understood by the informants in our study, and support other studies (338, 339). The limited 
understanding, failure to properly respond, and their exclusive focus on physical violence and its 
obstetric consequences, could lead to increased adverse psychosocial and physical consequences on 
women and their infants. Evidence shows, not only physical but also psychological and sexual violence 
have an impact on pregnancy outcomes (178), while more than half of women in our study faced 
psychological or sexual violence. Despite the psychological abuse often undervalued, studies show its 
association with preterm labour (340), and poor mental health outcomes (341, 342), which 
consequently lead to women’s increased risk of thinking about harming themselves or their infants. A 
recent study in Norway identified women with a history of sexual violence as at risk of pregnancy-
related physical symptoms, being hospitalized during pregnancy and ultimate caesarean section (343-
345). It is also worth noting that a single type of IPV may not occur alone, as  sexual violence is linked 
with other types of violence (346) with its increased adversities. In concordance with this argument, one 
recent systematic review study report women experiencing combined IPV increase inadequate ANC use 
from 25% (single type IPV) to  50 % (304).   
 
HCWs in conjunction with other agencies play an important role in the prevention and care of IPV 
through ANC. However, the HCWs in our study were neither interested nor prepared to deal with IPV in 
pregnancy and its consequences. Studies in Europe and Asia (339, 347, 348), supported our findings, but 
studies are few in Sub-Saharan Africa (349-351), and our study is the first in Ethiopia. Failure to respond 
to IPV by HCWs may increase survivors’ lack of trust, and reduce their willingness to share their victim 
status. A Nepali study stated that women concealed their experience of domestic violence due to fear of 
being insulted, discriminated against, or experience negative attitudes by the health care providers 
(347). However, a recent study in South Africa reported beneficial results when HCWs, following 
appropriate training were supportive in addressing IPV, including identification and responding to IPV in 
the ANC using a referral system (351). A 2011 pilot intervention study in Tanzania on screening of IPV 
victims after attending a training, provided HCWs with an opportunity to update their knowledge and 
increased their screening skills (352). However, the HCWs raised concern that screening may be 
challenging in resource-poor settings as it poses ethical dilemmas when women are left without 
adequate support. The results of these studies demonstrate the need for comprehensive training and 
availability of adequate resource to effectively respond to IPV in health care settings. 
 
6.2.1.3 Interventions towards IPV in pregnancy 
We found out that IPV in pregnancy is associated with a range of ecological factors which in turn 
influence the ANC initiation. Whereas, efforts to improve utilization of ANC service in general and timely 
entry into ANC care in particular, would improve maternal and child health. The ecological model used 
in our study support that IPV can only be prevented when all four level interventions are simultaneously 
integrated (348). However, our study showed there is no formal coordinated linkage among relevant 
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agencies. Strong evidence of effective and comprehensive interventions in the area of IPV during 
pregnancy is limited in general and in Ethiopia in particular. There is only one recent protocol of a 
randomized controlled feasibility trial aimed at problem-solving therapy (i.e., psychological interventions 
for prenatal depression and anxiety), tailored to pregnant women experiencing IPV in rural Ethiopia 
(353). There are also very few interventions conducted in Africa. including the one in the Democratic 
Republic of Congo (DRC), which evaluated the effectiveness of livestock, ‘Pigs for peace (PFP)’ 
intervention on economic, health and women empowerment outcomes and showed a reduction in 
experiencing and perpetration of IPV, although not statistically significant (354). A community 
mobilization intervention project ‘SASA’ (Start, Awareness, Support, and Action) in Uganda employed an   
RCT study design, assesses the potential of a community mobilization IPV prevention intervention to 
reduce the overall prevalence of IPV, new onset of abuse and continuation of prior abuse prevention by 
transforming community norms and behaviours that support violence, and gender inequality (355). Such 
intervention was able to reduce the overall prevalence of IPV, new onset of abuse (primary prevention) 
and continuation of prior abuse (secondary prevention) when evaluated after four years. However, 
another trail of community mobilization intervention in South Africa, recommended for resource-
constrained settings as it requires additional financial, infrastructural, organizational, or political support 
to effectively engage community members and reduce IPV (356). Another study in South Africa 
indicated intervention combining microfinance and gender equality training able to reduce IPV (357) 
 
However, encouraging trials with targeted interventions are skewed towards high-income countries, 
(USA). An interesting Nurse-led Domestic Violence home visit program shows promising results (358)  
with reduced rates of IPV, and improved feto-maternal outcomes (359). In general, evidences show 
screening during pregnancy increases the identification of women experiencing IPV in the healthcare 
settings (214, 360), but we have limited knowledge related to if screening reduces IPV,  if any problems 
arise of screening,  if it improves health, and referral to other support services, requiring future studies 
especially in the poor resource countries including Ethiopia.    
 
Our findings highlight the need for an overall comprehensive health sector response, to avoid system-
level barriers. By empowering the HCWs, incorporating IPV screening tools in the ANC chart/card and 
having formal referral linkages could be a prerequisite to improving the responses in the fight against 
IPV and its substantial impact on pregnancy outcomes. Based on our results, we propose some of the 
preliminary interventions aimed at reducing IPV in pregnancy as compiled and structured in Table 9 by 
the social-ecological levels. Suggestions could be: women’s empowerment (in terms of economy and 
education), awareness-raising, training, and horizontally organized service centres to support survivors. 
This calls for networking among relevant stakeholders (361), including policymakers, authorities of 
health service institutions,  and law-enforcing authorities. Additionally, stronger evidences resulted from 
rigorous research are required before adopting certain interventions on IPV in ANC clinics in low-income 
countries, along with the safety issues, socio-cultural, geographic and financial constraints. 
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Table 9.  Proposed Interventions to eliminate IPV and IPV in pregnancy and its consequences, at   
 different Social Ecologic Levels based on our findings 
Social Ecologic factors and or /Gender 
power biases 

Potential Interventions  

Level 1 
 Experiencing and/or witnessing 

violence as a child, 

 Lack of knowledge on 
consequences  of IPV in 
pregnancy 

 Biased attitude towards IPV 

 Having mental health or 
personality problems 

 Use of substance/s 

 Teach parents how to bring up their children in a non-
violent, caring and respectful atmosphere 

 Promote attitudes, beliefs, and behaviours that prevent 
violence by providing training on how to resolve conflict 
around the table, life skills, social skills and healthy 
relationships  

 Target perpetrators and teach them about harmonious 
relationships and their benefits 

 Teach men and young boys at school to act against 
violence 

 Hold public events, and  community dialogue on IPV and 
its consequences 

 Have  media campaign against IPV, and equal value of 
men and women 

 Prevent, detect and treat mental health or personality 
problems 

 Limit substance outlets including alcohol, Khat, cigarette 
and avoid them around school /university premises 

 Promote norms that  support the safety and dignity of 
women 

Level 2 
 Household property controlled by 

a partner, 

 Difficult intra-spousal 
communication  

 Marital conflict 

 Women’s lack of decision making  
 power 

 Promote family-focused prevention programs and 
strengthen parent-child communication, respect and 
fairness 

 Raise awareness on the benefits of violence-free 
relationships for women, men and families 

 Promote problem-solving skills and healthy relationships. 
 Empower women through education, employment and 

decision making capacity 
 Establish micro-financing programs for women 
 Increase women’s awareness of their rights 
 Encourage male involvement in ANC and teach them the 

impact of IPV on pregnancy 
Level 3 
 Community stakeholders  sharing 

patriarchal attitude and providing 
gender-biased responses to IPV in 
pregnancy  

 Legitimizing men’s violence 

 Woman feeling isolated 

 Organize and launch awareness-raising and advocacy 
campaigns against IPV 

  Improving the safety of the physical and social 
environment in the settings such as schools, workplaces, 
and neighbourhoods,  (Ex, by creating safe places where 
people live, learn, work, and play)  

 Address conditions that give rise to violence in 
communities including, neighbourhood poverty, and 
residential isolation, instability, and high density of 
alcohol outlets. 
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 Woman having no social support  

 Presence of high un-employment 

 Stakeholders lack formal linkages 

 Encourage community engagement,  social cohesion and 
stop tolerating VAW 

 Train HCWs how to screen and manage IPV victims at 
ANC 

 Provide survivors safety and lesson harms (for example, 
safe housing, restraining order, custody order…etc) 

 Launch Health Education  campaigns, and community 
mobilization on IPV and IPV in pregnancy 

 Train community leaders, religious leaders, couples, local 
cultural and government leaders, and police officers on 
IPV consequences and preventions and create linkage 
among them 

Level 4 
 Using  violence as a means to 

settle interpersonal conflicts  

 Supportive attitudes of wife-
beating 

 Regarding violence as an 
expression of masculinity 

 Presence of  strict gender role 
differences  

 Societal norms and  attitude 
accepting wife beating  

 Avoid social and cultural norms that support violence as 
an acceptable way to resolve conflicts  

 Persuade policymakers to design and strengthen policies 
that affect the structural determinants of health and 
including household financial security, education and 
employment  

 Train and strengthen legal system and judiciary in 
handling IPV victims 

 Challenge the cultural and social norms that support IPV, 
creating mobilization campaigns, and implementing a 
zero-tolerance policy. 

 Promote social norms that condemn violence and strict 
gender roles 

 Create evidence-informed interventions along with 
regular monitoring and evaluation to further improve 
services, programmes, and policies. 

 Insist the Ministry of health to integrate IPV screening 
into ANC services. 

7. Conclusions

This thesis presents the results from a mixed-method study. It examines the contribution of complex 
ecologic factors to the occurrence of IPV in pregnancy, how IPV relates to a late entry into ANC 
(stratified by parity) and offers comprehensive perspectives from stakeholders and HCWs on IPV in 
pregnancy. The results add to the limited current knowledge, including the non-physical consequences 
of IPV in pregnancy, in Ethiopia and SSA.  

In summary, the findings of the four papers included in this PhD thesis, present documentation for 
interventions and prevention strategies for the two health challenges in Ethiopia; utilization and timely 
uptake of ANC and reduction of IPV in pregnancy. Both requiring sustained evidence-informed health 
care system interventions that address behavioural and structural barriers comprehensively. The need 
for extended formal training and clear guidelines for HCWs to be able to screen, manage victims within 
their scope, and refer women for further support as well as formal linkages with other institutions 
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outside the health sector should be a critical area of attention. There is also an urgent need to advance 
gender-sensitive social structures and well organized multi-sectoral responses and community norms 
that condemn IPV.  
 
8. Clinical implications 

Complex ecological factors contribute to IPV in pregnancy, which restrains maternal health service 
utilization including timely ANC visit. ANC offers the best opportunity to identify women at risk for IPV, 
prevent related complications, and reduce the cost of IPV. In countries such as Ethiopia, it is important 
to recognize that a significant number of pregnant women who do not attend ANC may be at higher risk 
for IPV. Policymakers, community members, and HCWs, in particular, need to understand that 
pregnancy is a risk factor for increased abuse. HCWs should be aware of the existence of a history of 
abuse if women present multiple health complaints for no apparent reason. HCWs need training on how 
to ask about IPV in a culturally appropriate way, how to respond to any disclosure, and how to recognize 
the symptoms and potential consequences of IPV. They should also respond to the disclosure of IPV in 
pregnancy and manage its physical and psycho-social outcomes on women and children considering its 
effects. Encouraging male engagement and identifying and challenging dangerous behaviours such as 
alcohol or drug abuse, often associated with IPV, ANC may present opportunities as a previous or 
current violence exposures. 
 
To ensure the well-being and safety of women experiencing IPV, organized referral pathways, identified 
support agencies are integrated with an environmentally relevant and verified screening program in the 
ANC system. In short, with greater emphasis on children and youth, efforts to effectively prevent IPVs 
should focus on healthy relationships throughout life. IPV is the result of complex factors that suggest 
the importance of finding ways to incorporate different social and professional perspectives and their 
participation in addressing IPV and IPV in pregnancy. 
 
The presented studies contribute to new knowledge in Ethiopia. Emphasizing that IPV in pregnancy is 
multi-factorial, influencing the time of entry into ANC, especially among multiparous women. This 
information could guide future interventions aimed at improving ANC service utilization and its returns. 
The current responses to IPV are surrounded by many socio-cultural, structural and economic aspects 
that erect barriers and prevent pregnant victims from obtaining help. Our studies suggest that 
prevention of IPV in pregnancy requires comprehensive, multi-sectoral collaboration between 
government and institutions at all sectoral levels. 

9. Future Research 

This is a unique study in the Ethiopian context. The utilization of translated, adapted, and internationally 
standardized data collection instruments increased the validity and reliability. Almost all studies done 
towards IPV in pregnancy in Ethiopia are cross-sectional studies indicating longitudinal studies are 
strongly needed. Utilizing the instruments developed in other settings in Ethiopia would enrich the data 
and facilitate policy decision of future inclusion of IPV screening across ANC settings. Translational 
research with context-relevant interventions of HCWs training manuals related to IPV screening and 
handlings are warranted in Ethiopia. The effectiveness of interventions evaluated against their impacts 
on women’s safety and pregnancy outcomes is also an area of concern for future studies. 

The contribution of mixed methods while enhancing the rigor of the study, would have helped us better 
address the multi-faceted nature of the issues under the study. Addressing community norms and 
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attitudes related to IPV demands a comprehensive overarching strategy with multiple synergistic 
interventions. The eradication of IPV needs to be an overarching political agenda requiring systematic 
research identifying what the host of Ethiopian communities need. Religious leaders and other relevant 
stakeholders across society need to be included in the intervention. The policies implemented need to 
be embedded in all aspects of education and training.  A challenging task, but various small-scale 
interventions will need to be undertaken to ensure community endorsement and participation.  
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Abstract

Background
Intimate partner violence (IPV) during pregnancy increases adverse pregnancy outcomes.

Knowledge of societal, community, family and individual related factors associated with

IPV in pregnancy is limited in Ethiopia. Our study examined these factors in an Ethiopian

context.

Materials andmethods
A cross sectional study was conducted among pregnant women attending antenatal care at

governmental health institutions, using a consecutive probability sampling strategy. A total

of 720 pregnant women were interviewed by five trained nurses or midwives, using a stan-

dardized and /pretested survey questionnaire. Bivariate and multivariate logistic regression

analyses were applied to assess factors contributing to IPV. We used Akaike’s information

criteria, to identify the model that best describes the factors influencing IPV in pregnancy.

Results
Among the women interviewed, physical IPV was reported by 35.6%, and lifetime emotional

or physical abuse by 81.0%. Perceiving violence as a means to settle interpersonal conflicts,

presence of supportive attitudes of wife beating in the society, regarding violence as an

expression of masculinity, and presence of strict gender role differences in the society, were

all positively associated to IPV in pregnancy. The presence of groups legitimizing men’s vio-

lence in the community, feeling isolated, having no social support for victims, and presence

of high unemployment, were the perceived community related factors positively associated

with IPV in pregnancy.
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Conclusion
IPV in pregnancy is very prevalent in Ethiopia and is associated with multiple social ecologic

factors. Reduction of IPV in pregnancy calls for cross sectorial efforts from stakeholders at

different levels.

Background
Intimate partner violence (IPV), is an important global public health and human rights issue,

with significant health and socioeconomic development consequences [1]. Violence against

women may occur at any stage of a woman’s life, including during pregnancy. The overall

global estimates of IPV around the time of pregnancy vary between 3–30% [2], with higher

prevalence reported in developing countries [3]. In Africa, the prevalence of pregnancy related

IPV is reported to be between 23–40% [4]. Prior studies in Ethiopia indicate a very high life

time prevalence of IPV among reproductive age women at 50–78% [5–10], and pregnancy

related IPV between 11–29% [11–15]. The majority of these studies examined factors contrib-

uting to IPV in pregnancy related to the individual context, such as childhood inter-parental

exposure, early marriage, dowry payment, residence, alcohol use and or education. It is impor-
tant to conceptualize violence as a multifaceted phenomenon grounded in the interplay across

societal, community, family, and individual levels. There is a lack of studies that simulta-

neously examine societal, community, family, and individual related factors contributing to

IPV in pregnancy in Africa and in Ethiopia in particular.

A healthy pregnancy is required for favourable maternal and child health outcomes. Preg-

nancies affected by IPV are reported to have an increased incidence of low maternal weight

gain, anaemia, infection, first/second trimester bleeding, late entry into antenatal care (ANC),

preterm labour, premature birth and low birth weight baby [16, 17]. Homicide is also one of

the leading causes of pregnancy associated death, commonly as a consequence of IPV [18].

IPV may commence or escalate in pregnancy [19]. Studies report that IPV during pregnancy

is more common than some maternal health conditions routinely screened for during antena-

tal care [4, 20]. The causes for IPV are complex and dependent on the context [21]. Many of

the previous studies have identified various individual and family related risk factors [11, 13,

15, 22, 23]. Few empirical studies have, however, explored the association of all social ecologic

factors, (specifically societal and community) with IPV in pregnancy.

This study aimed to address the gaps in the existing literature concerning the social ecologic

factors that make pregnant women vulnerable to IPV. Guided by the social ecological model

(SEM), the current study examined the prevalence, pattern and the association between social

ecologic factors (related to the society, community, family and individual) and IPV in preg-

nancy in an Ethiopian context.

Materials andmethods

Study design and population

This cross sectional study was conducted during an antenatal care visit at all health centres,

and hospitals in Jimma, 177, 900 inhabitants, (CSA, 2015) and, located in Oromiya regional

state, 352 km south west of Addis Ababa, Ethiopia, from November 2015 to March 30, 2016.

Included were women, with a pregnancy estimated to be� 24 weeks of gestation. Sample

size was calculated based on a single population proportion formula using the assumptions of:

Intimate partner violence in pregnancy
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95% confidence interval, 4% degree of precision. We assumed 50% as the expected prevalence

based on the average from previous studies [4, 11] and a 20% non-response rate for our power

calculation. The estimated number of women was proportionally recruited in all study facilities

based on their average monthly client flow. The proportional allocation ranged from 78–233.

Data collection tools and strategy

A standard questionnaire was developed based on the Abuse Assessment Screening (AAS)

tools developed by the Nursing Research Consortium on Violence [24–26] and the social eco-

logic factors adapted from the 2005 WHO practical guidelines for researchers [27, 28]. The

compiled questionnaire was translated from English language to Amharic and Afan Oromo by

a translator and back-translated to English language by a second translator to ensure consis-

tency. Pre-test covered 5% of the sampled pregnant women with similar socio demographic

characteristics using institutions not included in the study. Minor modifications were made to

the AAS tool to capture the different types of IPV in behavioural terms.

The study data were collected by five female, midwives/nurses working at the respective

institutions, fluent in both languages (Afan Oromo and Amharic). Training was given on how

to interview, handling ethical issues and maintaining confidentiality and privacy using a train-

ing manual. During data collection, to prevent incomplete and inconsistent responses, the

researcher and supervisors were available for supervising and counter checking completed

questionnaires.

Measurements and data analysis

The experience of Intimate Partner Violence (S2 File) was measured using Abuse Assessment

Screening (AAS) tools: to measure the lifetime emotional or physical violence, women were

asked if they have ever been emotionally or physically abused by their partner or someone

important to them, with a response of Yes/No; Within the last year physical violence was mea-

sured, if women have ever been hit, slapped, kicked, or otherwise physically hurted by some-

one within the last year, response, Yes/No; if Yes, who? (Husband, Ex-husband, Boy friend,

Stranger, In-laws, Multiple); Physical violence in the current pregnancy was measured,

whether women have been slapped, kicked, or otherwise physically hurted by someone during

the current pregnancy, response, Yes/No); If Yes, who? (Husband, Ex-husband, Boyfriend,

Stranger, In-laws, Multiple); again If Yes, where? (on the Face, Head, Abdomen, Back, Buttock,

Other, state); Incidents of physical violence were scored according to the following scale:

(1 = Threats of abuse including use of weapon, 2 = Slapping, pushing with no injuries and/or

lasting pain, 3 = Punching, kicking, bruises, cuts and/or continuing pain, 4 = Beating up,

severe contusions, burns or broken bones, 5 = Head injury, internal injury or permanent

injury, 6 = Use of weapon (gun, knife), or wound from weapon); Within the last year sexual

violence was measured, if women have been forced to have sexual activities by anyone within

the last year, response, Yes/No, If Yes, who? (Husband, Ex-husband, Boy friend, Stranger,

Multiple); Whether the women were afraid of their partner or anyone listed above, response,

Yes/No. Women were also asked where did they turn in the incidents of any IPV, response:

their family, neighbors, religious father, keep silent, or other state; If they keep silent, they were

asked to state major reason/s. Additional tools that were not included in the AAS in behavioral

terms were added to measure psychological violence [i.e, within the last year, if women have

been insulted, belittled, constantly humiliated, intimidated (e.g. destroying things), threatened

of being harmed and/ threatened to take away children by their partner]; and controlling

behavior which was measured, whether women have been controlled by their partner with in

the last year, with the response of any of the following: isolated from family and friends,

Intimate partner violence in pregnancy
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monitored their movements, restricted access to financial resources, restricted from employ-

ment, education or medical care.

IPV during the current pregnancy was the dependent variable; operationalized in this study

as, answering ‘Yes’ to any of the following: “since you’ve been pregnant (current pregnancy),

have you been slapped, kicked, or otherwise physically hurted by your intimate partner (hus-

band, ex-husband or boyfriend)”. While, each item under the four domains of social ecologic

model (Societal domain, Community domain, Family domain and Individual domain) were

considered as exposure variables and their responses were coded as Yes/No for each.

All information were entered in EPiData and exported to SPSS (version 20.0) for analysis.

Multi- collinearity or redundancy, [29], was checked by variance inflation factor, tolerance

test and the standard errors of the regression coefficients. Consistency (internal validity) of

factors under each domain were measured by Cronbach’s alpha and were all 0.7 or above.

Descriptive statistics, such as frequency, percent, mean with (SD) and median were computed

to summarize baseline characteristics. Comparative analyses using chi-square p-value test was

done to explore association between various socio-demographic characteristics of the pregnant

women and her partner with IPV in pregnancy (Table 1). Both univariate and multivariate

logistic regression models were used to assess the unadjusted and adjusted association, respec-

tively. Only significant variables in the crude analysis were entered into the multivariate logis-

tic regression analysis. Potential confounders (age and education of the woman and her

partner) were considered based on their significant statistical association between their effects

(both to exposure and outcome) in the crude analyses and based on the findings in earlier

studies [10, 30]. In the multivariable logistic regression analysis 95% confidence interval (CI)

for OR (odds ratio) was calculated. Backward elimination variable selection process for multi-

ple regression was used to identify the final significant and independent variables [31].

We used Akaike’s information criteria (AIC), [32–36] and the principles of parsimony

(simple model) with few covariates, as results based on such a model promote numerical sta-

bility and generalizability of the results [32]; to identify the model that offered the best estimate

of our data explaining the outcome, while bearing in mind that there is no single best model.

AIC is increasingly being used when the analysis explore a range of variables associated with a

particular behaviour [32–34], and used for estimating the predictive accuracy of models and

guards against over fitting penalty. Based on AIC, a model with less AIC means better fit and

explains the outcome. Burnham and Anderson in 2002 also noted, once the most parsimoni-

ous model is established, the traditional null-hypotheses testing can be used to make a statisti-

cal inference [37].

While adjusting for confounders (age and education of the woman and her partner), we

fitted the model of each single factor, with all variables of each domain simultaneously and

within the variables under each domain. After analyzing the adjusted OR, and considering the

over fitting, under fitting and parsimony [36, 37], the final decision on how to interpret the

result was made (Table 2). Finally (Table 3), a composite score (sum of items under each areas

/domain factors) based on the frequency of individual Yes/No (Yes = 1; No = 0) responses was

created. Not anticipating a normal distribution, those scoring above the median score were

classified as having a positive value. While keeping the above model selection principles, the

dichotomized four domain factors (societal, community, family and individual) were entered

simultaneously into multivariate logistic regression model, adjusted for age and educational

level of the woman and partner to analyze the strength of the association and independent

effect of each domain with IPV in pregnancy.

While keeping in mind the AIC, parsimony and under fit criteria of the best model, multi-

variate logistic regression model was fitted to examine significant variables of the four social

ecologic domain factors associated with IPV in pregnancy (Table 3). The dichotomised sum of

Intimate partner violence in pregnancy
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Table 1. Socio-demographic characteristics of pregnant women and their partner attending antenatal care, Jimma, Ethiopia, (N = 720).

Variables All women (720)
No. (%)

IPV in current pregnancy P-value

Yes (256)
No. (%)

No (464)
No. (%)

Woman

Age

15–24 344(47.8) 104(30.2) 240(69.8) <0.001

25–34 334(46.4) 125(37.4) 209(62.6)

35–45 42(5.8) 27(64.3) 15(35.7)

Relationship to current partner

Married 609(84.6) 226(37.1) 383(62.9) NS

Cohabited 100 (13.9) 25(25.0) 75(75.0)

Boy Friend 11(1.5) 5(45.6) 6(54.5)

Ethnicity

Oromo 421(58.5) 160 (38.0) 261(62.0) NS

Amhara 105(14.6) 33(31.4) 72(68.6)

Guragie 50(6.9) 18(36.0) 32(64.0)

Kefa 61(8.5) 15(24.6) 46(75.4)

Dawro 53(7.4) 18(34.0) 35(66.0)

other (Yem, Tigre, Wolayita) 30(4.2) 12(40.0) 18(60.0)

Childhood residence

Urban 250(34.7) 58(23.2) 192(76.8) <0.001

Rural 470(65.3) 198(42.1) 272(57.9)

Religion

Orthodox 219(30.4) 70(32.0) 149 (68.0) NS

Muslim 407(56.5) 157(38.6) 250 (61.4)

Protestant and Catholic 94(13) 29(30.9) 65 (69.1)

Marital duration

less than 1 year 135(18.8) 26(19.3) 109(80.7) <0.001

2–4 years 241(33.5) 73(30.3) 168(69.7)

5–10 years 239(33.2) 108 (45.2) 131(54.8)

More than 10 years 105(14.6) 49 (46.7) 56 (53.3)

Educational status

Read and write or no education 230(31.9) 125(54.3) 105(45.7) <0.001

Primary cycle (1–8) 227(31.6) 75 (33.0) 152 (67.0)

Secondary and above 263(36.5) 56 (21.3) 207(78.7)

Generate income by yourself

Yes 296(41.1) 95(32.1) 201(67.9) NS

No 424(58.9) 161(38.0) 263(62.0)

Partner

Age

20–35 446(61.9) 130(29.4) 316(70.6) <0.001

35 and above 274(38.1) 126(46.0) 148(54.0)

Monthly income

< = 500 67(9.3) 28(41.8) 39(58.2) NS

501–1000 164(22.8) 60(36.6) 104(63.4)

1001–1500 112(15.6) 49(43.7) 63(56.3)

> 1500 377(52.4) 119(31.6) 258(68.4)

Educational status

(Continued)
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score for each domain of societal, community, family and individual factors were significantly

and independently associated with IPV in pregnancy, adjusted for age and education of

woman and partner.

Ethical consideration

Ethical clearance from Jimma University College of Health Sciences, IRB (Ref No: HRPGC/

305/2015) and the Norwegian Regional Ethical Committee (REK), [(Ref No: 2015/623 / REK

Nord), (S1 File)] was obtained. Both of the ethical committees approved the verbal and written

consent procedures. Data collection was in accordance with the recommendations of WHO

Ethical Standard on Ethical and Safety Recommendations for Domestic Violence Research

(WHO, 1999).

Informed written and or / verbal consent was obtained after fully informing participants

about the aims and the nature of the study. Respondents were assured about the confidentiality

of their response, their voluntarily participation and right to terminate at any time they want.

They were also told that their care would not be affected in any way should they decide not to

participate in the study.

Results

Socio-demographic characteristics of the pregnant women

Three hundred and forty four (47.8%) of the 720 participants, mean age SD (24.9±5.0), were
between15-24 years and 34.4% were first time pregnant (primi gravida) (Table 1). Over one

third had been married before the age of 18 years and in an arranged marriage. The majority

of the women were the sole wife (85.1%) (data not shown). One of four women reported hav-

ing no education, and only 41.1% of the women reported generating income and the majority

earned less than 1000 birr/month ($45/month).

The prevalence of IPV in pregnancy

In the current pregnancy, more than one in three women (35.6%) reported experiencing IPV,

of which nearly 89% of them had experienced moderate physical violence (severity score of

1–3), slapping or pushing being the most frequent incidents (62.1%) and 18% reported being

hit on their abdomen (data not shown). The life time prevalence of emotional or physical

abuse by partner or someone important was 80.7% and the proportion of violence during

pregnancy among ever exposed was 44%. Over half of the women (56.1%) reported physical

violence victimization within the last year and the majority of the perpetrators (86.4%) were

Table 1. (Continued)

Variables All women (720)
No. (%)

IPV in current pregnancy P-value

Yes (256)
No. (%)

No (464)
No. (%)

Read and write or no education 192(26.7) 106(55.2) 86(44.8) <0.001

Primary cycle (1–8) 190(26.4) 68(35.8) 122(64.2)

Secondary and above 338(46.9) 82(24.3) 256(75.7)

Occupation

Governmental employee 160(22.2) 42(26.3) 118(73.7) <0.001

Private business or Merchant 346(48.0) 108 (31.2) 238(68.8)

Farmer 148(20.6) 85 (57.4) 63 (42.6)

Other (pensioner, driver, daily laborer, religious leader) 66(9.2) 21 (31.8) 45 (68.2)

https://doi.org/10.1371/journal.pone.0194681.t001
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Table 2. The association (crude and adjusted odds ratio (OR) of societal, community, family and individual domain factors with IPV in pregnancy (n = 720).

Social Ecological factors IPV in current
pregnancy

Crude OR,
(95% CI)

Adjusted OR,
(95% CI)
Model I�

Adjusted
OR,

(95% CI)
Model II ��Yes (256)

No. (%)
No (464)
No. (%)

Societal

Presence of strict traditional gender norms in the society (ex, women should stay at home) 235
(44.0)

299
(56.0)

6.2 (3.8,10.0) 5.2 (3.2, 8.6) NS

Violence is used as a means to settle interpersonal conflicts in the society 184
(57.0)

139
(43.0)

6.0 (4.3,8.4) 5.1 (3.6, 7.2) 2.6 (1.7,3.9)

Violence towards women is accepted in the society 207
(51.5)

195
(48.5)

6.0 (4.1,8.4) 5.0 (3.4,7.3) NS

The society has supportive attitudes of wife beating 197
(57.1)

148
(42.9)

7.1 (5.0,10.1) 6.3 (4.4, 9.1) 2.6 (1.7,4.2)

The society regards violence as a notion of masculinity. (ex, a real man disciplines his wife) 207
(50.7)

201
(49.3)

5.5 (3.9,7.9) 4.8 (3.3,7.0) 1.8 (1.2,2.9)

There are strict gender role differences between the two sexes in the society (ex. Cooking is a
women’s responsibility)

242
(42.7)

325
(57.3)

7.4 (4.2,13.1) 6.6 (3.6,11.8) 4.1 (2.2,7.8)

Community

There are men’s group that condone or legitimize men’s violence in her community 193
(58.1)

139
(41.9)

6.9 (4.9,9.7) 6.1 (4.3,8.8) 3.0(2.0,4.5)

Woman feel isolated from her community 158
(55.2)

128
(44.8)

4.2 (3.1,5.9) 3.8 (2.7,5.3) 2.5 (1.7,3.7)

Women are living in a community where there is no social support for victims of violence 191
(56.8)

145
(43.2)

6.5(4.6,9.1) 5.7 (4.0,8.1) 2.6(1.7,4.0)

Most of the members of her community have low socioeconomic status or suffer financial
problems

236
(45.0)

289
(55.0)

7.2 (4.4,11.7) 5.5 (3.3,9.2) NS

There are many unemployed people in your community 239
(43.7)

308
(56.3)

7.1 (4.2,12.1) 6.3 (3.6,10.8) 3.0 (1.6,6.0)

Family/relation

Woman consider that she has marital conflict 232
(95.9)

10(4.1) 24.8
(15.6,39.6)

21.3
(13.2,34.3)

6.7(3.9,11.5)

Household property/wealth controlled by a partner (ex, a car, money, cattle. . .) 210
(63.4)

121
(36.6)

12.9 (8.9,18.9) 10.8 (7.3,16.0) 2.4 (1.3,4.5)

Communication is difficult with her partner 199
(72.6)

75(27.4) 18.1
(12.3,26.6)

15.0
(10.1,22.3)

4.1 (2.6, 6.6)

Decision making in the family controlled by her partner. 205
(60.7)

133
(39.3)

1.5 (1.2,1.9) 8.6 (5.9,12.6) NS

Individual

Woman was abused in her childhood 232
(50.8)

225
(49.2)

10.3(6.5,16.2) 11.8 (7.3,19.2) 3.2 (1.7,6.1)

Woman witness marital violence in her childhood 241
(47.5)

266
(52.5)

12.0(6.9,20.8) 12.5(7.1,22.0) NS

Woman had rejecting father in her childhood 45(52.9) 40(47.1) 2.3(1.4,3.6) 2.0(1.2,3.2) NS

Partner experienced violence as a child 230
(63.9)

130
(36.1)

22.7 (14.4,
35.8)

21.0
(13.1,33.4)

4.0 (2.0,8.2)

Partner witnessed violence as a child 226
(68.4)

148
(31.6)

16.1(10.5,
24.7)

16.5
(10.5,26.0)

4.0 (2.0,8.2)

Partner had a rejecting father 48 (55.8) 38 (44.2) 2.6(1.6,4.1) 2.3 (1.4,3.7) NS

Partner use substances (Khat/ smoking/ alcohol or all) 238
(47.8)

260
(52.2)

10.4 (6.2,17.3) 9.3(5.5,15.7) 6.0 (3.2,11.3)

(Continued)
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their husbands. Forced sexual activity was reported by half of the women, but only one woman

was offended by a stranger.

Being isolated by intimate partner from friends and family was prevalent (40%) and more

than half of the women reported fear (53.8%) or psychological abuse (51.4%) in the last one

year. During incidents of IPV one in three turned to their family (32.4%) or kept silent

(29.5%). The major reasons to keep silent were: not to leave children behind, feeling shame, to

honour the tradition that marriage is valued, having no money and nowhere to go, and fear

that husband may retaliate or even kill them (data not shown).

Using AIC and parsimony criteria of best model as described in the analysis section, the sta-

tistical inferences were made based on the traditional null-hypothesis testing (Table 2, Model

II). A multivariate logistic regression model was fitted to examine significant variables under

each social ecologic domain associated with IPV in pregnancy adjusted for age and education

of woman and partner. Perceiving violence as a means to settle interpersonal conflicts, pres-

ence of supportive attitudes of wife beating in the society, regarding violence as an expression

of masculinity, and presence of strict gender role differences in the society were significantly

positively associated with IPV in pregnancy. Community related factors that significantly and

Table 2. (Continued)

Social Ecological factors IPV in current
pregnancy

Crude OR,
(95% CI)

Adjusted OR,
(95% CI)
Model I�

Adjusted
OR,

(95% CI)
Model II ��Yes (256)

No. (%)
No (464)
No. (%)

Partner has mental health, or personality problems (ex, anxiety, sadness, social isolation..) 163
(81.9)

36 (18.1) 20.8 (13.6,
31.9)

18.3
(11.8,28.4)

11.7
(6.8,20.2)

Reference category is—‘No’ for all predictors
� Each single variable, adjusted for–age and education level of the woman and her partner
�� Variables under each domain, adjusted for- age and education level of the woman and her partner; CI-confidence interval

https://doi.org/10.1371/journal.pone.0194681.t002

Table 3. Bivariate and multivariate logistic regression analysis of dichotomized composite scores of each social ecological domain factor associated with IPV in
pregnancy (n = 720).

Factors IPV in pregnancy Crude OR,
(95% CI)

Adjusted OR�,
(95% CI)

Societal factor Yes (256)
No. (%)

No (464)
No. (%)

Yes 196(63.6) 112(36.4) 10.3 (7.2, 14.7) 2.1 (1.2,3.7)

No 60(14.6) 352(85.4) 1 1

Community factor

Yes 186(69.7) 81(30.3) 12.6 (8.7, 18.1) 2.1 (1.2,3.6)

No 70(15.5) 383(84.5) 1 1

Family factor

Yes 203(75.2) 67(24.8) 22.7 (15.2, 33.8) 5.8 (3.5,9.5)

No 53(11.8) 397(88.2) 1 1

Individual factor

Yes 236(66.9) 117(33.1) 35.0 (21.2, 57.8) 12.2 (7.0,21.5)

No 20(5.4) 347(94.6) 1 1

� Adjusted for age and education level of the woman and her partner

CI: confidence interval

https://doi.org/10.1371/journal.pone.0194681.t003
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positively associated with IPV in pregnancy included: the presence of groups legitimizing

men’s violence, feeling isolated, having no social support for victims and the presence of high

unemployment.

Discussion
To our knowledge, the current study is the first in Ethiopia, if not in Africa, to explore the asso-

ciation of societal, community, family and individual related factors with IPV in pregnancy

simultaneously. It also examined the prevalence of IPV in pregnancy in Ethiopia. The result

indicated an increased prevalence of IPV associated with several factors. In recognition that

no single factor could explain the complexity of why some women are at a higher risk of IPV

while others are not [38, 39], we used the Social Ecologic Model, the most widely used model

for understanding violence [28, 40]. Societal and community factors exhibit a strong and

consistent influence on the occurrence of IPV in pregnancy coinsiding with a host of earlier

reported family and individual risk factors [11–15].

Women perceiving that violence is used as a means to settle interpersonal conflicts in the

society had a higher likelihood of IPV in pregnancy in this study. Earlier studies have also dis-

cussed that when societies endorse violence as a strategy in conflict resolution, and some levels

of conflicts are likely in marriage [21, 28, 41], makes it challenging to reject IPV. In the present

study, supportive attitudes of wife beating, regarding violence as a notion of masculinity and

the presence of strict gender roles in the society, were positively associated with IPV in preg-

nancy, and in concert with prior studies adressing these issue seperately [21, 28, 42]. Our study

also supported that women reporting the presence of groups that legitimize men’s violence or

accept wifebeating in their community, or report no social support for victims, are more likely

to face increased risk of IPV in pregnancy [40, 43–45]. Women in these communities may

share simillar attitudes and more readily accept IPV. In support of this finding, a recent quali-

tative study in Nepal stated that in a culture where violence is normalized and something

endured, caused women to tolerate and accept the IPV situation [46]. Another study also con-

firmed that when couples report tolerant attitudes of IPV they are more likely to report spousal

IPV [47].

Regarding individual related factors, this study confirmed that violence foster violence and

witnessing IPV in childhood increases the likelihood of violent behaviour in the next genera-

tion [13, 23, 40, 42, 48]. Partner’s use of substance/s (alcohol, Khat, and/smoking), is a known

and significant factor of IPV during pregnancy [4, 13, 14, 23, 40, 49–52], and enhancing if the

partner also has mental health or personality problems [40, 53]. Factor related to the indivdual

domain is the strongest in this model (Table 3), but with wide confidence intervals. This could

be either due to small sample size, overlapping effect of the four factors or some other resons

which requires further investigation. In general, our study supports the notion that an ecologi-

cal model of IPV, as, a combination of societal, community, family and individual related fac-

tors, can help to explain the occurrence of IPV in pregnancy [21, 28, 54, 55]. The contribution

of a combination of individual, relational, community and societal factors to the risk of IPV

victimization has also been emphazised in WHO and CDC reports [40, 53].

Conflicting results exist about whether IPV increases or decreases during pregnancy [19,

56, 57]. In fact, our study showed that pregnancy neither stops nor prevents IPV. The preva-

lence estimates of IPV during pregnancy in this study are higher than previous studies under-

taken in Ethiopia [11–15], and some other African countries [4, 17, 22, 30, 58–60]. However,

other studies in Africa showed nearly similar or even higher prevalence [48, 57, 61]. A possible

explanation for the high prevalence in our study could be the use of translated, internationally

validated AAS tools and the data collectors strife at conducting the data collection in a safe

Intimate partner violence in pregnancy
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environment that might have increased the rate of disclosure, or it could be a true increase in

violence compared to prior Ethiopian studies. The contribution of keeping participants’ pri-

vacy and having a safe environment while obtaining data from sensitive issues, such as IPV, to

increasing the disclosure rate has also been reported in other studies [24–27]. Ethiopia, being

one of the highest IPV prevalent countries, the prevailing culture considering husband and

wife issues as a private matter could thereby foster a community notion of having no obliga-

tion to intervene in family matters; all these may also explain the high prevalence of IPV

reported in this study.

Limitations and strength

Taking into account the complexity of factors impacting IPV in pregnancy, the simultaneous

assessment of all social ecologic factors while controlling for potential confounders, the use of

validated data collection tools, pretested and translated instruments to measure IPV in preg-

nancy, are some of the strengths of this study. The use of AIC and parsimony in selecting the

best model, making inferences (good prediction) and interpret the result based on it may also

lend strength.

The subject studied is very sensitive and even stigmatizing; assessment of IPV and its factors

based on self-reporting might have introduced systematic errors (recall bias, non-disclosure,

underreporting, and misclassification). Those who were exposed to IPV recently are more

likely to report excessively, while those who were exposed a bit long ago may ignore or forget

to report, which also might have introduced bias. Bias might have also been introduced due

to unmeasured or poorly measured variables, confounders and interactions. The study had a

cross sectional design (simultaneous collection of both exposure and outcome variables), and

the setting is institutional based, we can neither claim causality nor generalizability, and calls

for future prospective longitudinal study.

Conclusion
Despite these limitations, this study provides valuable information and contributes to a better

understanding of the magnitude of IPV in pregnancy and its multifaceted contributing factors

in Ethiopia. The importance of community and societal factors in IPV warrant a public debate

about IPV. Male involvement is imperative as impact of male norms related to and childhood

experience of IPV are significant contributors to the risk of future IPV, as well as demonstrated

in the literature, adverse events like chronic diseases and increased allostatic load [62]. As IPV

also is a well-established risk factor for adverse pregnancy outcome [12, 17], the Ethiopian

Ministry of Health could include IPV screening tools as an essential part of routine antenatal

care. This study will also inform the efforts needed in achieving the new global health goals,

specifically related to; [(Sustainable Development Goal] SDG target 3.1 and 3.2 (maternal and

child survival); SDG target 5.2, (Eliminate all forms of violence against all women and girls),

[63]]. Achieving these SDG targets require the attention of a range of professionals and agen-

cies working in the area of clinical, epidemiological, anthropological, health policy and health

systems.

In conclusion, our study, while maintaining that it is multi-factorial [28, 40], IPV in preg-

nancy is a common experience among women seeking antenatal care, and even more common

than reported in many other studies, but within the range of other sub-Saharan African coun-

tries [4]. Given the high prevalence of IPV in Ethiopia, concurrent with high maternal and

neonatal mortality rates [64, 65], the current study is relevant as the results from this study

could contribute to the development of national policies or interventions to reduce pregnancy

related IPV.

Intimate partner violence in pregnancy
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A B S T R A C T

Background: Utilizationof maternal healthcareservicesand timely initiationof antenatal care (ANC)positively
influencepregnancyoutcomes.Theprevalenceof intimatepartnerviolence(IPV)duringpregnancyisveryhigh
in Ethiopia, but we have limited knowledge on the link between IPV and initiation of ANC.
Aim: To determine the association between IPV and late entry into ANC.
Methods: A cross sectional study was conducted among pregnant women attending ANC at the
governmental health institutions. A total of 720 pregnant women were interviewed by five trained nurses
or midwives, using standardized and pretested questionnaire. Descriptive, bivariate and multivariate
logistic regression and parity-stratified analyses were employed.
Findings: Over half of the pregnant women (51.8%; 95% CI = 48.1, 55.5) entered ANC late (> 16 weeks).
Controlling for demographic, behavioural and reproductive health related variables, among multiparous
women, any lifetime emotional or physical abuse was associated with late ANC [Adjusted odds ratio
(AOR) = 2.28; 95%CI = 1.18, 4.39]. However, reporting recent experience of partner sexual violence was
associated with late ANC in the full sample (AOR = 1.55; 95%CI = 1.09, 2.19).
Conclusion: The proportion of pregnant women entering ANC late is high in Ethiopia and associated with
prior and recent experience of IPV in the current pregnancy, especially among multiparous women. Efforts
for preventing IPV in pregnancy are needed to ensure that all pregnant women initiate ANC early in
pregnancy. Aims of improving the health sector responses should include training health care workers on
IPV that could facilitate ongoing screening, awareness creation, and women’s social support networks.
© 2018 The Authors. Published by Elsevier Ltd on behalf of Australian College of Midwives. This is an open

access article under the CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/4.0/).

Statement of significance

Problem or issue

Late initiation of ANC is prevalent in Ethiopia. Early ANC

visits are paramount for ensuring optimal health outcomes

for women and their infants.

What already known

Internationally, late ANC initiation has been linked with IPV

but limited is known about the contribution of IPV on the

initiation of ANC in Sub Saharan Africa or Ethiopia.

What this paper adds

Lifetime emotional or physical abuse and recent sexual IPV

experiences are linked to a late initiation of ANC, especially

among multiparous women. This information could guide

future interventions aimed at improving ANC service

utilization. Training midwives and nurses working at ANC

clinics in screening for IPV should be considered.

1. Introduction

Antenatal care (ANC) is a key service to ensure maternal and
child survival.1 It provides opportunities to identify conditions that
increase the risks of adverse pregnancy outcomes and instigate
appropriate interventions.2,3 The health of the newborn and infant
survival is also closely linked to the care mother receives during the
pregnancy and childbirth.1,4 More importantly, an early ANC visit
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gives a chance to provide screening and tests that are effective
early in the pregnancy,1,5 as well as detecting and managing direct
and indirect obstetric complications,6 responsible for costing the
life of women and their babies.

Studies on the prevalence of timely entry into ANC demonstrate
considerable impact of income and differences between geograph-
ical regions. A recent systematic study assessing the ANC coverage
at the global and regional level demonstrated significant dispar-
ities between low-income countries (24%) compared to high-
income countries (82%).5 Timely ANC visit has also been shown to
predict the provision of package of interventions recommended by
WHO.1,6 Recent studies also noted that women who visit ANC early,
were more likely to receive the full range of services recommended
by WHO.7,8

The 2016 WHO guideline, endorses a minimum of eight ANC
visits,1 but has not yet been adopted in Ethiopia that still follows
the 2002 WHO ANC model, known as focused ANC (FANC). The
FANC model recommends that women in developing countries
with uncomplicated pregnancies should receive four ANC visits
during pregnancy initiated as early as possible, preferably before
sixteen weeks of gestation. In Ethiopia, maternal health care,
including ANC service utilization is far behind its targets.
According to the 2016 Ethiopian Demographic and Health Survey
(EDHS), 62% of pregnant women received antenatal care at least
once, 32% had at least 4 ANC visits, only 28% childbirths attended
by a skilled care provider and an additional 26% gave birth at a
health institution.9

Earlier studies conducted in Ethiopia document a varying
prevalence rate of ANC utilization and timely initiation across the
country. Appropriate timing of the first ANC visit was 42% in Addis
Ababa,10 and 47.4% in Gondar,11 in the Northern part of Ethiopia. In
Arba Minch, the Southern part of Ethiopia, only 17.4% of women
initiated ANC prior to 16 weeks’ gestation.12

When discussing barriers to timely ANC initiation, prior studies
in Ethiopia mainly address socio-demographic and obstetric or
reproductive health related factors including older age, low
education, rural residence, unplanned pregnancy, multiparity
and lack of knowledge about the time of ANC initiation.13–15

Compared to other low income countries, Ethiopia lagged behind
in achieving its millennium development goals (MDGs), specifi-
cally, “Goal 5” reducing maternal death by three quarters.16 It could
have reduced its maternal mortality rate from 412 per 100,000 live
births, to 267 per 100,000 lives births by 2015.9 However, recent
Ethiopian interventions such as increasing the midwifery work-
force have focused on accelerating progress on maternal health
(SDG 3.1) and are envisaged to achieve the sustainable develop-
ment goal (SDG) targets in reducing maternal mortality by 2030.17

Several studies undertaken in developed countries,18–20 dem-
onstrate a link between exposure to intimate partner violence
(IPV) and delayed entry to ANC. Intimate partner violence refers to
a behavior by an intimate partner or ex-partner that causes
physical, sexual or psychological harm, including physical aggres-
sion, sexual coercion, psychological abuse and controlling behav-
iors.21 A broad range of studies demonstrate that IPV in pregnancy
is common,22–24 with adverse health outcomes affecting both the
infant and the mother.22,25–27 The 2010 Global Burden of Disease
(GBD) study of 21 regions identified that the highest prevalence of
IPV in central sub-Saharan Africa, where 65.6% of ever-partnered
women have experienced IPV. However, all the regions of sub-
Saharan Africa are above the global average of 26.4%.28 The 2004
revised Criminal Code of the Federal Democratic Republic of
Ethiopia includes new and revised provisions pertinent to protect
women from domestic violence. Nevertheless, the overall occur-
rence of IPV in general and during pregnancy in particular is still
very high in Ethiopia,24,29–31 and eradication of violence against
women is a precondition to achieving the SDGs.32 There are a few

studies verifying a link between IPV and late entry to ANC in low-
income countries.33–36 When initiating the current study, no
former investigation between later ANC and IPV could be identified
in Ethiopia. Therefore, the aim of this study is to assess whether IPV
is a risk factor for late entry into ANC for pregnant women in
Ethiopia.

2. Methods

2.1. Study design and setting

Pregnant women, estimated to be at or after 24 weeks of
gestational age, not seriously sick and willing to participate, were
recruited consecutively, using a cross sectional study design. The
study was conducted during an antenatal care visit at all three health
centres and two hospitals in Jimma town. Jimma town has 177, 900
multi-ethnic inhabitants [Central Statistics Agency (CSA), 2015]. The
town is located in Oromiya regional state, 352 km south west of
the capital city, Addis Ababa, Ethiopia. Maternal and child health care
services (ANC, maternity services, postnatal care, family planning,
vaccination . . . etc) are given freely at these public institutions. The
pregnant women coming for ANC are from Jimma town or the nearby
rural areas. Most of the women in the area are homemakers and do
not generate income. To visit the ANC clinic, the poor come on foot,
while others use public transportation.

2.2. Sample size

The sample size calculation was aimed at assessing the
prevalence of IPV.37 We assumed a 50% prevalence of IPV based
on the average prevalence of previous IPV studies in Ethiopia.29,35

With a 95% confidence interval, 4% precision/error tolerated, and a
20% non-response rate. In order to recruit the estimated sample
size of 720, the estimated numbers needed to recruit at each study
facilities was based on their average monthly client flow. To assess
differences in IPV between women attending late in ANC and
women attending at an appropriate time was a secondary aim in
our study, and no separate power calculation was estimated.

2.3. Measurements

Several socio-demographic and reproductive health variables-
that have been reported in the literature to be statistically or
empirically associated with IPV and late entry into
ANC,13,15,20,29,33,35,36 were included in this study. These consisted
of: age (categorised as: 15–24 years, 25–34 years, or 35–45 years);
current residence (Rural or Urban); age at first marriage (<18 years,
�18 years of age). Marital relation (categorized as Monogamy or
Polygamy); type of marital arrangement (arranged by family or by
choice); marital duration, or duration of union (Less than 1 year,
2–4 years, 5–10 years, more than 10 years). The woman’s
educational status was identified and categorized, according to
the Ethiopian education system [No education, including those
who either could not read and write, or could only read and write
without having any formal education), completed primary level
(1–8 grade), secondary (9–12 grade), or >12 grade] which was
collapsed for analysis into three levels as: [No education, Primary
level (1–8 grade), Secondary and above]. Similarly, whether the
woman generated any income was categorized as (Yes/No) and the
partner’s educational status was assessed in the same manner as
for the woman, while the age of the partner was dichotomized as
(20–35 years or 35+ years)

2.3.1. Reproductive health variables
Information on the total number of pregnancies (gravida), (one,

two, three or more), parity (nulliparous, multiparous), number of
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living children (none, 1–2, �3). Information on entry into ANC, was
taken from the ANC records [Timely ANC entry (the date of the first
ANC visit at 16 weeks of gestation or less) or late ANC entry (after
16 weeks of gestation)]. The gestational age was estimated by the
Midwife/Nurse based on the woman’s account of her last normal
menstrual period (LNMP), the clinical assessment and a fundal
height measurement. Women were also asked, whether their
current pregnancy was planned or wanted, and the responses were
classified as either planned and/or wanted Vs unplanned and/or
unwanted. The HIV status of women was tested, whether the
women were reactive or not; presence of medical and/or
obstetrical problems during the current pregnancy [(i.e., diabetes
mellitus, cardiac disease, hypertension, anaemia, pre-eclampsia,
and or vaginal bleeding (categorized as, Yes or No)]. The responses
to questions about the woman’s relationship with the current
partner was categorized as trusting, supportive and/or respectful,
or makes her anxious and/or feeling disrespected; and whether the
woman used substances [(alcohol, Khat and/cigarette smoking)
during the current pregnancy responded as (Yes or No)]. Khat is a
fresh green leaf chewed for its stimulating effects, but it has
narcotic property. It is cultivated in many parts of Ethiopia, its use
is increasing and not prohibited.38,39

2.3.2. Intimate partner violence (exposure) variables
IPVwasmeasuredusingtheAbuseAssessment Screening(AAS)tool.

AAS has a sensitivity of 93–94% and specificity 55–99%,40 and is one of
the most valid and widely used IPV screening tool in the pregnant

population,demonstratinghighdetectionratesofbattering,bothbefore
and during pregnancy, beyond standard patient interview.41–43 Using
this tool, a woman was coded as having experienced any life time
emotional or physical abuse if she reported having ever been
emotionally or physically abused by a partner or someone important
to her. If the different types of partner violence had occurred within the
last year, we grouped it as “recent IPV”. If the women had ever been hit,
slapped,kicked, orotherwisephysicallyhurtbysomeonewithin the last
year,wasdefinedasrecentphysicalviolence,andif forcedtohavesexual
activities within the last year, as recent sexual violence. If she had been
insulted, belittled, constantly humiliated, intimidated, threatened of
being harmed, or threatened by the partner (that he would take away
her children (recent psychological violence)), or been isolated from
familyandfriends,orexperiencingmonitoringofmovements,restricted
access to financial resources, or restricted from employment, and/or
education ormedicalcare, thiswasdefinedasrecentpartnercontrolling
behaviour. If the womenwere reporting having been slapped, kicked, or
otherwise physically hurt so far during current pregnancy, it was coded
as current physical violence. The responses were coded as Yes or No for
each, and if they reported Yes, they were asked by who (husband, ex-
husband, boyfriend, stranger, in-laws) and if the perpetrators were
husband, ex-husband, or boyfriend, it was coded as an IPV.

2.4. Procedures

The standardized and validated abuse assessment screening
(AAS) tool developed by the Nursing Research Consortium on

Table 1
Socio-demographic and lifestyle characteristics of pregnant Ethiopian women and their partner and entry into Antenatal care, N = 720.

Variables Entry into antenatal care

Timely 347(48.2%) Late 373 (51.8%)

Woman
Age in years No.(%) No.(%)
15–24, n = 344 159(46.2) 185(53.8)
25–34, n = 334 172(51.5) 162(48.5)
35–45, n = 42 16(38.1) 26(61.9)
Educational status
No education, n = 230 109(47.4) 121(52.6)
Primary level (1–8 grade), n = 227 111(48.9) 116(51.1)
Secondary and above, n = 263 127(48.3) 136(51.7)
Residence
Urban, n = 551 269(48.8) 282(51.2)
Rural n = 169 78(46.2) 91(53.8)
Age at first marriage
Less than 18 years, n = 255 123(48.2) 132(51.8)
18 or more years, n = 465 224(48.2) 241(51.8)
Relationship with her partner
Trusting, supportive and or respectful, n = 436 127(44.7) 157(55.3)
Makes her anxious, disrespectful and/or constantly threatening, n = 284 220(50.5) 216(49.5)
History of substance use
Yes, n = 43 21(48.8) 22(51.2)
No, n = 677 326(48.2) 351(51.8)
Marital duration
Less than 1 year, n = 135 55(40.7) 80(59.3)
2–4 years, n = 241 124(51.5) 117(48.5)
5–10 years, n = 239 119(49.8) 120(50.2)
More than 10 years, n = 105 49(46.7) 56(53.3)
Partner
Age in years
20–35, n = 446 215(48.2) 231(51.8)
35 and above, n = 274 132(48.2) 142(51.8)
Educational statusa

No education, n = 192 104(54.2) 88(45.8)
Primary level (1–8 grade), n = 190 77(40.5) 113(59.5)
Secondary and above, n = 338 166(49.1) 172(50.9)
No. of wives
One, n = 613 294(47.9) 319(52.1)
Two or more, n = 107 53(49.5) 54(50.5)

a p < 0.05 using Pearson X2.
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Violence,40–42 and the socio-demographic and reproductive health
related variables adapted from studies in similar settings in
Africa,12,13,29,44 were used to collect the data. The questionnaire
was translated from English language to Amharic and Afan Oromo
by a translator and back-translated to English by a second
translator to ensure consistency. Pre-test covered a 5% sample of
pregnant women attending institutions not included in the study.
Minor modifications were made to the AAS tool in order to capture
the different types of IPV in behavioural terms (for instance,
psychological violence and controlling behaviour were added). The
data collection was from November 2015 to March 30, 2016, by five
female midwives/nurses working at the respective institutions,
fluent in both languages (Afan Oromo and Amharic), using face-to-
face interview. Some information including: para, gravida, HIV
status, date of ANC entry, gestational age and presence of any
medical or obstetrical complications were abstracted from the ANC
medical records. A three day training was given for the data
collectors by the principal investigator (PI), (BTG) and assistants on
how to interview, and handling ethical issues including giving
information for victims, such as where they can get assistance,
maintaining confidentiality and privacy, using a standardized
training manual. Regular supervision was given during data
collection by the PI (BTG) and two research assistants.

2.5. Data analysis

The statistical program used was SPSS version 20.0 (Armonk,
NY: IBM Corp). Descriptive statistics were used to assess the socio-
demographic and obstetric/reproductive health characteristics of
the pregnant women. A Chi square test was used to assess
differences in the socio-demographic and obstetric/reproductive
health variables and time of entry to ANC visits. Odds ratios (OR),
with 95% confidence intervals (CIs) were estimated to assess the
effect size. The association between IPV subtypes and late
initiation of ANC were adjusted for potential demographic,
behavioural and reproductive health related confounders. Strati-
fied analysis based on parity was also conducted. The comparison
group for all analyses were women not reporting any history of IPV.
We evaluated multi-collinearity of the variables by auditing the
variance inflation factors (VIFs), and we found no evidence of this
problem in the collinearity diagnostics (VIF is <2.0 for all models).

2.6. Ethical consideration

This study was evaluated by the relevant Ethics Committees and
granted Ethical Clearance: IRB, (Ref No: HRPGC/305/2015) and (Ref
No: 2015/623/REK Nord). Permission to carry out the study was
also obtained from the institutions’ administrators. Informed
written and/or verbal consent of the participants was obtained
before the data collection. Data collection was in accordance with
the ethical standards of the Helsinki declaration, WHO Ethical
Standard on Ethical and Safety Recommendations for Domestic
Violence Research (WHO, 1999), and the national and institutional
research committee.

3. Results

3.1. Socio-demographic characteristics of the pregnant women

A total of 720 pregnant women, with a mean age of 25 (�5)
years, participated. Their partners were reported to have a mean
age of 33 (�7) years. With regard to educational status, 32% and
27% of the women and men, respectively, had no education. Over
one third (36.5%) of the women were in an arranged marriage, and
61% of the women reported a trusting, supportive and/or respectful
relationship. Over one third (35.4%) had experienced early
marriage, before the age of 18 years, and 15% were in a polygamous
relationship. Most (54%) women from rural and 51% from urban
areas initiated ANC late (Table 1). There was no evidence of an
association between socio-demographic variables and entry
into ANC except for partner’s level of education (X2 = 7.33;
p-value = 0.02).

3.2. Reproductive health history and late entry into antenatal care

The majority of women (65.6%) were multi-gravida and
multiparous (66%). Nearly one-third, (27%), of the women reported
that their current pregnancy was an unplanned/unwanted
pregnancy, and 3.3% were HIV positive. Among all, more than
half (51.8%) of the women entered ANC late. Proportionally, more
women reporting unplanned pregnancy (57%) entered into
prenatal care late compared to those with a planned pregnancy
(50%), but this did not reach statistical significance (Table 2).

Table 2
Obstetrical and reproductive health history of pregnant Ethiopian women and entry into Antenatal care (ANC), N = 720.

Variables Entry into antenatal care
Timely N = 347 (48.2%) Late N = 373 (51.8%)

Current pregnancy planned and/wanted No.(%) No. (%)
Yes, n = 525 263(50.1) 262(49.9)
No, n = 195 84(43.1) 111(56.9)
Parity
0, n = 245 112(45.7) 133(54.3)
1–2, n = 332 172(51.8) 160(48.2)
3 or more, n = 143 63(44.1) 80(55.9)
No. of children currently alive
None, n = 283 130(45.9) 153(54.1)
1–2 children, n = 313 160(51.1) 153(48.9)
�3 children, n = 124 57(46.0) 67(54.0)
Presence of medical and/obstetrical problems during the current pregnancy
Yes, n = 60 26(43.3) 34(56.7)
No, n = 660 321(48.6) 339(51.4)
Experience of any medical and/obstetrical complications in the previous pregnancy (only for multiparous women)
Yes, n = 102 44(43.1) 58(56.9)
No, n = 354 183(51.7) 171(48.3)
HIV status
Reactive, Yes, n = 24 14(58.3) 10(41.7)
No, n = 696 333(47.8) 363(52.2)
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3.3. The prevalence of IPV in pregnancy

In the current pregnancy, more than one in three of the women
reported experiencing IPV (Table 3). More than three quarters
reported to have a lifetime risk of emotional or physical abuse by
their partner or someone important. The proportion of partner
violence during the current pregnancy among ever exposed to IPV
(n = 581) was 44%. Over half of the women reported physical
violence, forced sexual activity, having been psychologically
abused, and nearly half (49%) reported being controlled by their
partners in the recent year (Table 3).

Descriptive statistics stratified for parity indicated that 42% of
nulliparous and 54% of the multiparous women reported exposure
to sexual violence in the recent year. Likewise, 41% nulliparous and
59% of the multiparous women reported exposure to any lifetime
risk of emotional or physical abuse (Table 4).

3.4. Factors associated with a late entry into ANC

In the overall analysis, women reporting recent sexual abuse
were more likely to initiate ANC late in both the crude and the
adjusted analyses (OR, 1.55; 95% CI = 1.09, 2.19). Those reporting
any lifetime emotional or physical abuse were 1.56 times more
likely to enter ANC late; however, this was not statistically
significant (Table 3). However, women reporting a partner with
controlling behaviour were more likely to enter into ANC early in
the adjusted analyses (OR, 0.56; 95% CI = 0.38, 0.85) (Table 3). In a
parity stratified analysis (Table 4), multiparous women were more
likely to initiate ANC late when reporting any lifetime emotional or
physical abuse, (adjusted OR, 2.28; 95% CI = 1.18, 4.39), or recent
sexual IPV, (adjusted OR, 1.95; 95%CI = 1.27, 2.98).

4. Discussion

This is one of the first studies that have investigated the
association between IPV and time of entry into ANC in Ethiopia. A
high proportion of the women entered ANC late, and the
proportion of pregnant women reporting IPV was significant.
We demonstrate a strong association between any lifetime
emotional or physical abuse and late entry into ANC especially,
among multiparous women. Furthermore, the experience of recent
sexual violence was associated with a late entry into ANC for the
whole sample.

The proportion of women who entered late into ANC in this
study (52%) is comparable with recent studies conducted
in Ethiopia, where equivalent estimates varied between
51–83%.11,12,15,45–48 These differences in estimated attendance
might be related to differences in geographical locations, as
pregnant women residing in the cities like Jimma, may have
relatively better access to facilities and information regarding

when to initiate antenatal care. Such a significant number of
women entering late into ANC could have contributed to the high
maternal and neonatal mortality in the country that could have
been averted by timely ANC and interventions. IPV is prevalent in
Ethiopia also during pregnancy.24 Our study is the largest in
Ethiopia so far, and more than one in three women reported
experiencing IPV in their pregnancy. This finding is comparable to a
recent smaller Ethiopian study reporting 29% of 282 pregnant
women suffered physical IPV during their current pregnancy.29

Other previous studies in the regions also illustrated the
prevalence of IPV during pregnancy ranging between 15–29%.29–31

Our finding of an association between IPV and late entry into
ANC is in line with other studies conducted in developed and
developing countries.14,18,19,33,34,36,49 A study in Southern Appa-
lachia, USA, showed that physical IPV during pregnancy was
associated with late entry into prenatal care.18 A study across
different states in the USA identified that battered women sought
antenatal care later than the non abused women,19 and the same
finding was also observed in another USA study comprising nine
states.50 Similarly, in Bangladesh studies have indicated a link
between physical violence,14 sexual violence33 and delayed entry
into ANC, less likely or no use of ANC.49,51 The link between
physical violence and late initiation or low use of ANC has also been
reported from India,36 and Nigeria.34 A more recent study in
Zimbabwe as well demonstrated the link between IPV and late ANC
entry or never attend ANC at all.22 Our results are also in line with a
recent small cross-sectional community based study conducted in
Addis Ababa, Ethiopia, where women reporting emotional IPV in
their current relationship were less likely to enter ANC within the
first trimester.45 However, this study is different from our study in
terms of the setting, sample size (210 Vs 720 respectively) and the
type of IPV in predicting a late entry into the ANC using a parity
stratified analysis.

Prior studies have offered different interpretations of the
association between IPV and late entry into ANC, like physical,
mental and psycho-social issues including helplessness, isolation,
chronic pain, anxiety, mental strain, depression, physical disability
and stress related sleep disturbance.33,52–56 Each may decrease
women's physical and emotional ability to take care of their health
including use of ANC. Such an understanding is in line with results
from a study conducted in California which noted an association
between psychological stress and late entry into ANC .57 Fear of
exposing visible signs of physical abuse, such as bruises or black
eyes was also claimed delaying ANC.19

An additional explanation for the link between sexual violence
and late ANC visits might be that sexual violence may be more
physically as well as emotionally traumatic for pregnant women
due to the physiologic changes during pregnancy related to an
increased pregnancy-related physical symptoms.58 Multiparous
women may in addition to the violence exposure, be burdened

Table 3
The association between Intimate Partner Violence (IPV) and late entry (after 16 weeks of gestation), into Antenatal care (ANC), among 720 pregnant Ethiopian women.

Time and types of IPV Total, 720 Entry into ANC COR, (95%CI) AORa, (95% CI)

No. of women reporting IPV Timely (n = 347) Late (n = 373)

Any life time emotional or physical abuse n = 581 270 311 1.43(0.99, 2.08) 1.56(0.99,2.44)
Recent partner violence
Physical n = 380 184 196 0.98(0.73, 1.32) 0.77(0.52,1.15)
Sexual n = 357 155 202 1.46(1.09,1.96) 1.55(1.09,2.19)
Psychological n = 370 178 192 1.01(0.75,1.35) 0.83(0.54,1.27)
Controlling behaviour n = 350 172 178 0.93(0.69,1.24) 0.56(0.38,0.85)
Current physical violence n = 256 124 132 0.98(0.73,1.34) 0.88(0.54,1.42)

Bold values signifies p � 0.01.
a Adjusted for: education and age of the woman and her partner; residence; marital duration; if current pregnancy was planned/unplanned; relationship with partner

(supportive/unsupportive); substance use; presence of any medical or obstetrical problem in the current pregnancy; Reference category is those responding ‘No’ for each
question.
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with pregnancy-related physical symptoms and thus experience
more stress which in turn may have affected the initiative for
timely ANC visit. This may in fact warrants further study with
larger sample and cohort designs in the future

Apart from this, late entry into the ANC among multiparous
women entails a clear message for professionals working at ANC
units that these women either did not attend ANC, or ANC service
providers failed to provide information on the appropriate time of
ANC initiation in their first pregnancy. One previous study also
pointed out that previous use of antenatal care service did not
predict timely ANC visit in the current pregnancy,59 unless women
are not counselled in pregnancy before. Multiparous women
having previous pregnancy experiences may also feel more
confident and think that early initiation of ANC is not necessary.
Therefore, midwives and nurses should counsel all pregnant
women, regardless of their parity and risk status on the right time
to initiate ANC. It is also worth noting that they should take every
ANC visit as an opportunity to create such awareness.

4.1. Strength and limitation of the study

The strengths of this study include: the use of a standardized
survey tool, which had been back translated, and pilot tested;
training of data collectors using standardized manual; ensuring
privacy and confidentiality and regular supervision by a principal
investigator and research assistants. These enhanced the reliability
and validity of the data collection and results. The subject studied,
IPV, is very sensitive and even stigmatizing. This may have led to
underreporting. However, it is likely that underreporting may have
occurred equally across groups, hence, the underreporting,
assuming it was non-differential, may have weakened the
association between the exposure and outcome. Recall bias may
also have influenced the results; one could hypothesis that women
exposed to IPV are less likely to recall precisely the date of their last
menstrual period, and their estimated entry into ANC as to
gestation age could, among the exposed women, have a wider
range, thus our estimated ANC timeliness may be conservative.

Our estimates of an association between IPV and late entry into
ANC are among those who actually have attended ANC, as the clinics
were the venue of the data collection. It may be that women exposed
to IPV are less likely to attend any ANC. If true and these had been
included, our IPV estimates would have been even stronger.

We have adjusted for the potential confounders for which we
had information. The study being a cross sectional design limits the

potential to draw causal inferences. Our estimates of IPV, late entry
into ANC, and the associations, are among those who came for an
ANC visit during one specific period. If included, and we had met
them at multiple time points, it may have altered our estimates,
while providing other important information.

5. Conclusion

Several international organizations including WHO, emphasise
that ending violence against women across the lifespan, is a
prerequisite to achieve the sustainable development goals
(SDGs).32 In the current study, we demonstrate that women
reporting IPV during or prior to a pregnancy are less likely to enter
ANC in a timely manner. Late entry into ANC is a major challenge in
Ethiopia and globally. It is a significant risk factor for maternal
death, particularly among the most deprived and in the lowest
socioeconomic group.60 In the current study, any lifetime
emotional, or physical, or recent sexual IPV, were all linked to
late entry into ANC, especially among multiparous women. This
information is imperative for strengthening any ANC services
interventions. National or international efforts aimed at achieving
the SDGs in maternal and child health should give due attention to
the complex impacts of IPV on service utilization and ultimately
pregnancy outcomes. Our results indicate the need for routine IPV
screening during pregnancy as a base to target intervention of
timely initiation of ANC. A recent Ethiopian report illustrate
interventions such as increasing the midwifery workforce as an
initiative towards improving maternal health (SDG 3.1).17 Training
these midwives is needed to assist them in identifying and
managing pregnancy IPV, to reduce the rates of pregnancy IPV and
its resultant outcomes. Community based longitudinal studies are
needed to investigate the influence of potential mechanisms
mediating the association between IPV and the time of entry into
ANC. These could also explore additional aspects of services
needed to achieve the sustainable development goal (SDG) targets
in reducing maternal mortality by 2030.
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Abstract: Intimate partner violence (IPV) in pregnancy adversely affects the health of women
and unborn children. To prevent this, the community responses, societal systems, and structures
to support victims of IPV in pregnancy are vital. Objectives: to explore community stakeholders’
perspectives related to IPV in pregnancy in Jimma, Ethiopia, and if needed, create the knowledge
base for interventions. Methods: using an exploratory design, this qualitative study had
a maximum-variation (multiple spectrum sources) sampling strategy with 16 semi-structured
interviews of purposively selected key informants representing different community institutions.
Guided by Connell’s theory of gender and power, a content analysis of the translated interviews
was conducted using Atlas.ti 7 software. Results: reconciliation between IPV victims and their
abusers was the solution promoted by almost all the respondents. There was limited awareness of
the adverse impacts IPV in pregnancy has on the health of the woman and the foetus. Despite regular
encounters with victims, there is no organized or structured operational response to support
IPV victims between the participating institutions. Conclusion: the potential danger of IPV for
the mother or the unborn child was not well understood by the members of the studied Ethiopian
community. Neither coordinated efforts to support IPV victims nor links among relevant agencies
existed. The study demonstrated the dire need of coordinated practical action, changes in current
socio-cultural norms, formal training and capacity building, awareness creation, clear intervention
guidelines, and facilitation of support networks among relevant institutions in Ethiopian communities.

Keywords: IPV in pregnancy; responses; gender and power; capacity building; support and networking;
Ethiopia

1. Introduction

Worldwide, almost one third of all women have experienced physical and/or sexual violence
by their intimate partner [1]. Ethiopia has even higher intimate partner violence (IPV) prevalence,
with nearly three in four women reporting lifetime IPV experiences [2], and a prevalence of 15–36%
during pregnancy [3–7]. A growing body of evidence highlights the adverse short- and long-term
physical, reproductive, and mental health consequences for women exposed to IPV during pregnancy [8].
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Furthermore, IPV during pregnancy increases the risk of intrauterine foetal death, preterm birth,
and low birth weight [9].

The public response shapes the social climate, and either perpetuates or discourages IPV
occurrence [8]. A lack of targeted societal responses leads to tolerance or even justification of IPV [8,9].
When the socio-cultural norms and structures condone IPV, suffering women are often ignored [10,11].
Help-seeking, disclosure, and subsequent utilization of available resources are often hindered by
socio-cultural, economic or institutional factors [12]. Deep-rooted gender inequality, discriminatory social
values [13] and nurturing patriarchal social norms fostering gendered behaviour, allow IPV to occur.

Institutions operating in these systems may either hold a patriarchal view, or might have a tendency
to consider wife abuse as a personal and familial issue rather than as a social and legal problem [14].
Likewise, religious leaders, as a part of the larger socio-cultural structure, may enforce a culture of
patriarchy, albeit making public statements denouncing partner violence, and use religious teachings
to justify it [15,16].

The main aim of the current qualitative study is to explore the perspectives on IPV in pregnancy
of Ethiopian community stakeholders from different institutions. Their unique responses related to IPV
in pregnancy may offer clarification of their views on the subject, promoting a deeper understanding,
and creating the potential for interventions [17].

1.1. Theoretical Framework

The Theory of Gender and Power

To better understand the community stakeholders’ perspectives on IPV in pregnancy, Connell’s
theory of gender and power guided the current study [18,19]. Gender and power are embedded in
the individual, interactional and institutional dimensions of most societies [20,21]. As outlined by
Connell, the three constructs of gender and power (the structure of cathexis, the structures of the sexual
division of labour, and the gendered division of power) exist at the societal as well as the institutional
level [18,22]. The gendered division of power at the institutional level is maintained by the abuse of
power, authority, and control [22]. The structure of cathexis is also referred to as the structure of social
norms and affective attachment or attitudes [22]. Connell identified this structure to address the affective
nature of relationships, a structure that defines the culturally normative roles for men and women,
which may weaken women’s role and increase the inequality felt by women in a heterosexual
relationship. At the societal level, the structure of cathexis characterizes the sexual attachments
defining appropriate female sexual behavior. In the area of public health, women are adversely affected
by such structures, fostering supportive attitudes of wife beating, regarding violence as a notion of
masculinity, and enforcing strict gender roles in the society. All are linked to increased IPV in pregnancy
implicating the adverse effects of such structures [3,23,24]. This model was used as a theoretical
framework to explore the perspectives of different institutions towards IPV in pregnancy.

2. Materials and Methods

2.1. Study Design

An exploratory design and qualitative approach semi-structured interviews (SSIs)—was used to
gather different community stakeholders’ perspectives regarding IPV in pregnancy.

2.2. Study Setting

The study was conducted from November 2015 to April 30, 2016, in Jimma Town, one of the zones
in the Oromiya regional state. Jimma is one of the largest cities in Ethiopia, located 352 km southwest
of the capital, Addis Ababa. It is a multi-ethnic town, distinguished by different religions, cultures,
and languages, with three districts (Woredas) and 13 sub-districts (kebeles), and a population of 177,900
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[Central Statistics Agency (CSA), 2015]. The participants were interviewed at their workplace, and 16
interviews were completed.

Participants

A copy of the ethical approval from the institutional review boards (IRB) of Norway as well
as from Jimma University accompanied a collaboration letter to the head office of each study institution
to obtain permission for data collection. Participants representing a wide range of age, profession,
religion, education, and responsibility offered insight and included public women’s affairs employees
(whose primary focus is gender equality), religious leaders, police officers, judges, and prosecutors
(of the governmental institutions), (Table 1).

Table 1. Characteristics of the study participants (N = 16).

Participant Characteristics n

Age
18–35 5
36–50 8

51 & above 3

Gender
Male 10

Female 6

Marital status
Married 15
Single 1

Religion
Orthodox 5
Muslim 6

Protestant 5

Level of education
Grades 6–12 1

Above 12th grade 15

Occupation

Law enforcing bodies
(police officers, judges, and prosecutors)

7

Religious leaders 7
Women’s affairs 2

2.3. Data Collection Tools and Procedures

Scripted interview guides were developed. We aimed to capture the participants’ experience with
IPV victims, current routine and institutionalized responses, their views on reporting to police officers,
whether they were aware of potential medical and/or physical consequences of IPV in pregnancy
and any existing collaborative efforts or networking with relevant stakeholders.

Notes were taken during the face-to-face interviews, as the majorities were not willing to tape
the interview. The primary investigator (PI) conducted the sessions, and two MSc midwives were
note-takers. The objectives of the study were explained. After discussing each question, a debriefing
session followed to ensure congruency between the notes and the interviewees’ expressions. All these
steps lasted an hour on average. The interview guides were pretested in institutions at other sites
with similar characteristics to ensure cultural suitability and clarity. The interviews were conducted in
Amharic. The PI and the assistants translated the notes into English after each session. A different
person checked a few English translated notes to ensure the accuracy of the text, and no major
inconsistencies were identified. Additionally, we revisited two interviewees (religious leaders) to seek
clarification or additional information about the issues raised in earlier interviews.

2.4. Data Processing and Analysis

Atlas.ti 7 software was used for analyses [25]. Based on previous research on IPV and the theoretical
framework, we interpreted the content of the textual data through a systematic process of coding
and recognizing themes and categories (Table 2). Finally, after classifying all notes/scripts into their
respective categories and themes, we started describing and interpreting them (Table S1). Qualitative
content analysis was used to explore the manifest of content (what the text says) and the latent
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content (the interpreted meaning), [25]. The goal of content analysis was to provide knowledge
and understanding of the phenomenon under study and the outcome of the analysis is categories or
themes describing the phenomenon [26,27].

Table 2. Sample content analysis of the community stakeholders’ responses (theme 1) of different
institutions to intimate partner violence (IPV) in pregnancy based on Connell’s theory of gender
and power.

Meaning Units Condensed Meaning Units Codes Sub-Themes

Most prefer to reconcile victims with
their attacker,
advice to calm down and tolerate or not
to divorce
Neighbours should not interfere
Repairing marriage, make a prayer...
(religious leaders)
No need to report to police

Reconciliation, tolerance, prayer
repairing marriage as a solution
A tendency not to report IPV cases
to police

Reconciliation is
commonly preferred
Keeping with the marriage

Reconciliation was taken
as the best solution to
attenuate IPV
(social norms, values and attitude)

Women have nowhere to go
Most women are economically dependent
on their partner

Most women
are economically dependent Economic dependency

Women’s economic dependency
as a barrier not to leave
an abusive partner
(the structure of the sexual
division of labour and power)

Women having many children should not or
do not want to leave their children behind
We fear the consequences of divorce

Women should stay in abusive
relationships for the sake of
their children
fear of the consequences of divorce

Having children
Fear of divorce

Having children and fear of
divorce as a barrier not to leave
abusive partner,
(sexual division of labour,
social norms, values and attitude)

Police officers do not take IPV seriously
Society accepts partner violence as normal
IPV is considered as a family and private
issue, while women accept IPV and even
defend their abuser
Married women are more respected
No separate record for IPV in
the court office
Divorce is sinful
Women are expected not to leave their
children
Children of a divorced family are
disrespected by society
Women are powerless
The patriarchal system favours men
Marriage is highly valued
Women need protection

Considering IPV as normal
and/expected
Women are expected to sacrifice
valuing marriage
Perceiving women as powerless
A child of a divorced family
is disrespected

Trivializing and/or
acceptance of IPV
Expecting women to sacrifice
Social stigma

The structure of cathexis
(Patriarchal views, social norms,
values, and attitude)

2.5. Ethics and Consent:

Ethical approval to conduct the study was obtained from Jimma University College of Health
Sciences, IRB, Ref No: HRPGC/305/2015 and the Norwegian Regional Ethical Committee (REK),
Ref No: 2015/623/REK Nord, in accordance with the Helsinki Declaration of 1975, revised in 2008.
Informed written and verbal consent from the respondents was obtained before data collection.
The respondents were fully anonymised, and assured about the confidentiality of their responses, their
voluntary participation, and the right to terminate at any time.

3. Results

Four major themes emerged from the interviews. Each theme is presented, accompanied by
illustrative quotes.

3.1. Reconciliation

All participants regarded IPV as very common. They had experience with battered women,
both pregnant and non-pregnant. The respondents considered IPV a private issue, happening at all
ages, but more concealed among those of older age, accepted and/or tolerated in the community unless
severe. Interference by neighbours was discouraged. Our informants preferred advising the victim to
be tolerant, seeking reconciliation with the partner or spouse.
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“I have met many victims and the solutions given depend on the case, some reconciliation, some to
police and others to courts, but there is no guarantee. One lady was killed after reconciled with her
abusing husband”. (Women’s affairs representative)

The women’s affairs representatives voiced meeting a minimum of 15–20 pregnant
and non-pregnant IPV victims per month each; some had minor, some major and visible trauma.
They stated that, depending on the severity of the trauma, they might refer the victim to police,
with the power to request examinations to gather medical evidence. Law-enforcing bodies (judges,
prosecutors, and police officers) also expressed similar experiences, addressing an average of 35 cases
of family problems per week, of which 60–70% were partner conflict issues seen in court. They also
stated that there is no systematic recording of IPV (criminal issues in the legal system) separately, it is
rather classified as a husband and wife issue, and clustered in “family issues”. The interviewed police
officers also stated meeting many victims of IPV, some with major trauma and some minor, a minimum
of 12–16 per month. They also underscored why they prefer reconciliation to advising women about
their rights, which may involve divorce as a consequence.

“When we advise women about their rights, we fear that it may increase divorce rate as a consequence;
we do not support divorce as it is bringing us so many consequences, including children of the divorced
family, become more raped, become street children . . . .etc., and it goes vicious circle”. (Male judge)

Many women turn to religious leaders for guidance or support in this culture. Leaders stated
while trying to intercede on her behalf in IPV situations, sometimes they faced the partners’ anger,
such as blaming, being yelled at and so forth.

“I meet partners in conflict almost every day, I have a characteristics/gift of repairing the marriage,
but sometimes the aftermath may come to me (Priest), especially when it comes to those drunk ones”.
(Religious leader)

When emphasizing the need for women and families to be protected by their husbands,
religious leaders described that women are exposed to many problems because they are physically
weaker; men can go anywhere, but women cannot, as they always face the risk of abduction or rape.
Our informants stated that men should protect and lead their families because they are the heads of
the household. It was also stated that a good woman is a pride for her family and that she should make
her husband happy and produce children. The interviewed religious leaders cited religious accounts
prohibiting divorce, and emphasized the essence of forgiveness.

“We strongly condemn divorce; our bible prohibited divorce, it is sinful, it should only be death that
separate couples; whenever there is a conflict between couples, they have to excuse each other. . . .
Jesus is the lord of forgiveness, and this apology helps us to preserve family and children, generation
and our country”. (Religious leader)

3.2. Reluctance Involving Police

When addressing whether to report IPV cases to the police or not, several of the participants did
not recommend reporting IPV victims to the police unless the victim had sustained severe trauma.
One significant reason for not reporting IPV instances to the police was that the husband could become
more aggressive and most likely end the relationship and the woman may not want to jail her partner
either, especially if he was the only one generating any income. Participants also expressed that police
often send victims back to local mediators (religious leaders or elders) to work on reconciliation.

Furthermore, the representatives of the courts did not support reporting cases of IPV to police
because it often would lead to divorce, especially if the woman was pregnant and/or they had children.
The respondents regarded the community repercussions of divorce as manifold; the financial burden
imposed on the woman; lack of social respect; and the stigmatization of the child(ren) as ‘bastard’.
The respondents stated that including the police could exacerbate the conflict. Finally, they stated that
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the police required evidence, which may not be always easy for IPV victims to produce. The participants
also said that judges often do not support reporting the issue of IPV to the police or court unless it is
beyond the scope of local mediators and very severe.

However, in contrast to religious leaders, the female police officers were in favour of reporting
any IPV cases, stressing that the current system did not take IPV seriously.

“IPV should be reported to the police, but some male police officers do have a problem to deal with this
issue; they may even be violent towards their wives. When their victimized wives come to me, I will be
taking their history together with my supervisor because I am afraid of male police abusers, and many
police officers do not consider IPV as violence”. (Female police).

Similarly, irrespective of their gender, prosecutors were in favour of reporting IPV cases to
the police.

“ . . . it should be reported to police, not to let it happen again and take a lesson for others”.
(Male prosecutor)

Participants underlined that women’s economic dependence on their partner acts as an obstacle
when reporting cases to the police.

“ . . . it is challenging, in fact, police or court can be a better solution because most men are afraid to
step in the police office, court and be punished. On one hand, police and court may have worst ending
because he (abuser) may take a strong decision to end the marriage, while divorce for a housewife with
a lot of children . . . hmmm is difficult; on the other hand, to local mediators, or to us (Imam) may not
last long/unsuccessful most of the time”. (Religious leader)

3.3. Limited Awareness of the Consequences and Adversity of IPV in Pregnancy

Most interviewees acknowledged that IPV, mainly physical violence during pregnancy, might affect
the health of the mother and foetus in general terms.

“Partner violence during pregnancy, I think it may impact foetal development, and foetus may not be
healthy”. (Female judge)

”During pregnancy, beating may cause serious danger for the foetus. ‘Foetus listens what is happening
outside’, meaning if she feels happy, it feels the same; if she is disturbed foetus will also be disturbed”.
(Religious leader)

The participants in our study regarded pregnancy as a time of stress on the woman, and IPV on top
of it can augment such a strain and vice-versa (i.e., IPV increases the stress on pregnancy and pregnancy
intensifies IPV). Particularly women’s affairs representatives emphasized how pregnancy affects
a couple’s relationship by taking away the husband’s attention from the woman.

“Pregnancy brings many problems to the mother and foetus. The husband may even have left her
and turn to other ladies”. (Women’s affairs representative)

“I met a lady, who was attacked by her husband and sent to her family with two children when she
came back after a month, she found another lady in her own house”. (Women’s affair representative)

During the interviews, the participants provided brief but comprehensive information about
the adverse impact IPV can have on the health status of the women, the foetus and the pregnancy outcome.

“Violence in pregnancy involves death; it may result in bleeding and abortion”. (Female police)
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3.4. Lack of Coordinated Responses or Strategic Plan Addressing IPV

No notable variations in perspective were observed between the participants of the different
institutions when it came to assisting IPV victims in an acute stage. They declared that no strong
coordinated or strategic support or network exists among the relevant stakeholders, except for
the underutilized referral link opportunity between the police, the women’s affairs representatives
and the court.

Women’s affairs representatives reflected that there was no coordinated support system for IPV
victims. Whenever victims came with severe and visible injuries, they could be referred to the police
and the court. It was also stated that some law-enforcing authorities in the court seemed unwilling to let
women’s affairs representatives support the victims and follow the verdict process. Some reported to
have been threatened by the abuser, and ‘being a woman’ made it difficult to refer victims and effectively
carry out their responsibility.

“We do not have a network, even no security even for us, some men used to come to our office
and threaten to kill us”. (Women’s affairs representative)

“Because we don’t have strong relationships with women’s affairs office, depending on the case,
but mostly we reconcile many victims with their abusive partner, some will be referred to local
mediation”. (Female judge)

A male judge elaborated on how the absence of resources and poor linkages complicated
the management of victims.

“I meet many victims, but I met one on my way home; she was term pregnant, evicted from her house,
I took her to the local court and link her to women’s affairs, and they let the community contribute
some money for her survival as the last resort.”

Female police officers also expressed that there is no strong link within or outside their
organizations. Because they are women, they do not even feel safe while trying to help victims.
There are no shelters for survivors for a temporarily stay.

“There was this female officer who quarrels with her husband because she took home a woman victim
of partner violence who had nowhere to go”. (Male police officer)

The leaders in our study shared many stories of victims turning to and seeking their service.
Partnerships with other organizations could potentially be helpful in equipping the various community
stakeholders, including religious leaders to link their responses with other relevant agencies.
However, religious leaders in our study voiced that they do not refer victims to other support sources.
Rather, they strongly recommended couples, to forgive each other and reconcile using religiously
informed advice and quoting related verses.

“Jesus is the Lord of forgiveness and forgiveness is infinite”. (Religious leader)

4. Discussion

The prevailing male-dominated and religiously anchored traditional values in Ethiopia underscore
the family as a private institution. This perspective is reinforced by the societal structures, and gender
roles are pervasive in societal and institutional agencies. IPV is widely seen as a private issue in
Ethiopia, accepted and tolerated by the society [28,29]. This study is the first comprehensive qualitative
study undertaken in Ethiopia addressing community stakeholders’ perspectives on IPV in pregnancy.

4.1. Reconciliation as the Main Response

One important finding in our study was that IPV is considered normal and a private family issue.
Reconciliation is encouraged at the cost of the woman, her health, integrity, and humanity, encouraging
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women to tolerate and accept their situation. This is a socially desirable solution in situations of family
conflict, as divorce is considered religiously prohibited for women. IPV is highly prevalent in this
population [3] and based on the interview data, it is common to encounter or observe victims of IPV,
including victims beaten to death.

Consistent with the Connell’s theory of gender and power, social constructs, including the sexual
division of labour, power and social norms, conflict/violence in marriage is taken for granted,
and women are expected to be tolerant and sacrificial [30,31], enforcing the tendency to preserve
women’s subordination. Other studies also confirm the gender inequitable norms and practices linked
to IPV [32–34]. Men’s cultural and historical authority further strengthens their general sense of power
over their partners, and if this power is threatened, permission to resort to violence [35]. Our study
participants affirm traditional gender norms, power imbalance as inherent, and this is enforced by
structures embedded in the Ethiopian society across formal and informal institutions.

Another challenge is when IPV victims have children. Having children has been identified as both
a potential protective and as a risk factor for IPV. It is also challenging because most research studies
indicate that women are expected to stay with their violent partners for the sake of their children [36,37]
on the one hand, or they have to leave their violent partners to protect their children [38] on the other
hand. However, in our study, having children and/or being pregnant were by our informants considered
as the main reason for recommending reconciliation as a remedial action. There is a common proverb
said by many Ethiopian communities that ‘a Buffalo is stabbed for the sake of her child’, implying that
a woman having children should stay in the relationship at any cost. Such a mindset is imposed on
women for many reasons, including expecting women to be a sacrifice as the society is discouraging
fatherless (divorced) children. This is underpinning the societal norms and attitudes influencing
the responses to IPV in pregnancy. It is also worth noting that for women to stand up for their rights,
they need economic power [39], yet most women in Ethiopia are economically dependent on their
partners, making it difficult for them to be self-sufficient and have the choice to liberate themselves
from their abuser.

The legislation in Ethiopia towards IPV, the 2004 criminal code, criminalizes most forms of
violence against women and girls including rape, abduction, female genital mutilation, and early
marriage [40,41]. However, the legislative framework in not strong enough to protect survivors
from domestic violence. There has so far been no separate domestic violence act or law providing
specific civil remedies for survivors, such as the right to obtain protection order, compensation relief,
residence order, shelter, or medical benefits. There is an absence of sufficient criminal liabilities for
perpetrators [40,42]. This may again enforce survivors to stick with an abusive partner.

4.2. Reluctance to Initiate OfficersAction

Our study has also identified that there are few formal and informal resources supporting women
experiencing IPV in this Ethiopian community. Other studies are in line with our findings [12,43,44].
However, contrary to the responsibilities of the police, most of the participants in our study do not
recommend reporting the IPV incident to them, partly because it does not guarantee the victims’
security. In concert with other studies, our study highlights that police officers may even side with
the aggressor or hold a patriarchal view, considering abuse as a personal and family issue rather than
a societal and legal problem [14]. This may enhance the gender inequitable norms and encourage such
practices in the society [32]. This also illustrates that the responses of IPV in pregnancy by agencies are
shaped by existing structural and socio-cultural norms [23].

4.3. Limited Awareness of the Consequences of IPV during Pregnancy

Participants regarded IPV in pregnancy as affecting both the mother and foetus in general
terms, stating that mainly physical violence had adverse outcomes on pregnancy. Many studies have
documented the effects of IPV on maternal health service utilization [24,45,46], and its multifaceted
effect on maternal and neonatal outcomes [47,48]. It is also worth noting that not only physical but also
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other types of IPV in pregnancy can adversely affect maternal and foetal wellbeing. For instance,
women in psychological abuse can be at a higher risk of postnatal depression and increased risk of
thinking about harming themselves or their infant [49,50]. Furthermore, IPV has been linked with
preeclampsia [51], increased risk of third trimester bleeding [47], homicide, and depression [47,52].

The participants in our study stated that pregnancy might increase the spouse’s extra-marital activity
placing women at increased risk for IPV. This is in concert with earlier studies reporting that pregnancy
increases a woman’s vulnerability to violence by the partner’s reduced commitment to the relationship.
He might be regarding the pregnancy as a limitation of free access to his woman’s body, and regarding it
as interfering with her ability to perform her traditional role as a homemaker/caretaker [53,54]. This is in
line with the Connell’s sexual division of power and labour. Another study state that when pregnancy is
added into an already volatile relationship, the violence can become worse [55].

4.4. Lack of Coordinated Responses or Strategic Plan

Effective prevention of IPV requires integration and networking among relevant stakeholders [56].
Effective collaboration and networking can provide a spectrum of services to survivors, including: crisis
intervention; safety planning; shelter and transitional housing; a supportive health system including
specialized counselling; medical examinations; collection of forensic evidences and referral assistance
to survivors; employment; and legal advocacy [57,58]. Remarkably, the participants in our study
highlighted a lack of networking, except for the rare/weak referral links among the police, women’s
affairs, and the court. The absence of strong links among relevant institutions, coupled with complex
socio-cultural sanctions against reporting IPV cases to agenesis, women’s economic dependency,
and the absence of system responses would partly explain reconciliation being the most common
remedial action enforced by our study participants. This highlights the need for training, capacity
building, and clear guidelines to effectively prevent IPV and/or assist pregnant victims.

The presence of informal social networks, where religious leaders are part of the collaborative
community responses, have been shown effective to improve access, facilitate the utilization of existing
IPV services, and changing norms related to it [58,59]. They may also be crucial in responding to
the social, emotional, and spiritual needs of IPV victims. Nevertheless, they reinforced patriarchal
ideology and advised victims to tolerate and reconcile with their partners [16]. In fact, the religious leaders
in our study expressed that divorce is sinful; indeed, most communities in Ethiopia condemn divorce [29],
especially during pregnancy it is regarded as highly unacceptable. Similarly, other stakeholders,
including the police and members of the court, promoted mediation with the intention of family peace,
family stability, economic security, and religious reasons.

Additionally, female police officers and women’s affairs office representatives felt insecure
and unsafe while trying to work with IPV victims because perpetrators had threatened them.
Participants in our study illustrated the gender inequitable norms prevailing in the society are
shared by male officers; consequently, female agents refrained from action for fear of being attacked by
the male perpetrator or colleagues. Here, the gender power is operating at different levels influencing
the responses to IPV. The differential gender power men and women have, undermines their professional
authority to shift social norms, practices, and beliefs related to IPV. Although women who experience
IPV require safety, social support, economic security, housing, and legal protection [60], the lack of
gender equity makes obvious the need for a gender-sensitive social structure and a multisectoral
response that is integrated n order to prevent the adverse personal and societal impact of IPV
in pregnancy.

4.5. Study Limitations and Strengths

We secured high-quality data by requesting verifications and/or corrections to the notes at the end
of each session, and additional interviews to seek clarification or additional information. We accounted
for the researchers’ biases by having two note-takers in addition to the interviewer in the room [61].
The complexity of extracting information on the stakeholders’ perspectives towards IPV during
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pregnancy across a range of socio-demographic populations; from various sources and/or institutions,
was mitigated by using a theoretical framework. The dependability of the data was also maintained by
training the research assistants. However, the current study has its limitations. The subject studied is
very sensitive, and shaped by the social norms and values, so the participants may not have disclosed
the real scenario about the topic, or may have provided biased information. As in most qualitative
studies, our findings cannot be generalized to a larger population; however, in accordance with
the quality criteria of transferability, we argue that the knowledge obtained could be of value for
similar groups and/or contexts.

5. Conclusions

IPV in pregnancy was commonly encountered by the Ethiopian community stakeholders in this
study. However, the global adverse impact of IPV on pregnancy outcomes was not well understood.
The perspectives on IPV in pregnancy seem embedded in many socio-cultural, structural, and economic
aspects that erected barriers and prevent pregnant IPV victims from obtaining help. The complexity
needs to be considered when designing interventions to address IPV in pregnancy in Ethiopia.
Formal and informal leaders often regard IPV as a private issue and recommend reconciliation of IPV
victims with their abusers. There is no organized or structured operational response to support IPV
victims among relevant institutions in Ethiopia. There is a need for formal training, capacity building,
clear protocol or intervention guidelines, increased community awareness about the consequences of
IPV in pregnancy, and a coordinated and well-structured operational response to support pregnant
IPV victims.

Supplementary Materials: Supplementary materials can be found at http://www.mdpi.com/1660-4601/16/23/
4694/s1. Table S1- Procedures/steps of data analysis in Atlas.Ti, based on the content analysis, and framed by
the theory of gender and power.
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Abstract: Violence against women is a global pandemic, with the potential to spread through
generations. Intimate partner violence has impacts on women’s sexual, reproductive, and
psycho-social health. It can occur during pregnancy and adversely affect the health of both mother
and child. Health care workers involved in antenatal care can have a unique role in identifying
intimate partner violence and in intervening, preventing, and mitigating its consequences. In this
study, the objective was to explore Ethiopian health care workers’ insights of and responses to intimate
partner violence in pregnancy. Using an exploratory design, this qualitative study includes ten
semi-structured interviews of health care workers representing different antenatal care centers in
Jimma, Ethiopia. The content analyses of translated interview notes were conducted with Atlas.ti7
software, (Atlas.ti Scientific Software Development Gmbh, Berlin). The health care workers shared
their insights of the consequences of intimate partner violence during pregnancy in addition to their
experience with and responses to the victims. There was a limited understanding of the extent of
the adverse impacts of intimate partner violence on pregnancy outcomes, as well as the potential
long-term health implications. The informants described how they only gave medical treatment
for obstetric complications or visible trauma during pregnancy. There was no formal referral to or
linkages with other resources. Women’s empowerment and systemic changes in the health care,
including training and capacity building, clear guidelines addressing management of intimate partner
violence in pregnancy, and inclusion of intimate partner violence screening tools in the Ethiopian
antenatal care chart/card, were recommended by the informants. The adverse impacts of intimate
partner violence on pregnancy outcomes were poorly understood by the Ethiopian health care workers
in this study. They offered limited assistance to the victims and recommended changes in the routine
antenatal care (ANC) and health care systems. They identified various policy initiatives focusing
on women’s empowerment to reduce intimate partner violence and its complications especially
during pregnancy.

Keywords: pregnancy IPV; health care workers; insights and responses; guidelines and IPV screening
tools; training; women’s empowerment; Ethiopia
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1. Introduction

Intimate partner violence (IPV) is a pervasive public health problem globally, affecting one in three
women [1]. IPV figures are at an epidemic level in the Sub-Saharan Africa [1,2]. It affects more than
three in four women in Ethiopia during their lifetime, and more than a third of all pregnant women [3–7].
Furthermore, the IPV prevalence is higher during pregnancy than any obstetric complications routinely
screened for during antenatal care (ANC) visits [8,9]. Women exposed to IPV prior to pregnancy,
during pregnancy, and/or during the postpartum period are more likely to experience adverse short-
and long-term physical, reproductive, and mental health consequences [10–14]. IPV in pregnancy
may increase women’s vulnerability to psychological distress and reduce the victim’s coping skills
to survive other stressful life events [15]. It also adversely affects the fetus by increasing the risk of
intrauterine fetal death, preterm birth, and low birth weight [16,17].

Health care workers (HCWs) are critically significant in advancing the health sectors’ responses
to IPV in general and during pregnancy in particular [16]. They can identify women experiencing
violence, and provide support and adequate care. Studies show that screening for IPV provides a
distinctive opportunity for identification and interventions [18–20]. Health care workers, specifically
nurses and midwives working at antenatal care (ANC) centers, are in a unique position to address
issues related to IPV with pregnant women [17].

However, the personal perceptions and response of HCWs to IPV in pregnancy can serve as a
facilitator or as a barrier when integrating IPV prevention, care and supportive services into health care
practice [18]. Some HCWs are willing to address IPV in their clinical activities regarding identification
of IPV as a preventive health care issue [19], while others do not support including IPV screening tools
in their prenatal reports [20,21].

In Ethiopia, 36% women report IPV in pregnancy, and as many as 81% report lifetime physical or
emotional IPV experience [7,22]. IPV screening is not included in ANC services in Ethiopia, where 74%
of the pregnant women have at least one ANC visit [23]. Thus, ANC clinics provides an ideal ‘window
of opportunity’ to address IPV, as this might be the only time most women come into contact with a
health care providers.

In order to get a deeper understanding of Ethiopian ANC clinic health care workers insights of
and responses to IPV during pregnancy [24], we developed a qualitative study. Considering the rate
of IPV in pregnancy, its impact on the health of the pregnant woman and her unborn fetus [25,26],
the ANC visit creates an opportunity for HCWs to identify and interact with IPV victims.

2. Methods and Participants

2.1. Study Design

A qualitative approach using semi-structured interviews was employed to explore the insights
and responses of different HCWs from different ANC clinics related to IPV in pregnant women.

2.2. Study Setting

The study was conducted from November 2015 to 30 April 2016, in Jimma town, Oromiya regional
state, one of the largest cities in Ethiopia. This multi-ethnic town is located 352 km southwest of
the capital, Addis Ababa, distinguished by different religions, cultures and languages, with a total
population of 177,900 (CSA, 2015).

2.3. Participants

Ethical approval was obtained from the Norwegian Regional Ethical Committee, Norway and
Jimma university institutional review board, Ethiopia. Permission was provided by the respective
administrative health bureaus. We presented the objective of the study to the heads of each institution,
who recruited the participants among their staffmembers working at ANC in Jimma town. Following
this, participants were contacted in person to arrange an appointment that was convenient with their
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working schedule. Participant characteristics included: professional men and women (age 23–51
years); service years ranging 3–32; married and unmarried; of different religions (Table 1).

Table 1. Characteristics of the study participants (N = 10).

Participant Characteristics n

Age 18–35 7
36–51 3

Sex
Male 1

Female 9

Marital status
Married 8
Single 2

Religion
Orthodox 4
Muslim 3

Protestant 3

Occupation Nurse 7
Midwife 3

Level of Education
Diploma 4

BSc degree 6

Service years 3–14 7
15–32 3

2.4. Data Collection Tools and Procedures

The interview guide was designed to capture the participants’ understanding of the consequences
of IPV in pregnancy; individual encounters with and professional responses to pregnant IPV victims;
as well as their reflections and recommendations on what could or should be done about IPV in
pregnancy. The authors developed the interview guide based on prior experience, expert opinions,
and after reviewing relevant literature on the subject. The interview guide was pretested in institutions
at other sites with similar characteristics for clarity. We obtained the informants’ voluntary consent
prior to the interview after explaining the aim of the study. Before initiating the interviews, measures
were taken to make participants relaxed using different techniques (set induction, such as, small talk
for a few minutes), which would help them remain conformable during the interview. We also assured
participants that their response will be kept confidential and conducted the interviews at their work
place, privately.

We prepared for taping the interviews, but as the majority of the informants declined, the primary
investigator (first author) conducted face-to-face interviews with two trained note takers having MSc
and midwifery backgrounds took comprehensive notes during the sessions. The interviews lasted
an hour on average and were conducted in Amharic, as the interviewer, assistants, and interviewees
were all able to speak the Amharic language. The richness of the notes were further strengthened by
debriefing sessions (discussing the notes) with the informants right after completion of each interview,
and text analyses were conducted as planned.

In an effort to minimize bias, participant health care workers were asked to provide their insights
and experiences of IPV in pregnancy, not their own personal experiences. We focused on conceptual
requirements, and continued data collection until no additional information emerged and we reached
saturation [27,28]. The notes were later translated into English by the interview team and checked by
others (outside the research team) with English and Amharic proficiency to ensure accuracy. In order
to clarify statements, three set of notes were discussed later with the informants, and amended.
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2.5. Data Processing and Analysis

The consolidated criteria for reporting qualitative research (COREQ) was followed in this study.
COREQ is a formal reporting guideline that helps the researchers to comprehensively report crucial
features of a qualitative study [29]. The data collection and analysis were conducted concurrently in
line with the iterative nature of qualitative methods [30,31].The first author did the data coding and
categorizing using the Atlas.ti software. Then the co-authors reviewed and agreed upon the final list
of categories and themes.

We used Atlas.ti7 software [32], an efficient device to organize, capture, and analyze data,
facilitating sharing between the researchers, as it provide an overview of the findings during the
analytical process. This ensured a systematic process of coding, recognizing themes and categories
based on previous research on IPV and the emerging issues, while interpreting the content of the
textual data, as illustrated in Table 2 in the text. The decision regarding which item belongs to which
particular set (i.e., a group, a category, a pattern, a theme) is a matter of judgment for the researcher/s
based on preset criteria or purpose [33–36]. Furthermore, the content analysis, used to analyze our
data, involves an interpretation through systematic process of coding while recognizing themes or
categories [36,37]. The categories or themes describing the issue are the outcomes of the content
analysis and its goal is to provide knowledge and understanding of the issue under study [38,39].

Table 2. Procedures/steps of data analysis in Atlas Ti, based on the content analysis.

Steps Descriptions

Familiarizations All scripts were read to make a general sense out of it and reflect on the overall
meaning

Creating file naming Create file name and save the project (under new hermeneutic unit/analysis
project) and add document in the library

Importing files Import all scripts (#10 Interviews) lined up under ‘P-Docs’
Condensed meaning
unites Open each scripts turn by turn and create meaning unites that gives sense

Coding
Create codes/label (under code manager) Highlight quotations for each scripts,
then drug and drop codes for each respective quotations, or create new codes as
necessary

Categorizing Categorize/create family codes (themes) based on similarities
Producing
outputs(categories/families)

Open code manager, click on each codes, click on outputs and save each outputs
of the codes of categories/families

Data familiarization For more data familiarization, scripts were read repeatedly alongside field-notes

Result (describing themes
and quotations

In the result section—a detail description of each output of categories under the
respective themes, based on the content Analysis method (selected for this
specific analysis) and include supporting quotations in each respective theme.

Discussion In the discussion—interpret results and discuss them in light of relevant
literatures within the topic.

2.6. Ethics and Consent

Ethical approval to conduct the study was obtained from Jimma University College of Health
Sciences, IRB, Ref No: HRPGC/305/2015 and the Norwegian Regional Ethical Committee (REK), Ref No:
2015/623/REK Nord, in accordance with the Helsinki Declaration of 1975, revised in 2008. Subsequently,
permission to initiate the data collection was obtained from the Jimma town health bureau and Jimma
University specialized hospital (JUSH) in response to the collaboration letter written from Jimma
University College of Health Sciences. Furthermore, informed written and verbal consent from the
respondents was obtained before data collection. A list of the participant numbers (code), as well as
the signed consent forms were kept locked in a file cabinet, where no one had access to it, and the
respondents were fully anonymized to assure the confidentiality of their responses, their voluntary
participation and the right to terminate their participation at any time.
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Care was also taken that the interviews did not cause ethical or emotional trauma for the
participant HCWs or the interview team. The training and preparation prior to the interviews enable
the interviewers to discuss various scenarios promoting a professional non-verbal and verbal attitude
during the interviews. The HCWs expressed satisfaction with the interview and the discussion on the
notes possibly served as a debriefing session, and to enrich our data.

3. Results

The themes emerging among the Ethiopian HCWs were: 1.the important adverse IPV outcomes
are physical health consequences; 2. recommendation of reconciliation with perpetrator; and 3. health
care systems change is imperative if IPV in pregnancy are to be addressed. Each theme is briefly
exemplified using direct quotes from the interviews.

3.1. Mainly Physical Health Consequences Were Accepted as an Adverse Outcome

Participant HCWs described encountering many pregnant women with varying degrees of
IPV-related injuries, including bleeding, abortion, preterm labour or birth, intrauterine death, and
stillbirths. However, they do not help them much other than dressing visible trauma and its obstetric
complications related to their clinical training. They emphasized that physical violence particularly
can adversely affect the health of the mother and fetus, and that they focus their help on it.

“Partner violence during pregnancy especially physical violence is dangerous and may
cause the death of woman and fetus, and should be considered as attacking two lives
simultaneously”. (Nurse)

Although the respondents mostly talked about physical impact of IPV, the generic impact IPV has
on any aspect of a woman’s life was acknowledged, including that the co-occurrence of pregnancy and
IPV may exceed what a pregnant victim can cope with.

“Pregnancy by itself causes different problems and IPV on top of this might be unbearable”.
(Midwife)

The impact of IPV during pregnancy may restrict survivors’ access to every aspect of life and
opportunities, including utilization of maternal health services and prenatal care. One participant
relates how IPV, specifically a partner’s controlling actions, acts as a barrier for women’s health
care utilization.

“Partners who have controlling behavior patrol every step of their wives’ movement and life.
They are controlling everything, including her access to money, her movement, and the need
for maternal health care service utilization, including antenatal care (ANC) visits”. (Nurse)

The HCWs also expressed that they do not ask women if they were victims of IPV, as they fear and
lack skill in managing the resultant consequences and emotional problems while asking and talking
about history of abuse.

“Whenever we meet victims, we only treat visible trauma, stop bleeding and dress open
wounds, that is all. Unless they open it up, nobody will ask, as we cannot offer much help if
they disclose it”. (Midwife)

Health care institutions’ linkage with relevant organizations, would improve the responses to
victims of partner violence, but there is no such formal arrangement in the studied facilities to refer
IPV victim-survivors for further assistances.

“We do not have formal lines to refer intimate partner violence victims; we only treat visible
trauma and send them back home”. (Midwife)
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Other reasons given for the limited assistance provided by the HCWs were: the absence of IPV
on the items listing of the ANC chart, lack of guidelines on how to manage IPV, lack of skills and
knowledge on how to screen, and instructions on how to help, IPV victims. The following statements
substantiate their responses:

“Many times I met victims of partner violence with obstetric complications, but I did not
help them much, other than clinical management, I myself was even beaten by my husband;
I think IPV has nothing to do with ANC, because it is not listed in the ANC card, mainly we
focus on whether fetus is injured or not, and check fetal movement andheart rate”. (Nurse)

“I had a pregnant woman beaten by her husband to death, she started to have vaginal
bleeding, and then a dead fetus was expelled. We gave only medical care because there is
no guideline to follow, we do not know how to help, and we have no skill for managing it
(IPV)”. (Midwife)

“I met victims many times, especially I do remember a pregnant woman whose husband
is heavy Khat (stimulant) user and she told me that he sexually abused and made her to
sufferer throughout the night and caused her genital trauma but because it is not indicated in
the ANC card, I even do not know how to ask and help out”. (Nurse)

3.2. Reconciliation in IPV

Advising victims to calm down, asking them to bring their husbands to indirectly teach abusers
that IPV in pregnancy may affect the fetus (without mentioning what happens (the IPV) between the
couple) was strategies expressed by the HCWs. One of the reasons for this was that, because most
women had several children, leaving their husband holds many consequences, making advice of
reconciliation the only options:

“I usually advice victims to reconcile with their husbands, because children should not be
brought up without father”. (Midwife)

Women’s economic dependency on their husbands, being housewives with nowhere to go if
evicted from their house, were also mentioned by the HCWs when justifying advising victims of
reconciliation. Comments made by participants are illustrative:

“I met many victims, including pregnant partner violence victim women. As most of them
are economically dependent on their husband, I used to advise them to reconcile with their
husbands”. (Nurse)

“I met pregnant woman victim of IPV who developed complication as a consequence, I did
nothing, but referred her to specialized hospital, and dead fetus expelled then she got back
to her husband”. (Nurse)

Our study revealed partner violence is perceived to be widespread and not seen as a big deal by
many, including police officers. The participants in our study explained that if a woman resorts to
police and when the police realize that the perpetrator is her husband, they immediately refer her to
neighbors for reconciliation. Additionally, when the partner finds out his wife stepping to police, he
would even become more aggressive and fired her from home. In Ethiopia, there is no linkage or system
that allows HCWs reporting IPV to police that may assist them to hold perpetrators accountable for
their actions, further forcing HCWs to encourage reconciliation over reporting to police. The responses
reflect the community acknowledgement and attitude towards IPV, possibly related to the prevailing
male-dominated traditional values and gender norms. The following participant quote demonstrates
how police downplay IPV:
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“Survivors should not go to police directly, rather turn to their family, because if they go to
police things will get much worse. I think going to police has no importance, even perpetrator
may start joking on her and say let the police save you”. (Midwife)

In the discussion, we also discovered victim women’s previous experience of police deterring
women to resort to police assistance, and forcing HCWs’ to prefer reconciliation.

“I saw specially one woman severely beaten, I’ve never seen such incident in my life . . .
hmmm, and her flesh was visible. We advised her to go to police but she refused, because
she went to police previously and police referred her back to reconcile with her husband”.
(Midwife)

3.3. Changes in the Health Care Systems

The participating HCWs highlighted that IPV so far had not been given any priority by Ethiopian
government bodies or the community. In order to prevent IPV in pregnancy and its threats to pregnancy
outcomes, training and capacity building, developing and use of IPV intervention guidelines, and
women’s empowerment were emphasized by the HCWs.

Participants acknowledged the need to train HCWs, including health extension workers working
at the grassroots level in Ethiopia, on how to take care of pregnant women experiencing IPV.

“We need to be knowledgeable and teach the public about IPV and its consequences on
pregnancy like we do on birth preparedness and complication readiness”. (Nurse)

The need to develop and use guidelines to manage victimized pregnant women, along with clear
referral linkage with other resource centers help HCWs to adequately deal with IPV issues when
presented in the ANC setting was also stressed by the participants. HCWs claimed the absence of IPV
screening tools in the lists of ANC card as one of the reasons for not asking women about their victim
status and considering it as part of their responsibilities.

“We need to have clear guidelines, and IPV screening tools should be included in the ANC
and family planning cards so that we can assist victim survivors”. (Nurse)

The importance of raising public awareness about the harmful effects of IPV on pregnancy, the
current legislation and women’s rights related to IPV were highlighted. More specifically, the HCWs
emphasized that they need to have training on women’s rights related to IPV in order to be able to
assist, to advise victims on what to do and where to go when abused.

“Even we do not know about women’s rights properly, but if we had enough knowledge
about the issue, we could teach others”. (Nurse)

Empowering women through education, employment, and income-generating activities was also
emphasized by the participants to bring a sustainable national solution towards the prevention of
IPV. Participants particularly underscored the prevention and liberation of women from IPV requires
income-generating activities for women. They strongly recommended this, as most women in Ethiopia
are housewives and need to have their own earnings. One participant voiced:

“I would suggest a sustainable solution including short-term training especially for
housewives, in order to generate their own money”. (Nurse)

4. Discussion

This is one of few qualitative studies in East Africa addressing HCWs perspectives on IPV in
pregnancy [40,41]. The participant HCWs expressed a fear that IPV during pregnancy could discourage
victims to visit ANC centers and that it could result in obstetric complications such as bleeding and
abortion, which is in concert with international studies [26,42]. They also claimed that it is mainly
physical violence that gives adverse outcomes on pregnancy and gave their recommendations on what
could be done related to IPV during pregnancy and its adversaries.
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The HCWs in our study highlighted mainly physical adverse obstetrical outcomes on pregnancy
(bleeding and abortion), illustrating a knowledge gap related to the impacts of IPV on pregnancy in
general and the impacts of sexual and psychological IPV on pregnancy outcomes in particular. This is
supported by prior studies which noted that HCWs are more likely to focus on physical abuse to
respond to IPV and/or during prenatal care visits [43,44].

In this Ethiopian context, such response is not unexpected. There is a common proverb in
Ethiopian communities, “an insult never tear cloths” which support and illustrate the importance of
the physical harm of IPV. However, many studies illustrate the ongoing effect of psychological violence
(emotional torture, mental stress, or living under terror) can be as unbearable as physical brutality,
and consequently affecting pregnancy outcomes [45,46]. Similarly, not only physical IPV, but also
psychological, sexual IPV in pregnancy adversely affect maternal and fetal well-being. For instance,
women who are psychologically abused can be at a greater risk of postnatal depression, are more
likely to think about harming themselves and their infants [46,47], while emotional IPV is linked with
preeclampsia [26,48] and hypertension [26]. In line with the reflections of the HCWs in our study,
prior studies have documented the effect IPV has on maternal health service utilization [22,49,50],
illustrating that the impacts of IPV in pregnancy is multifaceted [42,51].

4.1. The Role of HCWs in Addressing IPV in Pregnancy

HCWs can help address IPV during pregnancy both through screening, provider-based counseling
and referral to legal or social services [52]. In the ANC setting, they have a unique opportunity to
identify women experiencing IPV, assess feto–maternal well-being, provide ongoing support [53,54],
and prevent complications. The 2013 clinical guidelines developed by WHO, recommend that health
systems responses to violence against women should be integrated within clinical care at all levels [53].
Contrary to this recommendation, most health sectors have been rather slow to integrate violence
against women into their routine practices [53,55–57]. The Ethiopian health system is no exception,
and is ill-equipped to deal with IPV, as emphasized by our informants.

Most women [58,59], are reluctant to disclose their experiences of IPV because of the traditional
gender attitudes and role perception, and possibly because of fear of further violence or other
consequences. As evidenced by our study, very few pregnant victims open up to health care
professionals after being brutally hurt. The HCWs participating in our study, shared feelings of
frustration and powerlessness to deal with abused pregnant women due to their limited knowledge,
responsibility and ability to provide any support, consequently limiting their role to obstetric and
medical care for those with visible trauma. The HCWs also feared that asking and talking about
abuse with the victims may cause unpredictable and harmful results, as it may open a ‘Pandora’s box’,
for which they had neither the skills nor the time to deal with. This is in line with an earlier study in
Norway that noted the midwives’ “fear of knowing” how to deal with a positive answer was one of
the barriers to asking pregnant women about their experiences of violence [60].

The participants in our study also stated how they did not feel mandated to help the IPV victims,
as it was not clearly indicated within the domain of health care. This is consistent with other studies
illustrating how many HCWs feel poorly prepared to ask questions about domestic violence or to
make appropriate referrals if abuse was disclosed [61,62]. Studies also demonstrated that most HCWs
never or seldom ask about abuse when a woman presents with injuries [63]. Another study found
that midwives perceived IPV as a non-clinical, social, and domestic problem that does not call for
their attention [40]. Likewise, studies elsewhere [64,65], and a recent study in Australia showed that
community health care professionals’ barriers to screening pregnant women for violence originated
from a lack of recognizing it as a part of their role [66]. This was enforced by lack of domestic violence
screening policies, lack of time, lack of resources, safety issues, and lack of confidence in undertaking
the screening and referral [66]. Contrary to this, a recent study in South Africa demonstrated that
HCWs were supportive to addressing IPV in the health care setting, including identification of and
responding to IPV in the antenatal care given appropriate training and referral system [19]. Another
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study in Serbia reported HCWs as willing to help victims of IPV, but that they did not know how [18],
demonstrating the gap between HCWs’ willingness to address IPV and the educational and training
resources needed.

4.2. Reconciliation in IPV during Pregnancy

The participants in our study highlighted that, although the IPV was brutal, the pregnant women
might rarely reveal their victim status to the HCWs. Apart from other reasons, the reconciliation
recommendations and actions of the nurses and midwives in our study might be affected by the
traditional community concepts related to IPV, including the social taboo of discussing family
matters with outsiders, the common belief in male superiority, and the complementary female
submissiveness [67], indicating how the respondents’ own cultural beliefs may influence their
professional attitude or actions regarding IPV [44]. There was a clear lack of concept related to
how to manage IPV in an ANC setting. IPV victim management requires addressing women’s
psycho-social needs, including respectful and non-judgmental listening; confidential interaction and
showing compassion; providing support information; referrals to specialist help; addressing safety
concerns, and so forth [68], in addition to good obstetric and medical care.

4.3. Systems Change in the Health Care Setting Is Imperative

The participant HCWs highlighted what could be done towards the prevention of IPV in
pregnancy and its consequences in Ethiopia, recommending systems change, specifically in health care.
The Ethiopian culture and religion do not encourage discussing or disclosing IPV with others [69],
nevertheless, the HCWs recommended several issues to be considered. This included public education
on the harmful effects of IPV on pregnancy. The government has a responsibility to raise public
awareness about the rights of women, as stipulated in the Ethiopian constitution. The HCWs
in conjunction with other relevant agencies should play a key role in the prevention of IPV during
pregnancy. It is also evidenced that in most high income countries, HCWs perform a primary prevention
and/or health promotion role in conjunction with other agencies [42,70,71], where information on IPV
are integrated in their routine health education messages and promoting of positive parenting [53].
A systematic evaluation of IPV prevention done in low and middle income countries, highlights the
potential effectiveness of structural interventions for IPV prevention [72], signifying that intervention
strategies for IPV should vary depending on the socio-cultural, economic and geographic contexts.

4.3.1. Training and Capacity Building

The need for training of the HCWs, including health extension workers (HEWs), and other
community health care workers in Ethiopia was emphasized by the participants of our study. Our
result is supported by the WHO report which states that community efforts and awareness-raising
play a key role in primary prevention [73], which can lead to increased demand for justice, care
for the survivors, and punishment for the perpetrators, particularly in settings where resources are
limited [74].

Raising the awareness of both the public and the HCWs about legislations on IPV as well as on
other women’s rights issues were also highlighted as a need by our study participants. Prior studies
demonstrate that training and strengthening of health systems through abuse assessment protocols,
capacity building, effective coordination between relevant agencies, and referral networks can enable
health care providers to better address violence against women in their practices [17,53].

4.3.2. Develop Intervention Guideline

The participants in our study suggested developing and including IPV screening tools in
the Ethiopian ANC chart/card, conducting short-term training for HCWs, creating comprehensive
legislation and guidelines on how to manage IPV in general and IPV in pregnancy more specifically,
as an imperative to properly assist pregnant victims. In concordance with our findings, other studies
recommend the incorporation of an abuse assessment protocol into the routine prenatal clinics as
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this increases the assessment, identification, and documentation and referral of abused pregnant
women [75,76]. Effective intervention in IPV also requires health care services linking with other
relevant sectors [69], including with police. But, participants in our study do not support reporting
IPV victim survivors to police and they are not mandated to do so, while there are countries (e.g.,
the US), obligating HCWs’ mandatory reporting of IPV to police [77]. However, such action requires
further risk and benefit analysis as it may escalate the rate of IPV and/or may not guarantee to a greater
safety and well-being of survivors and HCWs. Thus, a culturally sensitive and carefully designed
health systems’ response in addressing IPV in the ANC clinics will be an important step in achieving
sustainable impact towards improving maternal and infant health in the country.

4.3.3. Empowering Women

In our study, the participants underlined the need to produce a sustainable solution to prevent
IPV in pregnancy and liberate women from IPV by empowering them through education, employment,
and income-generating activities. This was especially recommended for housewives, in order for
them to generate their own money, which is in concert with other studies stating that empowered
women are less likely to experience IPV [78,79]. A recent study also demonstrated that a higher income
was associated with lower past-year physical IPV [80]. Among others, possible explanations for a
relationship between women’s empowerment and IPV might be that empowered women may have
more information on IPV, be more likely to make decision on their own life and thus more likely
to seek help from different sources. While disempowered women, including those having financial
constraints, have limited ability to access information and health care services [81]. This is reinforced
by the societal norms that encourages maintaining the marriage for the sake of children, family, and
better social positions or respect [69,82].

Most women in Ethiopia are economically dependent on their husbands [83], and have many
children which may force them to stay in abusive relationships. Women’s economic dependency on
their partners is also profoundly deterring many women to sending their abusive partner to prison [84].
Although the relationship between women’s empowerment and IPV are inconclusive, it can be argued
that, empowering women economically may encourage increased independence and consequently
help women to exit from their abusive relationship [85]. In fact, it may not be the sole solution to
protect women against IPV, but if combined with education and the transformation of cultural gender
norms that negatively affect women, along with providing other services, it may ultimately protect
women from IPV [79,86,87]. Additionally, empowering women and improving their status is of societal
importance and essential for achieving the national sustainable development goals [88,89].

4.4. Limitations and Strengths

To increase the validity of data and reduce bias, we requested verifications and/or corrections to
the notes at the end of each session, and used additional interviews when necessary. We accounted for
the researchers’ positionality by having two note-takers in addition to the interviewer in the room,
in this way minimizing the influence of the unique identities, experiences, and biases that researchers
bring to a given study [90]. Similarly, taking into account the nature of qualitative study, subject and
participants (i.e., the responses of female participants may be influenced by their own experience of
IPV), care was taken that the participants’ focused their responses on the objective of the study.

However, this study has also some limitations. The subject being studied is very sensitive and
shaped by social norms and values. Consequently, the participants may not have disclosed the real
scenario about the topic or may have provided biased information. As the majority of participants
declined to be taped, we did not record the interviews, but we tried to reduce these gaps by running
the sessions using the PI moderating the sessions and two note takers (to ensure the participants own
responses) who are familiar with the subject matter. The debriefing while discussing the notes with
the interviewee after the session was experienced as positive. Summary notes were developed by the
main researcher and the assistants immediately after each session.
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The gender of the informants was mainly women, and this might put some limitations on the
results. On the other hand, as the general profiles of the health care workers who engage in contact
with women are women themselves, we find the gender composition to be relevant for the research
question of the study.

As in most qualitative studies, our findings cannot be generalized to a larger population. However,
in accordance with the quality criteria of transferability, we argue that the knowledge obtained from
this study could be of interest for others in similar settings/contexts.

5. Conclusions

The analysis of our study highlights that Ethiopian HCWs encounter pregnant IPV victims
frequently, however, their understanding of the adverse impacts of IPV on pregnancy and their
professional response to IPV are limited. Improving the capacity of HCWs in addressing IPV in
pregnancy through training and subsequent capacity building could improve their knowledge base
and skills. The HCWs called for interventions aimed at advancing women’s empowerment through
education, employment, and income generating activities as means to prevent IPV in pregnancy and
its consequences. The informants also recommended that improving and linking the health sector
response with other relevant institutions, and incorporating IPV screening tools in the Ethiopian ANC
chart/card along with a clear guidelines, could alleviate IPV during pregnancy and its adverse impacts
on mother and fetus. Effectiveness studies of cross-sectorial complex interventions, aimed at reducing
IPV in Ethiopia, are also warranted.
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Appendices 
Appendix  I- Survey questionnaire for the quantitative study. UIO & Jimma University 

Tools prepared to collect information about IPV in pregnancy.  

Instructions for interviewers: Fill/tick in the format by interviewing participants. Make sure the 
respondents privacy is maintained (interview them in separate room, neither any one nor the 
partner is around) and assure them that their response is treated confidential. (you can take 
some information from ANC card as available) 
 

Part I. Socio-demographic and economic characteristics and Obstetric history of woman 

Q.No Questions Category (responses) Skip 

 Address  of client Kebele------ Higher--------- 
ANC Card No.___ 
Name of Facility______ 
Telphone No. _______ 

 

101 Age  in years ___________  

102 Current  residence 1. Urban 
2. Rural 

 

103 How old were you when you first get 
married?  

__________  

104 Type of  marriage 1. Family arranged marriage 
2. By choice 

 

105 Type of  relationship with your 
current partner 

1. Married  
2. cohabited 
3.  Boy friend 
4. Other, state________ 

 

106 No. of wives your husband has 1. Just you 
2. Two  
3.  More than two 

 

107 Childhood origin of residence? 1. Urban 
2. Rural 

 

108 Ethnicity you are identified with 

 

 

1. Oromo 
2. Amhara 
3. Gurage 
4. Kefa 
5. Dawro 
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6. Others (specify) __________ 

109 Religion 1. Orthodox 
2. Muslim  
3. Protestant 
4. Others, specify-------------- 

 

 
110 How long have you been living with 

your husband? 
1. Less than 1 year 
2. 2-4 years 
3. 5-10 year 
4. 10+ years 

 

111 Completed years of schooling ______  

112 Educational status  of woman 1. No education 
2. Read and write 
3. Primary cycles (1-8) 
4. Secondary (9-12) 
5. > 12  

 

113 Occupation of woman 

 

1. Gov’tal employee 
2. Housewife  
3. Private (merchant) 
4. Others state! ------------ 

 

114.a Do you generate income by yourself? 1. Yes 
2. No 

 

114 Average monthly income of  the 
woman 

 
------------------in birr 

 

 Obstetric history   

115 Gravida -------------  

116 Para ___________  

117 Gestational age in weeks 
(uterine height) of current pregnancy 

_________  

118 What was the gestational age at 1st 
ANC booking of the client? 

1. <  16 weeks 
2. After 16 weeks 
3. 24-28  weeks 
4. 30-32 weeks 
5. 36 and above 
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119 For which visit the client has come 
today?   

If she comes for  > 5 ANC  visit state 
why____ 

1. For the 1st visit 
2. For the 2nd visit 
3. For the 3rd visit 
4. For the 4th visit 
5. Five and above 

 

120 The current  pregnancy is: 1. Planned and or/wanted 
2.   Unplanned and or/ unwanted  

 

121 Number of live children you have 
currently 
(Qn. 122-124 applies for   
gravid > 2) 

_______  

122 What was the sex of your most 
recent child? 
 

1. Male 
2. Female 
3. NA 

 

122.1 Most recent child is currently alive? 
 

1. Yes 
2. No 

 

123.3 The outcome of your most recent 
birth  

1. Still Birth 
2. Live Birth  

 

123.4 The outcome of your most recent 
birth  

1. LBW 
2. Normal weight 

 

123.5 The outcome of your most recent 
birth  

1. Preterm birth 
2. Term birth 

 

124 Did you experience any 
complications during your most 
recent pregnancy 

1. Yes 
2. No 
 

 

124.1  If Yes,  to Qn 124 state the type of 
complication 

-----------  

125 HIV status 1. R 
2. NR 

 

126.a Did you face any medical, obstetrical, 
and or behavioral problem/s in the 
current pregnancy? 

1. Yes 
2. No 
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126 If Yes to Qn 126.a which of the 
following medical, obstetrical, and or 
behavioral problem/s the client has 
in the current pregnancy? 

1. Diabetes mellitus 
2. Cardiac disease 
3. Hypertension 
4. Vaginal bleeding  
5. Known substance use (alcohol 

drinking, smoking, and or khat 
chewing..) 

6. Other, state___ 

 

I.1 Socio-demographic and economic characteristics of husband/partner.   
127 Spousal Age ______________  

128 Husband’s  monthly income ____________  

129 Literacy status  of husband    1. No education 
  2. Read and write 
3. Primary cycles (1-8) 
4. Secondary (9-12) 
5. > 12  grade 

 

130 Occupation of husband 1.Gov’tal employee 
2.Private(merchant) 
3. Farmer 
4. Other state ---------- 
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Part II- History of IPV- Using Abuse Assessment Screening tools (AAS) 
S.N Tick  (√) under all that applies  Yes No 
201 Have you ever been (lifetime) emotionally or physically abused by your partner or 

someone important to you?  
  

202 Within the last year, have you ever been hit, slapped, kicked, or otherwise physically 
hurted by some one?      If No go to Qn No. 204                                 

  

202.1  If Yes to Qn 202, who? (Circle all that apply)  
 a. Husband 
 b. Ex-Husband 
 c. Boyfriend  
d. Stranger. 
 e. In laws , circle  which one  (mother in-law, father in-law, sister in-law, brother in-law) 
 f. Multiple  

  

202.2 Total # of times: ______   
203 Since you’ve been pregnant (current pregnancy), have you been slapped, kicked, or 

otherwise physically hurt by someone? 
  

203.1 If Yes to Qn 203, by who?  (Circle all that apply)  
a. Husband 
 b. Ex-Husband 
 c. Boyfriend  
d. Stranger  
e. Other, state_______  
f. Multiple 

  

203.2 If Yes to Qn 203 ,  total # of times ________   

203.3 If Yes to Qn 203 , mark the area of injury  

on the body map.____ 
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203.4  Score each incident according to the following scale: 
 
 1 = Threats of abuse including use of weapon __________  

2 = Slapping, pushing; no injuries and/or  

          lasting pain                                              __________  

3 = Punching, kicking, bruises, cuts and/or  

      continuing pain                                           __________  

4 = Beating up, severe contusions, burns  

        broken bones                                             __________  

5 = Head injury, internal injury, permanent  

         Injury                                                         _________  

6 = Use of weapon (gun, knife); wound from weapon         __________ 

 

  Yes No 

204 Within the last year, has anyone forced you to have sexual activities?    

204.1 If Yes to Qn 204, who?  (Circle all that apply)  
 1. Husband 
 2. Ex-Husband 
 3. Boyfriend  
4. Stranger  
5. Multiple  

  

204.2 Total # of times ___   

205 Are you afraid of your partner or anyone listed above?    

206 Within the last year have you been insulted, belittled, constantly humiliated, 
intimidated (e.g. destroying things), threatened of being harmed, threatened 
to take away your children? 

  

207 Within the last year have you been controlled by your partner?  Yes No 

207.1 If yes, to Q 207 which type of controlling imposed on you? 
1.Isolating you from your family and friends 
2.Monitoring your movements 
3.Restricting you to access to financial resources 
4.Restricting you from employment, education or medical care  
5. two or more type of controlling 

  

NB: Question No. 206 is included to measure psychological violence as it is not included in the AAS in 
behavioral terms separately and No. 207 is included because it is missed in the AAS. 
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Part III- Previous History of IPV  

301 How would you classify your relationships with your 
partner? 

1. Trusting supportive and  
respectful  

2. Makes you anxious, 
disrespectful and/or 
constantly threatening 

302 Do you consider partner abuse (physical or psychological 
or sexual or all) as violence? 

1. Yes 
2. No. 

303 Have you ever been exposed to any violence by the 
current partner before pregnancy? 

1. Yes 
2. No. (If  No go to 306)  

304 If you have ever been exposed to any IPV before 
pregnancy (Yes to Q303), what will you say about the 
frequency of IPV in the current pregnancy?   

1. Increased 
2. Decreased 
3. The same 
4. free of  violence  

305 Where did you turn in the incidents? 
If you keep silent, and /hide it, state, why_______ 

 

1. Your family 
2. Your neighbours 
3. Your religious father 
4. Keep silent 
5. Other, state______ 

 
306 Were you exposed to violence in most recent 

pregnancy? (for those Gravid 2+) 
1. Yes 
2. No. 

307 If Yes, to Q306, which type of intimate partner violence were you exposed? 
1. Physical (slapped, kicked, or otherwise physically hurt) 
2. Psychological (insulted, belittled, constantly humiliated, intimidated) 
3. Sexual (forced you to have sexual activities) 
4. two or more of the above violent acts 
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 Part IV- Factors contributing to IPV ( based on Social Ecologic Model) 
 Societal related  factors Yes No 
401 Are there strict traditional gender norms in your society? (ex, women should stay at 

home, should be submissive, men should be tough….) 
  

402 Is violence accepted in your society?   
403 Is violence in your society used as a means to settle interpersonal conflicts?   
404 Does the society you live with have supportive attitudes of wife beating?   

405 Does the society you live in regard violence as a notion of masculinity? 
(ex,  a real man disciplines his wife) 

  

406 Are there strict gender role differences between the two sexes in the society? 
 ( ex. Cooking is a women’s responsibility) 

  

 Community factors   
407 Are there men’s group that condone or legitimize men’s violence in your community   
408 Do you feel isolated from your community?   
409 Are you living in a community where there is no social support for victims of violence?   
410 Do most of the members of your community have low socioeconomic status or suffer 

financial problems? 
  

411 Are there many unemployed people in your community?   
 Relationship/family factors  
412 Would you consider that you have marital conflict?   

413 Is your household property/wealth controlled by your husband?   

414 Is decision making in your family controlled by your husband?   

415 Is communication difficult with your husband?   

 Individual Factors  
416 Were you abused in your childhood?   

417 Were you witness marital violence in your childhood?   

418 Have you lost your father in your childhood?   

419 Did you have rejecting father in your childhood?   

420 Was your husband abused in his childhood?   

421 Did your husband witness marital violence in his childhood?   

422 Has your husband lost his father in his childhood?   
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Adapted from: Researching Violence against Women: A Practical Guide for Researchers and Activists/ Mary 
Ellsberg, Lori Heise, WHO, PATH, 2005 and WHO, 2012. 

 
Thank you for taking your time and responding to our questions. 
 
Name and signature of the consenting interviewer ________Date__________ 
 
Supervisor’s name & Signature_____________________ 
Date________ 

423 Did your husband have a rejecting father in his childhood?   

424 Does your husband use alcohol /Khat /smoking or all?   

425 Does your husband have mental health, or personality problems?   
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Appendix  II- The Qualitative data collection tools 

UiO and Jimma University 

Interview guide on perceptions and response of IPV in pregnancy, Jimma town, Ethiopia, (For 
Health care workers) 
 
To begin with: 
It is quite common that there is disagreement between couples. However, women often 
become victims of a conflict if they are subjected to violence. This study is designed to map 
perceptions of relationship violence in pregnancy and collect key stakeholders suggestions for 
solutions. Whatever you say is important to us, please feel free to share your opinion. You can 
also withdraw any time without any consequences. We really want to assure you that your 
response will be treated confidential and only used for research. 
 
Participants’ characteristics 

 Age- 

 Sex- 

 Marital status - 

 Religion - 

 Occupation-  

 Level of Education- 

 Service years 

 
1. Can you describe the traditional perceptions of intimate partner violence (IPV) in the 

community?  
 

2. Is  IPV is accepted/not accepted in the community, why?, In which situation, persons, age -- 
 

3. Why do you think IPV happens in the community? 
 

4. As a leader/professional what are your perceptions/views on IPV? 
 
 

5. Is there any kind of violence that you don’t consider as acceptable/unacceptable, your 
views)? 

 
6. As a leader/professional can you describe any role you have or could have related to IPV? 
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7. What is your personal perception on IPV change in pregnancy? 

Why? 

 
8. Could you please reflect on your encounter with women or pregnant women exposed to 

abuse/violence?  

 Research has demonstrated that IPV is associated with increased chronic diseases, diabetes, 
hypertension, heart disease and mental health issues among the victims. If a woman is 
pregnant it is associated with complications, poor pregnancy outcomes and even death of 
mother and child. In families where IPV is prevalent it also impacts children and their health, 
also their health as adults (discuss this at last).  

 
9. Based on this data what do you think should be done to reduce IPV? 

10. Do you routinely ask pregnant women if they have been exposed to IPV? Have you ever 

treated a woman after IPV in the ANC?  

11.  What kind of examinations? How do you support them? If No, why not?  

12. Are there any guideline/ Standards for Medical management of IPV in pregnancy available 
to you? 
 

13. Have you participated in any IPV training? If yes when and where?  

14. Where would you send IPV victims after having treated them?       

15. Finally, in your opinion, what if anything should be done about IPV in your community? 
        

       Thank you for your contribution 
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Interview guide, 

(For judges and police officers, Women affairs, and Religious leaders)  
 
To begin with: 
It is quite common that there is disagreement between couples. However, women often 
become victims of a conflict if they are subjected to violence. This study is designed to map 
perceptions of IPV in pregnancy and note key stakeholders suggestions for solutions. Whatever 
you say is important to us, please feel free to share your opinion. You can also withdraw any 
time without any consequences. We really want to assure you that your response will be 
treated confidential. 
 
Participants’ characteristics 

 Age- 

 Sex- 

 Marital status - 

 Religion - 

 Occupation-  

 Level of Education- 

1. Can you describe the traditional perceptions of intimate partner violence (IPV) in the 
community? 

 
2. Why do you think IPV happens in the community? 

3.  IPV is accepted/not accepted in the community? 
 In which situation, persons, age ------- 
 

4. Is there any kind of violence that you don’t consider as acceptable? 
When would you say it is unacceptable?/abuse__- 
 

6. As a leader/professional can you describe any role you have or could have related to IPV? 
 

7. As a leader/professional what are your perceptions/views on IPV? 
 

8. What is your personal/professional perception on IPV change in pregnancy? Why__ 

9. Could you please reflect on your encounter with women or pregnant women exposed to 

abuse/violence? 
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o What did you do? 

o Where do you think victims should turn after an incident? 

      Family, neighbors, religious fathers, health care workers or….. 

10.  Do you think that incidents of IPV in pregnancy should be reported to the police?, why?_____ 
 Research has demonstrated that IPV is associated with increased chronic diseases, diabetes, 

hypertension, heart disease and mental health issues among the victims. If a woman is 

pregnant it is associated with complications, poor pregnancy outcomes and even death of 

mother and child. In families where IPV is prevalent it also impacts children and their health, 

also their health as adults (discuss this at last).  

11.Based on this data what do you think should be done to reduce IPV? 

12. Is there any training available to you and your colleagues how to handle the situation of 

IPV?   

 Have you attended such training?, 

 Would like to attend in the future? 

9.  Is there a legislation related to IPV? Could you tell which….. 

10. Does your work site have any protocol to handle IPV? Yes/No,  

if yes, describe what, how…… 

13. Could you please reflect on your encounter with abused women and or abused  

   pregnant women? 

14.  Number of women or pregnant women victim of IPV seen at your office 

station/month/year (see records) 

15. What was the next step or referral practice taken 

To health institution, 

To police, or other, state_____ 

16.Is there anything women leaders can do to reduce IPV? (refers to Women Leaders) 

17. Do women’s support networks exist to help survivors? 

18. What does Christianity/Islam teach about violence in marriage?   (to Religious            

Leaders)  

Thank you for your contribution. 
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1. Introduction 
This training manual is developed to guide the training of field staff (data collectors and supervisors) for 
the research project: Intimate Partner Violence in Pregnancy. The quality of the data collected during a 
survey depends on the quality of the field work and the data collection staff is the backbone of data 
collection effort.  This in turn, depends on the ability of data collectors recruited, the training they 
receive, and how well they collect the data. Similarly, the process of interviewing people to collect data 
involves a number of skills. Without these skills, the quality of the data collected can be affected.  To 
ensure that the data collection is consistent and accurate, it is important to train data collectors. In 
general training enumerators ensure the quality of data collected, minimize biases from non sampling 
errors (response error, reporting unit and item non response), reduce respondents’ burden and 
preserve the confidentiality of collected data. 
 
This manual will emphasize the importance of training enumerators and explain the topics to be 
included in their training program.  Various skills and techniques to be taught to enumerators as well as 
data collection methods and techniques are also described. The manual is divided into different 
sections: The first sections stated; Introduction, the objectives of the training, and the rationale and 
objectives of the research. Understanding the rationale and objectives is important because it may help 
to justify participation to potential respondents and thus motivate persons to join the study or to 
provide valid and complete information.  Following these: Field work, data abstraction and completion, 
data quality control, ethical issues, training Schedule are highlighted. The roles and responsibilities of 
data collectors and supervisors are also stated. Monitoring and supervision procedures are also 
reflected. The training will take three days.  
 
2. The objectives of the training 
At the end of this training participants will: 

 Explain the objective of the research project   
 Discuss key training topics and how it is conducted 

(*to familiarize the trainees with the purpose of the survey questionnaire, and the instructions 
for its filling).  

 Identify their roles and responsibilities  
 Describe  the  research ethics (participant  privacy, confidentiality and safety) 
 Collect  consistent and high quality data  
 Keep confidentiality of the data collected. 
 

3. The rationale and objectives of the research 
3.1 The Rationale of the research project 

In Ethiopia, Women are: less educated least benefited, early marriage, polygamous unions and 
patriarchal culture are deep rooted tradition in many Ethiopian communities and all these might be the 
conditions perpetuating IPV as Ethiopia is one of the highest (71%) IPV prevalent countries. Intimate 
partner violence (IPV)- refers to a behavior by an intimate partner or ex-partner that causes physical, 
sexual or psychological harm, including physical aggression, sexual coercion, psychological abuse and 
controlling behaviors ( WHO, 2014). 
 
Pregnancy does not prevent the occurrence of intimate partner violence. IPV may commence or escalate 
in pregnancy.  IPV in pregnancy appears to be a more frequent occurrence than other recognized 
obstetric complications for which women are routinely screen. Recently, attention has focused on IPV 
during pregnancy due to its prevalence and adverse health consequences. 
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Global prevalence estimates of IPV in pregnancy- ranged  3-30 %,  Intimate partner violence (IPV) in 
pregnancy appeared to be high in Africa and in Ethiopia, A systematic review of 13 studies in African 
countries revealed the prevalence of IPV during pregnancy ranged from 2% to 57 %. However, much has 
not been done in Ethiopia. Few recent, local studies done showed; 23% and 32.2 % of pregnant women 
experienced intimate partner violence during current pregnancy. 

IPV during pregnancy is associated with adverse health outcomes for the mother and child, thus it 
requires coordinated response from multiple sectors including researchers. Therefore this study can be 
considered as a window of opportunity-extended RH service (health workers to screen pregnant women 
for IPV and lead to effective intervention and referrals), contribute to the knowledge, fill the gap, inform 
policy and is a potential for intervention. 
 
3.2 Objectives of the research 
 To identify the prevalence of IPV in pregnancy.  
 To identify the factors contributing to IPV in pregnancy operating at the different levels. 
 To examine the link between IPV and initiation of Antenatal care (ANC)  

 
4. Field work (data collection procedures and selecting field workers) 
Field workers (data collectors)-  In this data collection process, female midwives and nurses who can 
speak both working and local language (Amharic and Afan Oromo),  have been working at the same 
institution, inspire trust, will be selected to collect the data. This will help us to make participants more 
comfortable and disclose their experience of violence as they trust them more than anyone else. It is 
also generally believed that female interviewers are more successful in eliciting personal information 
from women and have experience in discussing sensitive issues. These fieldworkers share some cultural 
background with informants but do not belong to the same village or neighborhood, so that the 
respondents may feel more confident that the information they share will not get back to others. This 
intern highlights the importance of using carefully selected and appropriately trained female 
interviewers. In order to increase the knowledge and skill of data collectors brief introduction on: IPV, 
IPV in pregnancy, Objectives of the research and how to collect data will be given to them.  
  
How to approach gate keepers: initially, the gate keepers of each institutions (CEOs, medical directors, 
heads of the health centers…etc) will be contacted by PI, supervisors and data collectors. Following this 
the purpose of the research will be explained while handing in the ethical approval letters. The heads of 
each facility will also be requested to arrange a separate room for the data collection process so as to 
keep the privacy and confidentiality of participants as well as the safety of data collectors and 
participants.  

5. Data abstraction and completion   

The data collection format will have four parts: 

Part I-Socio-demographic, Economic characteristics and Obstetric history 

 history of woman; and socio-demographic history of husband/partner  

Part II- History of Intimate partner violence (IPV)- Using Abuse Assessment Screening tools (AAS). 
Part III- Previous History of IPV 
 
Part IV-Factors contributing to IPV based on the Social Ecologic Model. 
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 This session will be practical. The trainer and trainees will use the actual data collection format. 

Detail explanation will be given on how to fill each data element. 

 

  

  

 
 

6. Data Quality Control 
In order to maintain the quality of the data the following procedures will be followed:  
During data collection to prevent incomplete and inconsistent responses, the researcher and supervisors 
will supervise and counter check completed questionnaires. In order to enhance the IPV disclosure, data 
collectors will be trained on the ways of increasing disclosure such as: data collectors should show 
respect, interest and appreciation for their respondent’s participation; interviewing participants in a 
private room, asking clear and direct questions, use non judgemental words, conducting the interview 
without partner, friends, or relatives present. A code (sign) will be made on those participant women’s 
ANC card to avoid repeated interview of the same women coming at different dates during the study 
period.  
 
Moreover, supervisors will be closely following the data collection process, meet and support data 
collection process and data collectors will report their activities at the end of each data collection day 
through phone. A short meeting including the PI, local supervisors and data collectors will be held at the 
end of each data collection week to discuss challenges and their solutions.  Randomly selected 5-10 % 
sample of the collected data will be counter checked against the ANC charts and participants in the next 
visit. If there is discrepancy between the data collected and the actual, supervisors will find out (whether 
intentional, negligence or misunderstanding) and take immediate corrective measures accordingly. 
However, if the problem is repeated and or the observed discrepancy is big, the data collected by that 
particular data collector will be discarded and the contract will be terminated. Data collectors will also 
perform data quality assessment (accuracy and completeness), on 5% of the data collected each day 
(how to assess accuracy and data completeness will be discussed during the training). 
 
6.1 Supervision and monitoring 
Supervisors will be in charge of supervising the data collection and of coaching data collectors during the 
task. This is part of the ongoing evaluation process, which could also include regular meetings with data 
collectors. They will also contact the data collectors at any time, by telephone and direct contact, to 
receive clarifications about procedures or to agree how to solve difficulties which might arise during the 
data collection process (including clarifications about questions in the questionnaire). Throughout the 
data collection process, supervisors will perform supportive supervision, monitor the completed 
questionnaires daily and assess the quality of data collected. Challenges faced will be discussed and 
immediate remedial actions will be taken. 
 
7. Ethical issues 
Since the subject of the study is sensitive and address sensitive cultural and ethical issues; the following 
care will be taken: 

Group Exercise 1: Demonstration and return demonstration of data collection using 
questionnaire.

Group Exercise 2: Role play” and then mock interviews by each data collectors.     
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 Interview will be done in a separate room where conversation between data collector and 
participant will not be overheard as well as without partner, friends, or relatives except children 
< 3 years of age present.  

 Confidentiality and privacy will also be adhered to keep the women’s safety and increase the 
rate disclosing violence; only Keble, card No. and Telephone No. will be collected on the 
questionnaire.  

 Informed written and verbal consent of respondents’ will be obtained before the data 
collection. 

  Counseling about IPV will be provided to all the survivors and information will also be given 
about the centers where they can be supported.  

 Study participants will also be contacted using phone call for any concerns. 
 

8. Training Schedule 

Table 1. Data Collectors and Supervisors Training Schedule   

Day 1 
Facilitators:  
Methods: Interactive lecture, Demonstration, Group discussions, Role play, Mock 
interview. 

Time Activity Presenter 

08:30 – 09:00 Registration Assistants 

09:00 – 10:20 Introduction of participants to each other   
10:20-10:35 Coffee Break  

10:35-12:30 

Introduction to training 
 Rationale and objective of the research 
 Overview of  IPV  

 Suggestions, questions and answers 

PI 
 
Participants 

12:30 – 13:30 Lunch Break 
13:30 – 15:30  How to introduce self to research participants 

o How to increase disclosure  

15:30 – 16:00 Coffee Break 
16:00 – 17:20 Group work presentation and discussion  
17:20 – 17:30 Wrap up and daily evaluation  

Day 2 
Facilitators:  
Methods: Interactive lecture, Group Work, Discussions 

Time Activity Presenter 

08:30 – 08:45 Recap of day 1 Recap team 

08:45 – 10:30 How to fill the data collection format   

10:30 – 11:00 Coffee Break 
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11:00– 12:30 How to fill the data collection format  

12:30 – 13:30 Lunch Break 

13:30 – 15:30 
How to maintain data quality  

How to check data quality 
 

15:30 – 16:00 Coffee Break 

16:00 – 17:20 
Supportive supervision  

Ethics and confidentiality  
 

17:20 – 17:30 Wrap up and daily evaluation Participants 

Day 3 
Facilitator: PI and two other research assistants 
Method: Field work   

Time  Activity  Presenter  

08:30–10:30 Group work (exercise on each other), data collection  using 
questionnaire 

Participants  

10:30-12:30 Presentation of challenges and discussion  

12:30–13:30 Lunch break   

13:30–15:30 Role play-mock interview using questionnaire Participants  

15:30-16:00 Challenges, concerns, discussion and way forward  
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