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ABSTRACT 

Intimate partner violence (IPV) around the time of pregnancy is known to have multiple 

detrimental consequences for the health and welfare of the mother, the developing fetus 

and the newborn infant. While results from past research suggest much continuity of 

IPV, it is unclear whether pregnancy interrupts or augments these patterns. Furthermore, 

the influence of pregnancy may depend on the type of IPV women experience. Little is 

known about how physical, sexual, and psychological IPV changes and overlaps 

throughout a woman’s transition to parenthood. Given the potentially profound effects 

that IPV during pregnancy can have on the physical and mental wellbeing of women 

and their children, it is important to understand the impact of IPV on pregnant women’s 

health-seeking behaviour in low and middle-income countries including Bangladesh. It 

is also unclear how the experience of IPV before, during, and after pregnancy affects 

women’s psychological health during the postpartum period. Additionally, IPV during 

pregnancy may compromise women’s exclusive breastfeeding (EBF) efforts, which can 

further compromise the health of their newborn. Understanding the patterns, correlates 

and consequences of IPV around the time of pregnancy has important theoretical and 

clinical implications. The present study, therefore, examines the prevalence, co-

occurring nature, changing patterns, potential correlates for; and the consequences of 

physical, sexual, and psychological IPV around the time of pregnancy amongst a 

sample of women in Bangladesh.  

Cross-sectional survey data were collected between October 2015 and January 

2016 in the Chandpur district of Bangladesh from 426 new mothers, aged 15–49 years, 

who had at least one child six months of age or younger. Postpartum mothers who 

visited vaccination centres to receive their children’s vaccinations constitute the 

sampling frame. IPV was assessed with a validated set of survey items. Multivariate 

logistic regression models were used to estimate the association between IPV and the 
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outcome variables, adjusted for socio-demographic, obstetric and reproductive, and 

psycho-socio-cultural confounding factors. 

The results indicate a notable continuity in IPV victimisation before, during, and 

after pregnancy. Physical IPV is the only type to exhibit a significant reduction during 

pregnancy and post-partum, compared to before pregnancy, but it commonly overlaps 

with psychological IPV, which shows little change throughout this period. The 

prevalence of physical IPV before, during, and after pregnancy was 52.8%, 35.2%, and 

32.2%, respectively. The comparative figures for psychological IPV were 67.4%, 65%, 

and 60.8%, and for sexual IPV were 21.1%, 18.5%, and 15.5%, respectively. Physical 

violence appears to diminish slightly during and after pregnancy. At the same time, 

pregnancy and childbirth offer little protection against IPV for women in relationships 

characterized by psychological or sexual victimisation, both of which commonly 

overlap with physical IPV. Furthermore, physical and/or psychological IPV prior to 

pregnancy are important risk markers for continued exposure during pregnancy and 

beyond. 

Women who report limited social support and have controlling husbands are at 

significantly increased risk for all three types of IPV during pregnancy. Women who 

cling to traditional gender roles and those with low self-esteem exhibit increased risk for 

physical and psychological IPV during pregnancy. Psychological IPV during pregnancy 

is also correlated with low decision-making autonomy and childhood exposure to 

violence. Women whose husbands demand a dowry at marriage are at increased risk of 

sexual IPV during pregnancy. 

Almost 70% of the women surveyed reported patterns consistent with delayed 

entry into prenatal care. Accounting for the influence of other covariates, women who 

experienced physical IPV during pregnancy were 2.61 times more likely (95% CI 

[1.33–5.09]) to have delayed entry into prenatal care than their counterparts who did not 

report physical IPV. Neither sexual nor psychological IPV victimisation during 
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pregnancy was linked with late entry into prenatal care. Both gender role attitudes and 

levels of autonomy mediate the effect of IPV on prenatal care. The results suggest that 

the high rates of IPV in Bangladesh have effects that can compromise women’s health-

seeking behaviour during pregnancy, putting them and their developing fetus at risk. 

Approximately 35.2% of this particular group of women experienced 

postpartum depression (PPD) within the first six months following childbirth. The odds 

of PPD, controlling for confounders, were significantly greater among women who 

reported exposure to physical (AOR: 1.79, 95% CI [1.25–3.43]), sexual (AOR: 2.25, 

95% CI [1.14–4.45]) or psychological (AOR: 6.92, 95% CI [1.71–28.04]) IPV during 

pregnancy as opposed to those who did not. However, both before and after pregnancy, 

only physical IPV evidences a direct effect on PPD. The findings confirm that exposure 

to IPV significantly increases the odds of PPD. The association is particularly strong for 

physical IPV during all periods and psychological IPV during pregnancy. 

While the initiation rate of breastfeeding was 99.3%, at the time of the woman’s 

interview the overall EBF rate had fallen to 43.7%. Based on the adjusted model, 

women who experienced physical IPV (AOR: 0.18, 95% CI [0.08–0.42]) after 

childbirth, women who reported childhood sexual abuse (AOR: 0.33, 95% CI [0.14–

0.80]) and PPD (AOR: 0.22, 95% CI [0.10–0.45]) were significantly less likely to 

exclusively breastfeed their infants than those who had not reported these experiences. 

Moreover, women with an intended pregnancy and high social support exhibited a 

higher likelihood of EBF. 

The results reinforce the need to conduct routine screening during pregnancy to 

identify women with a history of IPV and to be able to offer help and support. 

Healthcare professionals involved in obstetrics and midwifery need to be aware of the 

risk factors of IPV during pregnancy, to be able to identify women who may be at risk 

for delayed entry into prenatal care, experiencing postpartum depression and early 

termination of exclusive breastfeeding, and to be able to offer them necessary support.  
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Chapter 1 

Introduction 

 

Intimate partner violence (hereafter referred to as IPV
1
) is an ongoing challenge 

that spans families, communities, and nation states. The issue is multidimensional and 

has many consequences. An important component of understanding the impact and 

consequences of IPV relates to its intersection with pregnancy. 

This chapter introduces the social and health problem of IPV, identifies gaps in 

the research that examines IPV around the time of pregnancy, particularly in 

Bangladesh, and presents the aims of the current research. It also provides a layout of 

the dissertation.  

1.1 Contextualising the problem 

Pregnancy has been described as a major life-changing event for women, 

introducing a range of new challenges (Bost, Cox, Burchinal, & Payne, 2002). 

Culturally, pregnancy is often viewed as a time of happiness and expectancy in 

women’s lives, with the welcoming of the next generation and the growing anticipation 

of the joys a new child will bring to the family (DiPietro, Hilton, Hawkins, Costigan, & 

Pressman, 2002; Ogbonnaya, Kupper, Martin, Macy, & Bledsoe-Mansori, 2013). 

However, pregnancy can also be a stressful and anxiety-provoking life event (Bondas & 

Eriksson, 2001). For some women, it may well pose a maturational crisis they are ill 

                                                           
1
 The most common terminologies used to indicate IPV include domestic violence/abuse, gender based 

violence, violence against women, family violence, spouse/partner violence, spousal abuse/assault, wife 

beating and battering (Garcia-Moreno, Heise, Jansen, Ellsberg, & Watts, 2005; Krug, Mercy, Dahlberg, & 

Zwi, 2002). This research will focus on IPV that is perpetrated against a wife/woman by a current 

intimate male partner. 
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prepared for (Bondas & Eriksson, 2001). Regrettably, pregnancy can also introduce an 

increased risk for experiencing intimate partner violence (IPV) for millions of women of 

reproductive age worldwide (Chang et al., 2005; Devries et al., 2010; Garcia-Moreno & 

Watts, 2011; James, Brody, & Hamilton, 2013; Kendall-Tackett, 2007). IPV is the most 

frequent form of violence against women and includes acts of physical, sexual and 

psychological coercion, as well as controlling behaviours by a current or former 

intimate partner or husband (World Health Organization (WHO), 2013). 

Home is often considered a safe haven for women and children, where there is 

physical and psychological safety, trust and care (Fisher et al., 2013). However, 

experiencing partner violence is a complete contravention of this, and turns what should 

be a place of safety into an environment characterised by threat, fear, and victimisation 

(Dobash & Dobash, 1979). Partner violence occurs among all socio-economic, 

religious, cultural backgrounds, heterosexual or same-sex couples, and perpetration can 

be bidirectional (Campbell et al., 2002; Ellsberg, 2006; Krug, Dahlberg, Mercy, Zwi, & 

Lozano, 2002; Watts & Zimmerman, 2002). Even so, it is well established through 

research that the physical and emotional consequences of IPV are most acute for women 

(Black et al., 2011; Islam, Broidy, Baird, & Mazerolle, 2017b; Ludermir, Lewis, 

Valongueiro, de Araújo, & Araya, 2010). While estimates vary widely, population-

based studies indicate that anywhere from 15 to 71% of women experience IPV 

worldwide (Ellsberg & Heise, 2005; Garcia-Moreno, Jansen, Ellsberg, Heise, & Watts, 

2006). A recent meta-analysis that included studies from the United States, as well as 

from other developed and developing countries, established the prevalence of IPV 

during pregnancy to be between 4.8 and 63.4% (James, Brody, & Hamilton, 2013). The 

wide variation in IPV prevalence estimates among studies may be due to differences in 

methodology and definitions used, and cultural aspects which make comparisons 
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difficult (Jasinski, 2004; Jeanjot, Barlow, & Rozenberg, 2008; Taillieu & Brownridge, 

2010). Although there is no conclusive evidence that women who are pregnant are at 

greater risk for IPV victimisation (Campbell, Garcia-Moreno, & Sharps, 2004; Devries 

et al., 2010; Macy, Martin, Kupper, Casanueva, & Guo, 2007; Saltzman, Johnson, 

Gilbert, & Goodwin, 2003), evidence suggests that a significant number of women are 

exposed to IPV at this vulnerable period (Devries et al., 2010; Taillieu & Brownridge, 

2010). 

IPV has multidimensional and consequential impacts on women. It affects 

women’s physical, sexual, mental and reproductive health (Donovan, Spracklen, 

Schweizer, Ryckman, & Saftlas, 2016; Garcia-Moreno, Jansen, Ellsberg, Heise, & 

Watts, 2006; Plichta, 2004; Trabold, Waldrop, Nochajski, & Cerulli, 2013), and well-

being (Krantz, 2002; Riger, Raja, & Camacho, 2002). IPV damages women’s capacities 

to pursue education and work (McCloskey et al., 2007; Nurius et al., 2003), resulting in 

increased risk of poverty, divorce, and unemployment (Byrne, Resnick, Kilpatrick, 

Best, & Saunders, 1999; Salomon, Bassuk, & Browne, 1999). Alongside its physical 

and emotional impacts, in the United States victims of IPV have also lost approximately 

eight million days of paid work yearly, equivalent to 32,000 full-time jobs lost (National 

Center for Injury Prevention and Control, 2003). Each year IPV costs the US economy 

$12.6 billion (WHO, 2004), and the Australian economy $13.6 billion (Australian 

Bureau of Statistics (ABS), 2013). Homicide is the most extreme consequence of IPV 

(WHO, 2011), and during pregnancy, IPV poses a grave risk to two lives – both the 

mother and unborn baby. 

IPV during pregnancy is a crucial public health risk and has implications for the 

health and welfare of the mother, the developing foetus, and the newborn infant, during 

gestation, birth and postpartum periods (Cha & Masho, 2014; de Jager, Skouteris, 
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Broadbent, Amir, & Mellor, 2013; Islam, Baird, Mazerolle, & Broidy, 2017; Kendall-

Tackett, 2007; Lau & Chan, 2007; Leneghan, Gillen, & Sinclair, 2012; Liou, Wang, & 

Cheng, 2014; Trabold, Waldrop, Nochajski, & Cerulli, 2013). Direct health 

consequences of IPV include increased risk of unwanted pregnancy, and during 

pregnancy preterm birth, miscarriage (Donovan, Spracklen, Schweizer, Ryckman, & 

Saftlas, 2016), low birth weight (Bonomi et al., 2006; Dillon, Hussain, Loxton, & 

Rahman, 2013), emotional distress, depression, anxiety, posttraumatic stress disorder 

and low self-esteem (Howard, Oram, Galley, Trevillion, & Feder, 2013; Yoshihama, 

Horrocks, & Kamano, 2009). Indirect health consequences include substance abuse 

(Datner, Wiebe, Brensinger, & Nelson, 2007; Lipsky, Holt, Easterling, & Critchlow, 

2005; Sarkar, 2008), restricted access to antenatal care (Bailey & Daugherty, 2007; Cha 

& Masho, 2014), insufficient weight gain during pregnancy (McFarlane, Campbell, 

Sharps, & Watson, 2002; Shadigian & Bauer, 2004), disturbances in maternal-child 

bonding (Janssen et al., 2003; Sharps, Laughon, & Giangrande, 2007; Trabold, 

Waldrop, Nochajski, & Cerulli, 2013) and early cessation of exclusive breastfeeding 

(Islam, Baird, Mazerolle, & Broidy, 2017; Taveras et al., 2003). IPV related homicide is 

the leading cause of maternal mortality (Chang, Berg, Saltzman, & Herndon, 2005; 

Cheng & Horon, 2010), accounting for 13–24% of all deaths among pregnant women 

(Plichta, 2004). Once considered a family matter, IPV is now increasingly recognised as 

a significant social problem, a critical global health concern and a fundamental violation 

of women’s human rights (WHO, 2013). 

IPV generally occurs in private, and victims often fear that reporting will 

increase their risk of potential harm, leaving many instances of IPV unreported (Flury, 

Nyberg, & Riecher-Rössler, 2010; Keeling & Mason, 2011). Additionally, women 

consider the trade-off between suffering from IPV and tarnishing their social reputation, 
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which may contribute to low reporting levels (Khatun & Rahman, 2012). During the 

past two decades, there has been a dramatic increase in the scope and breadth of 

research into IPV across various disciplines, including criminology, psychology, public 

health, social work and sociology (Dutton, 2011; Jordan, 2009). IPV is a problem 

beyond criminal justice, impacting health, legal, economic, education, development and 

human rights as well (Malyadri, 2013). After decades of global feminist activism, 

international institutions now recognise the significance of violence against women 

(Cook & Kaya, 2010). In 1993, the United Nations began a major initiative targeting 

violence against women (Johnson, Ollus, & Nevala, 2007). The World Health 

Organisation (WHO) now defines violence against women as a serious threat to 

women’s health and has been running a major research initiative (Ellsberg & Heise, 

2005) in an attempt to address the devastating effects of IPV worldwide.  

Although our understanding regarding the risks and outcomes of IPV during 

pregnancy is growing, notable gaps remain. Currently, most of the research into the 

prevalence, correlates and consequences of IPV during pregnancy and the postpartum 

period have only been examined in high-income countries (Annan, 2008; Brown, 

McDonald, & Krastev, 2008), although IPV during pregnancy more commonly occurs 

in low- and middle-income countries (27.7–32%) than high-income countries (12–

13.3%) (Devries et al., 2010; James, Brody, & Hamilton, 2013). Limited research has 

explored these issues in low-income countries including Bangladesh (Fisher et al., 2012; 

Nasir & Hyder, 2003; Taillieu & Brownridge, 2010). According to Taillieu and 

Brownridge (2010), IPV during pregnancy in low-income countries is a relatively new 

area of investigation and, thus less is known about factors contributing to violence 

during pregnancy and following childbirth in developing nations. The majority of 

research has focussed primarily on physical or sexual IPV (Howard, Oram, Galley, 
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Trevillion, & Feder, 2013; Scribano, Stevens, & Kaizar, 2013; WHO, 2011). 

Additionally, little is known about the prevalence and correlates of sexual and 

psychological IPV during pregnancy, although sexual and psychological IPV around the 

time of pregnancy have detrimental consequences for women and their children (Chan 

et al., 2011; Taillieu & Brownridge, 2010; WHO, 2011). Given the potentially profound 

effects that IPV during pregnancy can have on the physical and mental wellbeing of 

women and their children, it is important to understand the impact of IPV on pregnant 

women’s health-seeking behaviour in developing countries (Koski, Stephenson, & 

Koenig, 2011). Comprehensive research focusing on IPV and women’s mental health is 

scarce (Hegarty, 2011), and it is unclear how the experience of IPV before, during, and 

after pregnancy affects women’s psychological health during the postpartum period 

(Reichenheim, Moraes, Lopes, & Lobato, 2014). Additionally, IPV during pregnancy 

may compromise a woman’s capacity to provide adequate breast milk for exclusive 

breastfeeding (EBF) for the first six months, which is recommended by WHO as the 

optimal way to feed an infant. Inadequate breast milk could further compromise the 

health of an infant. Few studies have examined the influence of IPV on the continuation 

of EBF (Kendall-Tackett, 2007; Moraes, Oliveira, Reichenheim, & Azevedo, 2011) 

and, therefore, the association is poorly understood in the literature.  

In summary, there are significant gaps in the knowledge and understanding of 

IPV around the time of pregnancy, and the influence of different forms of IPV before, 

during, and after pregnancy on maternal health service use, maternal mental health and 

EBF practices, particularly in low- and middle-income countries, including Bangladesh. 

To improve the health of expectant mothers and their infants, it is important to 

investigate the potential correlates, co-occurring nature, and significant patterns of IPV, 

as well as its consequences for women, around the time of pregnancy. 
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1.2 Setting the context: Bangladesh 

1.2.1 Overview of Bangladesh 
 

Bangladesh is a developing country located in South Asia. With over 160 

million people in a 147,570 km
2 

land mass, it is the world's eighth-most populous 

country, and one of the most densely-populated (~1,077/ km
2
) nations in the world 

(GOB, 2016). The per-capita income is estimated at US$1,466 for the fiscal year 2016 

compared to the world average of US$14,301 (GOB, 2016). Eighty-three percent of the 

population lives on less than US$2 per day, 25% on less than US$1 per day, and 31.5% 

of people live below the international poverty line of a per capita income of US$ 1.25 

per day (United Nations Development Programme (UNDP), 2015). The adult literacy 

rate (15+ years) for both sexes is 63.6% and male-female ratio is 100.3:100 (GOB, 

2016). In 2015, among 188 countries, Bangladesh ranked 142
nd

 in the Human 

Development Index, and 111
th

 in the Gender Inequality Index (UNDP, 2015). The low 

ranking in the Gender Inequality Index implies that there is significant inequality in 

income and education between males and females in Bangladesh. 

 

1.2.2 Prevalence of IPV in Bangladesh 

Bangladesh has the highest prevalence of sexual and physical IPV among South 

Asian countries, and it ranks second in the World Bank top 15 countries with the 

highest global prevalence of physical IPV (Solotaroff & Pande, 2014). The WHO multi-

country study states that the lifetime prevalence of physical IPV in Bangladesh ranges 

from 40–42%, the sexual IPV ranges from 37–50% and either physical or sexual IPV or 

both ranges from 53–62% (Garcia-Moreno, Jansen, Ellsberg, Heise, & Watts, 2006). 

The Bangladesh Demographic and Health Survey (BDHS)-2007 reports 48% of ever-

married women have experienced physical IPV (NIPORT et al., 2009). Other studies 

from Bangladesh have reported the past year or current prevalence of physical IPV to be 

http://en.wikipedia.org/wiki/List_of_countries_by_population
http://en.wikipedia.org/wiki/List_of_countries_by_population
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between 16–52% (Dalal, Rahman, & Jansson, 2009; Kabir, Nasreen, & Edhborg, 2014; 

Sambisa et al., 2010), sexual IPV between 11–65% (BBS, 2013; Garcia-Moreno, 

Jansen, Ellsberg, Heise, & Watts, 2006; Kabir, Nasreen, & Edhborg, 2014; Naved, 

2013), and psychological IPV between 24–84% (Dalal, Rahman, & Jansson, 2009; 

Kabir, Nasreen, & Edhborg, 2014).  

A number of studies in Bangladesh have documented the prevalence of IPV in 

general; however, a few also explored its presence during pregnancy. These studies 

suggest that between 10% and 22% of the ever-pregnant women in Bangladesh have 

experienced physical IPV during pregnancy (Åsling‐Monemi, Tabassum Naved, & 

Persson, 2008; Bates, Schuler, Islam, & Islam, 2004; Kabir, Nasreen, & Edhborg, 2014; 

Naved & Persson, 2008). Prevalence rates for sexual IPV during pregnancy are similar, 

with 10–21% of ever-pregnant women reporting sexual IPV (Hadi, 2000; Kamal, 2013). 

The prevalence of psychological IPV during pregnancy is higher, with one study 

reporting that 38% of ever-pregnant women in Bangladesh experienced psychological 

IPV (Bhuiya, Sharmin, & Hanifi, 2003). Regardless of the varied prevalence rates 

across studies, what is abundantly clear is that violence against women in Bangladesh is 

widespread. The acuteness of the problem is highlighted by the fact that UNICEF 

defines IPV in Bangladesh as one of the most blatant manifestations of gender 

asymmetry (United Nations Children's Fund (UNICEF), 2011). 

1.2.3 Rationale for IPV study in Bangladesh 

Maternal and child health has traditionally been considered an important 

indicator of the health progress and the overall social and economic well-being of a 

country (Abedin, Islam, & Hossain, 2008). Although considerable progress has been 

made in reducing maternal mortality globally, Bangladesh remains a leader in maternal 

mortality, with a rate of 170 per 100,000 live births in 2013 (WHO, 2014a). It is well 
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recognised that low use of prenatal care (Jasinski, 2004), limited postnatal care 

(Chakraborty, Islam, Chowdhury, Bari, & Akhter, 2003; Chaudhury, 2008; Kidney et 

al., 2009), and low birth assistance and attendance by a medically trained professional 

(Choudhury, Hanifi, Rasheed, & Bhuiya, 2000; Ronsmans et al., 2009) contribute to 

high maternal and child mortality. Research has begun to investigate the influence of 

other psychosocial risk factors on maternal and child health (Decker et al., 2008; 

Rahman, Nakamura, Seino, & Kizuki, 2013; Rahman et al., 2012). 

In South Asian countries, including Bangladesh, family planning, major infectious 

diseases and malnutrition are leading public health priorities (Hosain, Chatterjee, Ara, 

& Islam, 2007). IPV has not been acknowledged as a significant public health concern 

in South Asian countries. This is especially true in Bangladesh and, thus, it has not 

received adequate attention at the policy level or in the planning of health frameworks 

and research (Salam, Alim, & Noguchi, 2006). A study conducted by Afsana, Rashid, 

and Thurston (2005) reviewed existing health policies and plans, and interviewed policy 

makers, service providers, and women. They identified some of the challenges and gaps 

in addressing violence against women in the health policy of Bangladesh. These 

include: (1) absence of government’s concrete policies to address domestic violence and 

associated health issues; (2) lack of understanding or sensitivity to the issue of IPV and 

how it affects women’s health; (3) insufficient and weak laws in tackling IPV; (4) 

inadequate safety and security of victims and individuals working with the abused 

women; (5) lack of shelter homes; (6) inadequate support for counselling; and (7) lack 

of adequate training and awareness of health care providers, police, lawyers and other 

relevant service providers. Without a clear knowledge and understanding of IPV during 

pregnancy, health care providers, social workers, and other service providers are 

underprepared for the challenges of treating IPV victims.  
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Despite a high prevalence of IPV in Bangladesh, at present, there is little 

information available on IPV during pregnancy and following childbirth. Most of the 

research so far has been conducted in the United States and other developed countries, 

which are not representative of Bangladeshi women. A growing number of studies have 

been undertaken in Bangladesh to explore significant correlates and consequences of 

IPV victimisation, however, most studies have only considered women of reproductive 

age in general, and have not investigated the experience of IPV during pregnancy. A 

single study conducted by Naved and Persson (2008) focused on pregnant women’s 

experiences with physical IPV only. Another single study by Rahman et al. (2012) 

investigated the effect of physical and sexual IPV on maternal health services 

utilisation, but did not consider psychological IPV. However, no other studies in 

Bangladesh have specifically examined the impact of IPV during pregnancy on the 

receipt of prenatal care. At present, very few studies in Bangladesh have examined the 

prevalence of psychological or sexual IPV during pregnancy, and very few studies have 

examined physical, sexual or psychological IPV during the postpartum period. 

Currently, no studies have focused on maternal exposure to IPV during and after 

pregnancy, which is independently associated with postpartum depression. Furthermore, 

no studies in Bangladesh have investigated the effect of IPV during pregnancy on 

mothers’ EBF efforts.    

Addressing the above mentioned gaps, the present study examines IPV 

victimisation during pregnancy. It also explores the influence of IPV around the time of 

pregnancy on the timing of entry into prenatal care, experiencing postpartum depression 

and EBF among women in Bangladesh. 
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1.3 Purpose of the study 

Research on IPV during pregnancy lacks a guiding theoretical framework, 

although a few theoretical perspectives have been used to frame IPV during pregnancy 

(Taillieu & Brownridge, 2010). A global gap exists in the understanding of the 

relationship between pregnancy, childbirth, and IPV. The study aims to fill some of the 

important gaps in the empirical evidence to help explain the prevalence, correlates, and 

consequences of different forms of IPV before, during, and after pregnancy. Currently, 

our understanding of the influence of IPV during pregnancy on EBF practices is very 

limited, and therefore, it is envisaged that the findings from this study will help to 

inform the current theories and empirical research in this area. Policy makers should 

have a comprehensive understanding of how gender inequity increases the risk of IPV 

and affects the health of women and children. The research findings from this study are 

expected to have implications in formulating policy and programs for IPV prevention 

strategies as well as maternal and child health improvement in Bangladesh and in other 

similar settings. Findings from the research will also inform culturally specific 

educational programs on IPV for healthcare professionals, social workers, and women 

in Bangladesh and other developing countries. 

Pregnancy is one of the few times when almost all women will visit healthcare 

settings on several occasions, thereby providing an opportunity for health professionals 

to identify IPV by routine enquiry, provide health-related services, and facilitate access 

to non-health support services (Jeanjot, Barlow, & Rozenberg, 2008; Martin & Garcia, 

2011). Currently, Bangladesh does not have an antenatal IPV screening protocol. The 

findings from this study will provide the starting point for informing nationally 

appropriate guidelines that could aid in the identification of women experiencing or at 

risk for IPV, and facilitate appropriate intervention, including supportive referral and 

proper counseling by trained health care providers and social workers. 
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1.4 Research Questions 

The research aims to answer two questions: 

RQ1 How do pregnancy and the postpartum period influence the prevalence of IPV? 

RQ2 Does IPV influence delayed entry into prenatal care, postpartum depression and 

mothers’ exclusive breastfeeding? 

1.5 Aims of the study 

To address the first research question, this study broadly examines IPV 

victimisation during pregnancy among women in Bangladesh with specific aims to: 

Aim-1: Examine IPV victimisation for pregnant women in Bangladesh. 

Aim 1.1 : To uncover the prevalence of different forms of IPV before, during, and 

after pregnancy; 

Aim 1.2 : To examine the changing patterns of IPV victimisation before, during, 

and after pregnancy; 

Aim 1.3 : To identify potential correlates of different types of IPV victimisation 

during pregnancy. 

To detail the impacts of IPV on the health of mothers and babies, the study addresses 

the following specific aims:  

Aim-2: Explore the health consequences of IPV victimisation for pregnant women. 

Aim 2.1 : To examine the influence of IPV victimisation before and during 

pregnancy on delayed entry into prenatal care; 

Aim 2.2 : To explore the association of postpartum depression in relation to 

maternal exposure to IPV before, during, and after pregnancy; 

Aim 2.3 : To examine the influence of IPV victimisation before, during, and after 

pregnancy on exclusive breastfeeding. 
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1.6 Thesis framework 

This dissertation consists of eight chapters. 

Chapter 1 contextualises the problem of IPV during pregnancy and postpartum period. 

It explores the Bangladeshi context including the prevalence of IPV. This chapter also 

provides the purpose, objectives and research questions of the study. 

Chapter 2 presents a review of the available literature on IPV and pregnancy-

prevalence, the changing patterns of IPV both during and after pregnancy, and the 

potential correlates of IPV during pregnancy that have relevance within the cultural 

context of Bangladesh. It also assesses the direct and indirect consequences of IPV 

before, during, and after pregnancy. 

Chapter 3 depicts the contextual reasons for IPV victimisation during pregnancy 

followed by a review of the relevant theoretical perspectives. Among theories, feminist 

theory, social learning theory, and evolutionary psychological theory are explored and 

explained. The end of this chapter provides a conceptual framework that integrates the 

relevant theories and empirical literature on IPV. 

Chapter 4 describes the methodology of the study. This chapter consists of a 

description of the study design, data collection sites, study sample, research instruments 

and data collection procedures. The chapter concludes with a consideration of the 

relevant ethical issues. 

Chapter 5 presents the analytical results of aim 1 (RQ1). Prevalence, potential risk 

factors for IPV during pregnancy, and changing pattern of IPV throughout pregnancy 

are identified and described in this chapter. 
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Chapter 6 discusses the analytical results of aim 2 (RQ2). The influence of IPV on the 

timing of entry into prenatal care, postpartum depression, and mothers’ EBF are 

explored in this chapter. 

Chapter 7 discusses the significance of the findings outlined in chapter 5 and chapter 6 

in light of past studies and theoretical frameworks. 

A summary of the study’s core research findings is presented in chapter 8. The chapter 

also includes a discussion of the study limitations, and then suggests important 

directions for future research in this area. 
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Chapter 2 

Literature Review: Prevalence, correlates and 

consequences of IPV during pregnancy 
 

2.1 Introduction 

The prevalence of IPV directed at pregnant women in both developed and 

developing countries remains elusive: estimates vary widely from study to study, 

depending on how IPV has been assessed. Variation in IPV prevalence estimates may 

be due to actual differences in the prevalence of violent acts within different study 

populations, as well as to differences in methodologies, definitions and cultural aspects 

among studies (Jasinski, 2004; Jeanjot, Barlow, & Rozenberg, 2008; Taillieu & 

Brownridge, 2010). In addition, differences may depend on how the numerous risk 

factors that influence IPV during pregnancy are operationalised and controlled for in 

different studies. In the first part of this chapter, the prevalence of IPV during and after 

pregnancy, and the patterns of IPV experienced by pregnant women are discussed, with 

attention to variation across studies. The latter part of the chapter focuses on the factors 

that put women at risk for experiencing IPV during pregnancy and the negative 

consequences of IPV during pregnancy. 

2.2 Prevalence of IPV during pregnancy  

The reported rates of IPV during pregnancy vary from study to study depending 

on sample characteristics, the timing and mode of inquiry, and the definition and the 

methodology used. Gazmararian et al.’s (1996) systematic review, synthesizing the 

results of 13 studies from the USA and other developed countries, reveals that the 
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prevalence of IPV against pregnant women ranges from 0.9 to 20.6%, with most studies 

reporting estimates between 3.9% and 8.3% (Martin, Mackie, Kupper, Buescher, & 

Moracco, 2001; Saltzman, Johnson, Gilbert, & Goodwin, 2003). Furthermore, another 

review of six studies from developing countries (including India, China, Pakistan, and 

Ethiopia) has reported the rate of IPV during pregnancy to be between 4% and 29% 

(Nasir & Hyder, 2003). A review of 19 studies from some African countries has 

documented that 8–57.1% pregnant women experience IPV during pregnancy (Shamu, 

Abrahams, Temmerman, Musekiwa, & Zarowsky, 2011). Another systematic review 

consolidating findings from both developed and developing nations has documented the 

prevalence as 0.9–30% physical IPV, 1–3.9% sexual IPV, and 1.5–36% psychological 

IPV during pregnancy (Taillieu & Brownridge, 2010). A recent meta-analysis that 

includes studies from the US as well as other developed and developing countries, 

establishes the prevalence of IPV during pregnancy to be between 4.8% in China and 

63.4% in Brazil (James, Brody, & Hamilton, 2013). This review also reveals the 

prevalence of psychological IPV to be 28.4%, physical IPV to be 13.8% and sexual IPV 

during pregnancy to be 8%. A recent systematic review synthesising 31 studies from the 

Latin American and Caribbean countries establishes the overall prevalence of IPV 

during pregnancy to be 3–44% (Han & Stewart, 2014). The same study also reveals the 

prevalence as 2.5–38.7% physical IPV, 3–34.5% sexual IPV, and 13–44% 

psychological IPV during pregnancy. Notably, the prevalence of IPV during pregnancy 

appears to be higher in African and Latin American countries, compared to Asian and 

European countries (Devries et al., 2010).  

The literature contains mixed results in relation to whether the pregnancy is a 

vulnerable period for IPV and whether IPV escalates in severity during pregnancy. A 

number of factors are responsible for these discrepancies. First, IPV (e.g. physical, 
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sexual, and/or psychological) has been defined differently from study to study 

(McMahon & Armstrong, 2012). IPV measurements that include multiple items and 

consider a number of different types of violence tend to result in the highest prevalence 

rates (Farid, Saleem, Karim, & Hatcher, 2008; Perales et al., 2009). Furthermore, IPV 

has been assessed with a range of instruments such as the Conflict Tactics Scales, the 

Danger Assessment Scale, the Abuse Assessment Scale and the Index of Spouse Abuse. 

Second, the pregnancy period has been defined variously, up to one-year pre- or post-

delivery (McMahon & Armstrong, 2012). Third, prevalence rates vary whether national 

or community samples are used, with community samples reporting more violence than 

national samples (Bailey & Daugherty, 2007; James, Brody, & Hamilton, 2013; 

Jasinski, 2004). Fourth, prevalence rates also vary whether population-based samples or 

hospital- or clinic-based samples are used. Notably, population-based studies have 

found lower rates of IPV than hospital-based samples (Guo, Wu, Qu, & Yan, 2004b; 

James, Brody, & Hamilton, 2013; Janssen et al., 2003; Yost, Bloom, McIntire, & 

Leveno, 2005). Fifth, the prevalence is higher in low-income countries in comparison to 

high-income countries; within countries, it is higher in rural areas than in urban areas 

(Fanslow, Silva, Robinson, & Whitehead, 2008; Naved & Persson, 2008; Peek-Asa et 

al., 2011; Valladares, Pena, Persson, & Hogberg, 2005). Sixth, prevalence rates vary 

depending on the timing of inquiry (e.g. single point early in pregnancy vs. multiple 

points during pregnancy). Finally, the mode of inquiry (self-administered questionnaire 

vs face-to-face interview) also plays an important role in prevalence rate estimates. 

Higher prevalence rates have been associated with in-person interviews rather than self-

administered questionnaires (Gazmararian et al., 1996). 
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Although prevalence estimates of IPV during pregnancy vary, it is clear that a 

significant number of women experience IPV during pregnancy. For this research, a 

comprehensive search of the current studies has been undertaken on the prevalence of 

IPV before, during, and after pregnancy. The results from high-income countries, and 

low- and middle-income countries are summarised in Table 2.1 and Table 2.2, 

respectively. The countries were grouped following the World Bank’s latest 

classification (World Bank, 2017). 
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Table 2.1: Prevalence of IPV during pregnancy and postpartum period from previous research of high-income countries  

Author(s) (year) 
Country/ 

Region 
Setting 

Sample 

Size 
Type of Sample Design Instrument 

Percentage 

Before 

pregnancy/ 

lifetime 

During 

pregnancy 
After birth 

(Gartland, 

Hemphill, Hegarty, 

& Brown, 2011) 

Australia H 1296 

Postpartum 

mothers aged 

≥18years 

Cross-sectional CAS Not reported Not reported 

17% (physical or 

psychological), 2.2% 

(physical) , 9.0% 

(psychological) 

(Scribano, Stevens, 

& Kaizar, 2013) 
USA P 10,855 

First time and 

low-income 

mothers, ≥ 13 

years old. 

Longitudinal AAS 8.1 % 4.7 % 12.4 % 

(Martin, Mackie, 

Kupper, Buescher, 

& Moracco, 2001) 

USA/North 

Carolina 
P 2648 

Postpartum 

women 
Cross-sectional PRAMS 6.9% (physical) 6.1% (physical) 3.2% (physical) 

(Koenig et al., 

2006) 
USA C 

T1: 634 

T2: 485 

 

Pregnant 

women with 

HIV 

Prospective, 

correlational (late 

pregnancy and 6 

months postpartum) 

Questionnaire Not reported 
8.9% (physical 

or sexual) 

4.9% (physical or 

sexual) 

(Dunn & Oths, 

2004) 

USA/ 

Alabama 
H 439 

Pregnant 

women, 20-34 

years of age 

Prospective, 

correlational 
AAS 15% 10.9% (physical) Not reported 

(Daoud et al., 

2012) 
Canada P 6421 

Postpartum 

women (5-14 

months), aged 

≥15 years. 

Cross-sectional Questionnaire 
6% (physical & 

sexual) 

1.4% (physical 

& sexual) 

1% (physical & 

sexual) 

(Heaman, 2005) 
Canada/ 

Manitoba 
H 680 

Postpartum 

mothers 
Cross-sectional AAS 

9.1% (physical), 

1.9% (sexual) 

Lifetime: 36.7% 

(physical, 

psychological) 

5.7% (physical) Not reported 
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Author(s) (year) 
Country/ 

Region 
Setting 

Sample 

Size 
Type of Sample Design Instrument 

Percentage 

Before 

pregnancy/ 

lifetime 

During 

pregnancy 
After birth 

(Finnbogadóttir & 

Dykes, 2016) 
Sweden P 1939 

Pregnant 

women aged 

≥18years 

Longitudinal Questionnaire Not reported 2.5% (any) 3.3% (any) 

(Bacchus, Mezey, 

& Bewley, 2004) 

UK/Bristol 

Avon 
P 200 

Pregnant 

women, aged 

≥16 years 

Cross-sectional AAS 

10.6% (physical),          

23.4% (sexual) 

Lifetime:     

23.5% (physical) 

3% (physical), 

1% (sexual) 
Not reported 

(Bowen, Heron, 

Waylen, & Wolke, 

2005) 

UK/ Bristol 

Avon 
P 7591 

Pregnant 

mothers 

Prospective 

longitudinal cohort 
Questionnaire Not reported 

1% (physical), 

4.8% 

(psychological) 

1.8% (physical), 

7.3% 

(psychological)      

(at 8 months) 

(Kataoka, Imazeki, 

& Shinohara, 

2016) 

Japan/ Nagano C 84 
Pregnant 

women 
Cross-sectional 

Violence 

Against Women 

Screen Scale 

34.9% (any type) 20.7% (any type) Not reported 

(Van Parys, 

Deschepper, 

Michielsen, 

Temmerman, & 

Verstraelen, 2014) 

Belgium/ 

Flanders 
C 1894 

Pregnant 

women, aged ≥ 

18 

Cross-sectional 

Questionnaire 

(developed from 

AAS) 

14.3% (overall), 

2.3% (physical), 

0.6% (sexual),   

13.6% 

(psychological) 

10.6% (overall), 

0.8% (physical), 

0.5% (sexual),   

10.1% 

(psychological) 

Not reported 

Note: P: Population-based, C= Clinic-based, H= Hospital-based, AAS: Abuse Assessment Screen, CTS2 = Conflict Tactics Scale 2, CAS = Composite 

Abuse Scale, PRAMS = Pregnancy Risk Assessment Monitoring System 
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Table 2.2: Prevalence of IPV during pregnancy and postpartum period from previous research of low- and middle-income countries 

Author(s) (year) 
Country/ 

Region 
Setting 

Sample 

Size 
Type of Sample Design Instrument 

Percentage 

Before 

pregnancy/ 

lifetime 

During 

pregnancy 
After birth 

(Moraes et al., 

2011) 

Brazil/Rio de 

Janeiro 
H 811 

Postpartum 

women 

(<5months) 

Cross-sectional CTS2 Not reported 37.8% (physical) 16.2% (physical) 

(Silva, Ludermir, 

de Araujo, & 

Valongueiro, 

2011) 

Brazil/ Recife C 960 
Pregnant 

women of 18-49 

years old 

Longitudinal 
WHO's DV 

Module 

32.4% (physical, 

psychological or 

sexual) 

31.1% (physical, 

psychological or 

sexual) 

22.6% (physical, 

psychological or 

sexual) 

(Perales et al., 

2009) 
Peru/ Lima H 2,392 

Postpartum 

mothers, 15 - 49 

years age, 

Cross-sectional 

DHS Domestic 

Violence 

Module 

Lifetime: 45.1% 

(any), 34.2% 

(physical), 8.7% 

(sexual), 28.4% 

(psychological) 

21.5% (any) 

11.9% (physical),   

3.9% (sexual), 

15.6% 

(psychological) 

Not reported 

(Díaz-Olavarrieta 

et al., 2007) 

Mexico/ 

Mexico City 
H 1311 

Pregnant 

women, 

Longitudinal (once 

in each trimester 

(<20 weeks, 20.1–

36 wks, >36.1 wks) 

Adapted from 

AAS and other 

instruments. 

11.1% (physical 

and/or sexual) 

Lifetime: 41% 

(physical, sexual) 

7.6% (physical 

and/or sexual), 

6.7% (physical), 

1.8% (sexual) 

 

Not reported 

(Karaoglu et al., 

2005) 

Turkey/ 

Malatya 
P 824 

Pregnant 

women 
Cross-sectional 

Questionnaire 

(developed from 

AAS) 

16.3% (physical),  

8.5% (sexual), 

30.8% 

(Psychological) 

8.1% (physical), 

9.7% (sexual), 

26.7% 

(Psychological) 

Not reported 

(Thananowan & 

Heidrich, 2008) 

Thailand/ 

Bangkok 
H 475 

Pregnant 

women, aged ≥ 

18 

Cross-sectional AAS 
9.9% (Physical), 

4.8% (sexual) 
4.8% (physical) Not reported 

(Mahenge, Stockl, 

Abubakari, 

Mbwambo, & 

Jahn, 2016) 

Tanzania H 500 

Postpartum 

women (1–9 

months) aged 

≥18years 

Cross-sectional 

Questionnaire 

(adapted from 

WHO’s Study) 

Not reported 

18.8% (physical 

and/or sexual), 

12.4% (physical), 

9% (sexual),      

31% 

(psychological) 

9% (physical 

and/or sexual), 

5.2% (physical), 

3.8% (sexual), 

17.8% 

(psychological) 
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Author(s) (year) 
Country/ 

Region 
Setting 

Sample 

Size 
Type of Sample Design Instrument 

Percentage 

Before 

pregnancy/ 

lifetime 

During 

pregnancy 
After birth 

(Fawole, 

Hunyinbo, & 

Fawole, 2008) 

Nigeria/ 

Abeokuta 
H 534 

Pregnant 

women, 
Cross-sectional 

A 21-item semi-

structured 

questionnaire 

14.2% 2.3% Not reported 

(Kabir, Nasreen, & 

Edhborg, 2014) 

Bangladesh/ 

Mymensingh 
P 

T1=720 

T2=660 

Pregnant 

women 
Longitudinal 

Questionnaire 

(adapted from 

WHO’s Study) 

Lifetime       

70% (physical) 
18% (physical) 

52% (physical), 

65% (sexual),  

84% 

(psychological) 

(Farid, Saleem, 

Karim, & Hatcher, 

2008) 

Pakistan/ 

Karachi 
H 500 

Pregnant 

women, age 15-

49 years. 

Cross-sectional 
WHO's DV 

Module 

28.4% (physical), 

49.8% 

(psychological) 

12.6% (physical), 

43.2% 

(psychological) 

Not reported 

(Peedicayil et al., 

2004) 
India P 9938 

Women, 15–49 

years old, with a 

child < 18 years. 

Cross-sectional Questionnaire 23% (physical) 18% (physical) Not reported 

(Guo, Wu, Qu, & 

Yan, 2004b) 
China P 12,044 

Women with 

children aged 6–

18 months 

Cross-sectional Questionnaire 

8.5% (physical, 

sexual),         

4.2% (physical),    

5.8% (sexual) 

3.6% (physical, 

sexual),          

1.3% (physical), 

2.8% (sexual) 

7.8% (physical, 

sexual),          

3.8% (physical), 

4.9% (sexual) 

(Clark, Hill, 

Jabbar, & 

Silverman, 2009) 

Jordan C 390 
Ever-married 

women 
Cross-sectional 

WHO's DV 

Module 
8% (physical) 15% (physical) Not reported 

(Mohammadhossei

ni, Sahraean, & 

Bahrami, 2010) 

Iran/ Jahrom C 300 

Married women 

with a child 

aged 6 to 18 

months 

Cross-sectional 

Questionnaire 

(developed from 

previous 

studies) 

52% (any type), 

17% (physical), 

21% (sexual) 

42% 

(psychological) 

 

42% (any type),        

10% (physical), 

17% (sexual),  

33% 

(psychological) 

 

54% (any type), 

15% (physical), 

25% (sexual),  

43% 

(psychological) 

 
Note: P: Population-based, C= Clinic-based, H= Hospital-based, AAS: Abuse Assessment Screen, CTS2 = Conflict Tactics Scale 2, CAS = Composite 

Abuse Scale, PRAMS = Pregnancy Risk Assessment Monitoring System 
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2.3 Prevalence of IPV during postpartum period  

The postpartum period begins immediately after the birth of the baby and extends 

up to six months after birth (Brown, Posner, & Stewart, 1999). Since most maternal 

deaths occur during the postpartum period, WHO (2014b) describes this period as the 

most critical and yet the most neglected phase in the lives of mothers and babies.  

A number of studies have demonstrated that the risk of IPV associated with 

pregnancy is limited, not only to the time between conception and birth, but also to the 

period of one year before conception until one year after childbirth (Charles & Perreira, 

2007; Jasinski, 2004; Martin et al., 2004; Saltzman, Johnson, Gilbert, & Goodwin, 

2003; Taillieu & Brownridge, 2010). An increasing number of studies have shown that 

the postpartum period is also a time of increased risk for IPV victimisation (Ezechi et 

al., 2004; Hedin, 2000; Macy, Martin, Kupper, Casanueva, & Guo, 2007; Martin et al., 

2004; Silva, Ludermir, de Araujo, & Valongueiro, 2011; Woolhouse, Gartland, Hegarty, 

Donath, & Brown, 2012). Previous studies have reported that IPV during the 

postpartum period ranges between 2 and 25% (Charles & Perreira, 2007; Gartland, 

Hemphill, Hegarty, & Brown, 2011; Hellmuth, Gordon, Stuart, & Moore, 2013; Saito, 

Creedy, Cooke, & Chaboyer, 2012; Silva, Valongueiro, Araújo, & Ludermir, 2015).  

One longitudinal study has reported that the rates of psychological and sexual IPV 

are the highest during the first month after the birth of the infant (Macy, Martin, 

Kupper, Casanueva, & Guo, 2007). Another study reports that the prevalence of 

physical IPV in the postpartum period is around eight times higher in women who have 

also experienced IPV during pregnancy, compared to those who have not (Moraes et al., 

2011). Another study has revealed that physical IPV among young mothers is as high as 

21.3% at 3 months postpartum; 78% of these women have reported no IPV before 
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pregnancy (Harrykissoon, Rickert, & Wiemann, 2002). In the same study, 75% of 

mothers experiencing IPV during their pregnancies also reported IPV within 24 months 

following birth.  

The variation in prevalence suggests that the transition to parenthood can be a 

stressful and anxiety-provoking time, due to an increase in the physical, psychological, 

social and economic needs of most couples and their families (Bondas & Eriksson, 

2001; Van Parys, Deschepper, Michielsen, Temmerman, & Verstraelen, 2014). Many 

couples face great difficulties when having to cope with these life stressors, thereby 

increasing the risk for IPV (Devries et al., 2010; James, Brody, & Hamilton, 2013; 

Jasinski, 2004). A history of IPV before pregnancy would appear to be one of the 

strongest predictors of experiencing IPV during and after pregnancy (Martin, Mackie, 

Kupper, Buescher, & Moracco, 2001). 

2.4 Changing patterns of IPV during pregnancy 

The debate continues in the literature as to whether pregnancy provides a time of 

protection or is a time of increased risk for IPV. Varied prevalences of IPV during 

pregnancy across literature have intensified the debate (Taylor & Nabors, 2009). Some 

argue that IPV may escalate during pregnancy (Burch & Gallup, 2004; Charles & 

Perreira, 2007; Clark, Hill, Jabbar, & Silverman, 2009; Donovan, Spracklen, Schweizer, 

Ryckman, & Saftlas, 2016; Martin et al., 2004; Mercedes & Lafaurie, 2015; Richardson 

et al., 2002), may be more severe (Brownridge et al., 2011) and more frequent (Martin 

et al., 2004), while other studies suggest that pregnancy may provide somewhat of a 

protective respite (Decker, Martin, & Moracco, 2004; Jasinski, 2001). Most of the 

studies have documented that the prevalence of IPV during pregnancy is consistently 

lower than IPV occurring before pregnancy, both in developed (Bacchus, Mezey, & 



25 
 

Bewley, 2004; Charles & Perreira, 2007; Datner, Wiebe, Brensinger, & Nelson, 2007; 

Dunn & Oths, 2004; Heaman, 2005; Janssen et al., 2003; Renker & Tonkin, 2006; 

Saltzman, Johnson, Gilbert, & Goodwin, 2003; Yost, Bloom, McIntire, & Leveno, 

2005), and developing nations (Díaz-Olavarrieta et al., 2007; Farid, Saleem, Karim, & 

Hatcher, 2008; Guo, Wu, Qu, & Yan, 2004a, 2004b; Nasir & Hyder, 2003; Perales et 

al., 2009; Thananowan & Heidrich, 2008). For example, a study among a national 

sample of Canadian women has found that 8.2% of women have experienced IPV 

before pregnancy, 3.3% during pregnancy and 2.2% after childbirth (Daoud et al., 

2012). Similarly, in a study in the USA, Koenig et al. (2006) have reported that the 

prevalence of IPV is 8.9% during pregnancy and 4.9% in the postpartum period. In 

explaining why IPV is comparatively lower during pregnancy in comparison to before 

pregnancy, Van Parys et al. (2014) have reported three hypotheses: (a) pregnancy 

changes social status and increases social control and respect for the women; (b) a 

pregnant women is viewed as a receptacle for the vulnerable unborn baby, and the 

abuser uses less physical and sexual IPV, and (c) during pregnancy, women themselves 

feel more vulnerable and in turn, use more strategies to avoid violent escalations.  

There are different typologies of changing patterns of IPV in the literature. IPV 

around the time of pregnancy has been categorized into four different patterns: (1) 

Commencement of IPV (no IPV before pregnancy, but violence during pregnancy), (2) 

Continuation of IPV (IPV both before and during pregnancy), (3) Termination of IPV 

(IPV before pregnancy, but no IPV during pregnancy), and (4) No IPV either before or 

during pregnancy (Agrawal, Ickovics, Lewis, Magriples, & Kershaw, 2014; Ballard et 

al., 1998; Van Parys, Deschepper, Michielsen, Temmerman, & Verstraelen, 2014). 

Gazmararian et al. (1996) have proposed two patterns of IPV during pregnancy: (1) 

Chronic, where pre-existing IPV may either increase or decrease in severity and 
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chronicity during pregnancy, and (2) Acute, where IPV starts for the first time during 

pregnancy. In a longitudinal study with pregnant women to assess IPV during the late 

pregnancy and 6 months postpartum, Koenig et al. (2006) proposed three patterns of 

IPV: (1) abating pattern (during pregnancy only), (2) repeating pattern (during and after 

pregnancy), and (3) emerging pattern (after delivery only). Importantly, the continuation 

or repeating nature of IPV is the most common pattern observed among all studies. 

A history of IPV before pregnancy would appear to be one of the strongest 

predictors of experiencing IPV during pregnancy (Martin, Mackie, Kupper, Buescher, & 

Moracco, 2001). Taillieu and Brownridge (2010) have reported that between 60–96% of 

women who experience IPV during pregnancy also report being victims of IPV before 

pregnancy. The wide range of estimates may be due to the difference in the time frame 

included in the measure of past violence (lifetime or current). Studies have revealed that 

the commencement of IPV during pregnancy is the least common pattern of IPV against 

pregnant women, with between 4% (in the USA) and 40% (in Nicaragua) of women 

experiencing IPV for the first time during pregnancy (Taillieu & Brownridge, 2010). 

The wide variation in experiencing IPV for the first time during pregnancy suggests that 

pregnancy may be a particularly vulnerable period for women of some countries. 

Moreover, the WHO multi-country study has revealed that among women who were 

victims of IPV before pregnancy, 13–50% of women were physically abused for the 

first time during pregnancy, and 8–34% of women reported that the extent of the abuse 

was more severe and frequent during pregnancy (Garcia-Moreno, Jansen, Ellsberg, 

Heise, & Watts, 2005). On the other hand, between 31% and 69% of pregnant women 

with a past history of IPV have reported that IPV has ceased during their pregnancies 

(Taillieu & Brownridge, 2010). However, little is known about what factors contribute 

to the changing patterns, and why pregnancy appears to be a protective time for some 
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women, while it is a period of increased risk for others (Macy, Martin, Kupper, 

Casanueva, & Guo, 2007; Silva, Ludermir, de Araujo, & Valongueiro, 2011; Taillieu & 

Brownridge, 2010; Van Parys, Deschepper, Michielsen, Temmerman, & Verstraelen, 

2014).   

During pregnancy, the prevalence of psychological IPV is greater than the 

prevalence of physical IPV and sexual IPV, with sexual IPV being the least common 

(Castro, Peek-Asa, & Ruiz, 2003; Perales et al., 2009). Among three types of IPV, 

physical IPV is relatively lower during pregnancy when compared to other periods 

(Martin, Mackie, Kupper, Buescher, & Moracco, 2001; Scribano, Stevens, & Kaizar, 

2013). However, in their longitudinal study, Macy et al. (2007) have revealed that 

women who have experienced physical IPV early in pregnancy also experience higher 

mean rates of each type of IPV during all of the time periods relative to women who do 

not report IPV at the beginning of their pregnancies.  

2.5 Correlates of IPV during pregnancy 

Correlates or factors associated with IPV during pregnancy are important for 

identifying high-risk groups and illuminating intermediary factors in the causal 

pathway. Although there is no consensus as to the primary cause of IPV during 

pregnancy, several studies have attempted to identify the social, economic, cultural, 

biological and environmental risk factors (Bohn, Tebben, & Campbell, 2004; Dunn & 

Oths, 2004; Hellmuth, Gordon, Stuart, & Moore, 2013; Karaoglu et al., 2005; Lipsky, 

Holt, Easterling, & Critchlow, 2005; McMahon & Armstrong, 2012; Saltzman, 

Johnson, Gilbert, & Goodwin, 2003). Factors that have been mentioned in different 

studies can be categorized into socio-demographic characteristics, obstetric and 

reproductive characteristics, and psycho-socio-cultural characteristics. 
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2.5.1 Socio-demographic characteristics 

The socio-demographic correlates of age, maternal education, socio-economic 

status, area of residence, and family status are illustrated in this section.  

2.5.1.1 Age  

A growing number of studies have revealed that young age is correlated with an 

increased risk of experiencing IPV during pregnancy (Datner, Wiebe, Brensinger, & 

Nelson, 2007; Farid, Saleem, Karim, & Hatcher, 2008; Heaman, 2005; Rådestad, 

Rubertsson, Ebeling, & Hildingsson, 2004; Thananowan, 2008; Thananowan & 

Heidrich, 2008; Valladares, Pena, Persson, & Hogberg, 2005). However, most of the 

studies use health facility-based samples rather than population-based samples and are 

limited in their generalizability (Brownridge et al., 2011; Jasinski, 2004). Some studies 

from high-income countries, on the other hand, have found no significant association 

between age and IPV victimisation during pregnancy IPV (Bacchus, Mezey, & Bewley, 

2004; Fanslow, Silva, Whitehead, & Robinson, 2008). Few studies have documented 

that older age is also a risk factor for experiencing IPV during pregnancy (Hedin, 2000; 

Horrigan, Schroeder, & Schaffer, 2000). However, several studies have shown that 

increasing age is protective for physical and psychological IPV (Naved & Persson, 

2008; Ruiz-Pérez et al., 2006; Thananowan & Heidrich, 2008; Varma, Chandra, 

Thomas, & Carey, 2007). Therefore, both young and older mothers may be at an 

increased risk of experiencing IPV during pregnancy. 

2.5.1.2 Maternal Education 

Research reveals contradictory findings in examining the association between 

women’s education and the risk of experiencing IPV during pregnancy. Some studies 

found that illiteracy or low education increases the risk of IPV during pregnancy (Audi, 
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Segall-Correa, Santiago, Andrade, & Perez-Escamilla, 2008; Charles & Perreira, 2007; 

Datner, Wiebe, Brensinger, & Nelson, 2007; Farid, Saleem, Karim, & Hatcher, 2008; 

Fikree, Jafarey, Korejo, Afshan, & Durocher, 2006; Hammoury, Khawaja, Mahfoud, 

Afifi, & Madi, 2009; Heaman, 2005; Khosla, Dua, Devi, & Sud, 2005; Perales et al., 

2009; Thananowan & Heidrich, 2008). One study found that women with less than 12 

years of education were nearly 5 times more likely to experience IPV during pregnancy 

than women with more than 12 years of education (Saltzman, Johnson, Gilbert, & 

Goodwin, 2003). Even still, several other studies from middle- and high-income 

countries showed no significant correlation between educational attainment and IPV 

during pregnancy (Chan et al., 2011; Díaz-Olavarrieta et al., 2007; Fanslow, Silva, 

Robinson, & Whitehead, 2008; Perales et al., 2009; Tiwari et al., 2008).  

2.5.1.3 Socio-economic status (SES) 

In the literature, the association between low income and the risk of IPV 

victimisation during pregnancy is inconsistent. Some studies have reported that women 

with low income are likely to be at a greater risk for experiencing IPV during pregnancy 

(Daoud et al., 2012; Díaz-Olavarrieta et al., 2007; Fanslow, Silva, Robinson, & 

Whitehead, 2008; Heaman, 2005; Perales et al., 2009; Ruiz-Pérez et al., 2006; 

Thananowan & Heidrich, 2008). In contrast, several studies find no significant 

difference in terms of household income between abused and non-abused pregnant 

women (Dunn & Oths, 2004; Farid, Saleem, Karim, & Hatcher, 2008; Lau, 2005; 

Leung, Leung, Lam, & Ho, 1999; Muthal-Rathore, Tripathi, & Arora, 2002). Quite 

surprisingly, while Varma et al. (2007) have shown that higher household income 

increases the risk of IPV victimisation during pregnancy; Fanslow et al. (2008) have 

reported that higher income decreases the risk of experiencing IPV during pregnancy. 
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To assess the relationship between SES and the risk of IPV during pregnancy, 

these studies have used direct measures of household income (Dunn & Oths, 2004; 

Sagrestano, Carroll, Rodriguez, & Nuwayhid, 2004) or proxy socioeconomic indicators 

[e.g. Medicaid or WIC participation (special supplemental food program for women, 

infants and children): a proxy measure of lower SES] (Gazmararian et al., 1995; 

Goodwin et al., 2000; Saltzman, Johnson, Gilbert, & Goodwin, 2003). For example, 

Saltzman et at. (2003) revealed that Medicaid recipients were 4.2 times more likely to 

be abused during pregnancy compared with non-Medicaid recipients. Pregnancy or 

childbirth may intensify already existing strains associated with low socioeconomic 

status, which in turn may increase the stress level in the family and the risk of IPV 

(Jasinski, 2004). 

2.5.1.4 Area of residence 

There is no concrete evidence in the literature regarding the association of area 

of residence (rural/urban) with the risk of IPV victimisation during pregnancy. Rural 

women may have more limited access to health care and social services than urban 

women, which may be a potential determinant of IPV victimisation during pregnancy 

(Brownridge et al., 2011). Some studies have found that the place of residence is not 

significantly associated with IPV, which may indicate that IPV is a serious social issue 

both in urban and rural areas (Daoud et al., 2012; Salari & Nakhaee, 2008). 

2.5.1.5 Family status 

While a few studies have found a positive relationship between living in an 

extended family and higher risk for experiencing violence during pregnancy 

(Mohammadhosseini, Sahraean, & Bahrami, 2010), at least one study has documented a 

negative relationship (Koenig, Ahmed, Hossain, & Mozumder, 2003).  
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In the culture of many traditional Asian societies, a newly married woman moves 

into her male partner’s household, which is generally an extended or joint family 

encompassing her husband’s parents and siblings. In these extended families, the 

mother-in-law commonly exercises power and control over household matters and the 

daughter-in-law is expected to carry out all her instructions and household chores 

(Gausia, Fisher, Ali, & Oosthuizen, 2009). During pregnancy, if the daughter-in-law 

fails to perform her household tasks because of her pregnancy related illness, in-laws 

often instigate violence. A study with Pakistani pregnant women reported that the 

presence of in-laws is the most common reason for marital conflicts in the family 

(Fikree & Bhatti, 1999). A limited number of studies have shown a positive relationship 

between IPV victimisation and in-law-conflict or poor relationship with in-laws (Chan 

et al., 2011). Conversely, Naved and Persson (2008) have not found any association 

between spousal violence during pregnancy and living with one’s in-laws. Although the 

presence of in-laws in the household may create some conflict, at the same time they 

may also prevent IPV (Naved & Persson, 2005). 

2.5.2 Obstetric and reproductive characteristics 

The obstetric and reproductive correlates of the number of children/parity and 

pregnancy intention are discussed in this section.  

2.5.2.1 Number of children/parity 

Some studies have indicated that multiparous women are more likely to 

experience IPV during pregnancy than those pregnant with their first child (Farid, 

Saleem, Karim, & Hatcher, 2008; Heaman, 2005; Mohammadhosseini, Sahraean, & 

Bahrami, 2010; Muhajarine & D'Arcy, 1999; Ruiz-Pérez et al., 2006; Salari & Nakhaee, 

2008; Tiwari et al., 2008). Farid et al. (2008) have shown an independent association 
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between the number of living children and physical and/or emotional IPV victimisation 

among Pakistani pregnant women, with each additional child increases the risk of IPV 

victimisation by 34%. A study from Iran has shown that multiparous women are up to 7 

times more likely to experience IPV during pregnancy than primiparous women (Salari 

& Nakhaee, 2008). An explanation for these outcomes may be that many children 

intensify the existing socioeconomic stress of the family. In contrast, a range of studies 

has found no significant difference between parity and the likelihood of experiencing 

IPV during pregnancy (Charles & Perreira, 2007; Díaz-Olavarrieta et al., 2007; Dunn & 

Oths, 2004; Srinivasan & Bedi, 2007). 

2.5.2.2 Pregnancy intention 

 

Previous studies have revealed an association between pregnancy intention and 

the increased risk for IPV victimisation during pregnancy. A growing number of studies 

have found that unintended or unplanned pregnancy is significantly correlated with 

higher risk for experiencing IPV during pregnancy (Charles & Perreira, 2007; Cripe et 

al., 2008; Fanslow, Silva, Whitehead, & Robinson, 2008; James, Brody, & Hamilton, 

2013; Mercedes & Lafaurie, 2015; Okenwa, Lawoko, & Jansson, 2011; Pallitto et al., 

2013; Perales et al., 2009; Tiwari et al., 2008). A few studies, on the other hand, find no 

significant association between unintended pregnancy and the risk for IPV victimisation 

during pregnancy (Martin & Garcia, 2011). This is may be that the risk for sexual IPV 

is also giving rise to the same risk and conditions of unintended pregnancy. In another 

words, the male perpetrators’ abuse manifest in different outcomes, not simply related 

to the onset of pregnancy (Campbell, Pugh, Campbell, & Visscher, 1996). 

Salari & Nakhaee (2008) has shown that unintended pregnancy in Iran is the 

most significant associated factor for IPV victimisation during pregnancy, carrying an 
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adjusted odds ratio of 7.7. Goodwin et al. (2000) have indicated that women with 

unintended pregnancies in the United States are approximately 2.5 times more likely to 

have been physically abused than women with intended pregnancies. Couples expecting 

an unplanned or unwanted child may be facing a greater level of stress compared to 

those couples who have children that were planned, consequently elevate the risk for 

IPV victimisation (Jasinski, 2004). Moreover, a pregnancy not planned by the male 

partner might mean something that he could not control and therefore increases the risk 

for IPV against his spouse (Jasinski, 2004).  

2.5.3 Psycho-socio-cultural characteristics 

The psycho-socio-cultural correlates of traditional gender roles acceptance, 

husband’s controlling behaviours, women’s decision-making autonomy, dowry 

demands at marriage, low level of social support, low self-esteem, husband’s substance 

abuse and childhood exposure to violence are examined in this section.  

2.5.3.1 Traditional gender roles acceptance 

Cross-cultural research suggest that IPV commonly occurs in male-dominant, 

patriarchal social structures where societies support higher levels of inequality between 

males and females, and where highly conservative attitudes towards traditional gender 

roles may lead to endorsement and acceptance of IPV (Fulu et al., 2013; Jewkes, 2002; 

Okenwa, Lawoko, & Jansson, 2009). Traditional gender constructions define women’s 

responsibilities as being limited to maintaining the household through housework, 

childbearing and child caring. In contrast, the social acceptability of male domination 

reinforces the belief that men should be the breadwinner with the prime decision-

making authority as the head of the family. Feminist theorists consider traditional 

gender roles to be the principal breeding ground for IPV in patriarchal societies because 
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they give superiority to males over females (Clark, Hill, Jabbar, & Silverman, 2009; 

Flood & Pease, 2009; Stark, 2007; Walker, 2009). Notably, gender roles attitudes act as 

socio-cultural tools for the intimidation and control of women (Islam, Broidy, Baird, & 

Mazerolle, 2017a). 

Studies from countries with traditional gender constructions indicate that 

physical violence is normatively acceptable when a wife is perceived to be disobedient, 

when she fails to conform to certain traditional gender role expectations (Garcia-

Moreno, Jansen, Ellsberg, Heise, & Watts, 2006; Hadi, 2005; Healey, Smith, & 

O'Sullivan, 1998; Sugarman & Frankel, 1996). Furthermore, evidence suggests that 

societal norms, such as male dominance and female subjugation and subordination 

become internalized and integrated into the culture so much so that women themselves 

support a man’s right to beat his wife under certain circumstances (Garcia-Moreno, 

Jansen, Ellsberg, Heise, & Watts, 2006; Jewkes, 2002; Uthman, Moradi, & Lawoko, 

2009). Existing literature also reveals a positive relationship between traditional gender 

role attitudes and tolerant views of IPV (Dobash & Dobash, 1979; Haj-Yahia, 1998; 

Straus, Gelles, & Steinmetz, 1980; Willis, Hallinan, & Melby, 1996). 

Women’s traditional gender role attitudes are rarely evaluated as a determinant 

for IPV during pregnancy (Clark, Hill, Jabbar, & Silverman, 2009). A few studies have 

shown that traditional attitudes towards gender roles, such as the belief that men should 

be the head of the family and women should be the homemakers, or that women should 

be always emotionally and physically available to men, are correlated with victimisation 

and perpetration of IPV during pregnancy (Bacchus, Mezey, & Bewley, 2006; 

Brownridge et al., 2011; Burch & Gallup, 2004; Pallitto, Campbell, & O'campo, 2005). 

During pregnancy, women may be unable to continue to perform their traditional roles 

as homemaker/caretaker due to reduced mobility, increased tiredness and a lack of 
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emotional availability, which may induce increased IPV by abusers who tend to hold 

more conventional sex role attitudes (Taillieu & Brownridge, 2010). 

2.5.3.2 Husband’s controlling behaviours 

There is a dearth of research on the impact of husband’s controlling behaviours on 

the risk of IPV during pregnancy (Taillieu & Brownridge, 2010). Limited evidence 

suggests that male partners may be more prone to abusive behaviour in the presence of 

jealousy or suspicion of infidelity, especially during pregnancy (Goetz, Shackelford, 

Romero, Kaighobadi, & Miner, 2008; Harris, 2003; Hellmuth, Gordon, Stuart, & 

Moore, 2013). Some men are invested in controlling female sexuality and preventing 

infidelity (Buss & Shackelford, 1997; Cousins & Gangestad, 2007; Pallitto & 

O’Campo, 2005), and are inclined to use violence as a controlling strategy (Buss & 

Duntley, 2011). Notably, paternal uncertainty and accusations of infidelity have been 

linked to an increased risk for experiencing IPV during pregnancy (Bacchus, Mezey, & 

Bewley, 2006; Burch & Gallup, 2004; Chambliss, 2008; Pallitto & O’Campo, 2005). 

Burch and Gallup (2004) suggest that the male constantly monitors his partner or 

isolates her from other men so as to be sure that the child she bears is his own. 

Therefore, men may develop paternal assurance tactics, such as the use of IPV to 

establish control, to combat paternal uncertainty and to make sure that the children he 

raises are his own (Brownridge et al., 2011).  

In a study from the U.S, 43% of women experiencing IPV during pregnancy have 

reported that their partner regulated all their activities in the year prior to pregnancy 

onset (Decker, Martin, & Moracco, 2004). Moreover, financial control by restricting 

access to money has been reported by women who have experienced IPV during 

pregnancy (Bacchus, Mezey, & Bewley, 2006; Pulido, 2001). Sexual jealousy and 

possessiveness, financial control and social isolation from family and friends are some 



36 
 

of the male partner’s controlling behaviours that are inflicted upon the pregnant women 

(Brownridge et al., 2011). 

2.5.3.3 Women’s decision-making autonomy 

Cross-cultural research of IPV demonstrates that women whose husbands have 

the final authority in household decisions are more likely to experience physical, sexual 

and psychological IPV (Morash, Bui, Zhang, & Holtfreter, 2007; Rani & Bonu, 2009; 

Uthman, Moradi, & Lawoko, 2009; Zhu & Dalal, 2010). All forms of IPV were found 

to be least common among couples when they hold joint autonomy in household 

decisions, and when women had decision-making power on spending her own earnings 

(Uthman, Moradi, & Lawoko, 2009; Zhu & Dalal, 2010). It is undebated that abused 

women commonly have less decision-making power, limited freedom of movement and 

higher financial dependency on their male partners (Ellsberg, Peña, Herrera, Liljestrand, 

& Winkvist, 2000; Smith & Martin, 1995). Women’s low decision-making autonomy is 

an important component of the feminist theory that reflects a power and control motive. 

2.5.3.4 Dowry demands at marriage 

A number of studies have found that payment of dowry (the bride’s family 

commits to provide large sums of money, jewellery, and other goods to the groom or 

groom’s family at marriage) is associated with IPV in some developing countries, 

especially in South Asian countries (Hasan, Muhaddes, Camellia, Selim, & Rashid, 

2014; Naved, Azim, Bhuiya, & Persson, 2006; Naved & Persson, 2008; Peedicayil et 

al., 2004). There is a common tendency in those societies to consider dowry as groom 

price (Taher, Islam, Chowdhury, & Siddiqua, 2014) that may be an indicator of 

patriarchal attitude (Naved & Persson, 2010). Dissatisfaction with non-payment or 

inadequate dowry payment usually leads to conflict between the couple after marriage, 
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and substantially contributes to IPV
2
, though giving and taking dowry is legally 

prohibited (Babu & Kar, 2010; Barnett, Miller-Perrin, & Perrin, 2005; Naved & 

Persson, 2010; Odhikar, 2014; Taher, Islam, Chowdhury, & Siddiqua, 2014). Brides 

families offer dowry for their daughters, especially when daughters are not beautiful by 

conventional and cultural norms (Hasan, Muhaddes, Camellia, Selim, & Rashid, 2014). 

Thus, dowry completely demolishes the dignity of women, and makes them very 

vulnerable to IPV (Taher, Islam, Chowdhury, & Siddiqua, 2014). Marriage involved 

dowry demands are positively associated with IPV during pregnancy in rural areas of 

Bangladesh (Naved & Persson, 2008) and India (Peedicayil et al., 2004). 

2.5.3.5 Isolation and social support  

A lack of social support from friends, family and significant others has been 

linked with an increased risk of IPV victimisation during pregnancy (Farid, Saleem, 

Karim, & Hatcher, 2008; Jeanjot, Barlow, & Rozenberg, 2008; Peedicayil et al., 2004; 

Ruiz-Pérez et al., 2006; Valladares, Pena, Persson, & Hogberg, 2005). Past studies have 

revealed that abused pregnant women report being socially isolated from family, friends 

and other social support networks by their male partners due to jealousy of other close 

relationships (Bacchus, Mezey, & Bewley, 2006; Noel & Yam, 1992; Pulido, 2001; 

Wiemann, Agurcia, Berenson, Volk, & Rickert, 2000). Abused pregnant women have 

also reported both lower level of social support from others and from their male partners 

compared to non-abused pregnant women (Heaman, 2005). It may be that a male 

partner’s attempt to socially isolate his female partner limits her social support 

networks, and in turn, increase the dependence on the male partner (Taillieu & 

                                                           
2
 Odhikar, a human right NGO in Bangladesh, defines dowry related violence as the 

root cause of IPV. In 2013 in Bangladesh, it has been documented that 436 women were 

victims of dowry related violence, among those 154 were killed, 15 committed suicide 

with 261 were physically abused (Odhikar, 2014). 
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Brownridge, 2010). Conversely, other research has not found significant differences in 

the social support networks of abused and non-abused pregnant women (Chan et al., 

2011; Charles & Perreira, 2007; Dunn & Oths, 2004). 

2.5.3.6 Low self-esteem 

Previous studies have documented an association between low self-esteem and 

the increased risk for experiencing IPV during pregnancy (Loft Abadi, Ghazinour, 

Nojomi, & Richter, 2012). In one study, abused women were found to have a lower 

self-esteem and were more likely to report physical, sexual and psychological 

aggression compared to women who had not been abused (Salari & Baldwin, 2002). 

Repeat exposure to IPV may also reduce self-esteem of women. A woman’s lowered 

sense of self-esteem creates a feeling of guilt, shame, unworthiness, helplessness, 

powerlessness and a negative perception of the self that ultimately increase her 

frustration, depression, motivational impairment of problem-solving ability and 

isolation from others (Bell & Mattis, 2000; Deyessa et al., 2009; Mechanic, Weaver, & 

Resick, 2008). As a consequence, she may no longer enjoy her intercommunication with 

her husband and significant others (Stewart, 2007), suggesting that a lowered sense of 

self-esteem makes women unworthy of being loved by others which in turn increases a 

woman’s risk of IPV victimisation (Bell & Mattis, 2000). Moreover, the feeling of 

unworthiness and powerlessness generates fear of being alone within abused women, 

which in turn prevents women from leaving the abusive relationship (Bell & Mattis, 

2000). 

2.5.3.7 Husband’s substance abuse 

IPV during pregnancy is associated with the use of alcohol, and/or illicit drugs. 

Although a number of studies have found a strong relationship between pregnant 
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women’s substance abuse and the increased risk for IPV victimisation (Bailey & 

Daugherty, 2007; Certain, Mueller, Jagodzinski, & Fleming, 2008; Charles & Perreira, 

2007; Datner, Wiebe, Brensinger, & Nelson, 2007; Lipsky, Holt, Easterling, & 

Critchlow, 2005), few studies so far have documented the relationship between the 

husband’s substance abuse and the risk of perpetrating IPV against a woman during 

pregnancy (Bacchus, Mezey, & Bewley, 2006; Díaz-Olavarrieta et al., 2007; 

McFarlane, Parker, & Soeken, 1995; Muhajarine & D'Arcy, 1999; Wiemann, Agurcia, 

Berenson, Volk, & Rickert, 2000). Other than alcohol use, male partners’ illicit drug 

abuse also significantly increases the odds of IPV against a pregnant partner (Amaro, 

Fried, Cabral, & Zuckerman, 1990; Charles & Perreira, 2007). 

2.5.3.8 Childhood exposure to violence 

A previous history of violence in the families of origin of either partner has an 

impact on adult perpetration and victimisation because it is often transmitted across 

generations through the socialisation process (Brownridge et al., 2011; Flood & Pease, 

2009; Zhu & Dalal, 2010). However, it has not been fully explored whether childhood 

exposure to violence is associated with the risk of IPV during pregnancy. Very few 

studies have demonstrated that women who witnessed or experienced violence during 

their childhood are more likely to experience IPV during pregnancy (Castro, Peek-Asa, 

& Ruiz, 2003; Clark, Hill, Jabbar, & Silverman, 2009; Farid, Saleem, Karim, & 

Hatcher, 2008; Guo, Wu, Qu, & Yan, 2004a; Naved & Persson, 2008). Naved and 

Persson (2008) found that spousal abuse of a woman’s mother or mother-in-law is one 

of the strongest predictors of her risk for experiencing IPV during pregnancy by her 

husband.  
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2.6 Consequences of IPV during pregnancy 

Studies from the developed and developing countries have generated increasing 

evidence that IPV during pregnancy is a serious public health concern with 

consequences for the health and well-being of the mother, the developing fetus and the 

baby during pregnancy, at birth and during the postpartum period (Brown, McDonald, 

& Krastev, 2008; Han & Stewart, 2014; Howard, Oram, Galley, Trevillion, & Feder, 

2013; Jasinski, 2004; Kendall-Tackett, 2007; Trabold, Waldrop, Nochajski, & Cerulli, 

2013; Van Parys, Verhamme, Temmerman, & Verstraelen, 2014). These devastating 

effects can have long lasting consequences on the emotional well-being of victims and 

may prevail well after the IPV has ended (Campbell, 2002; Trabold, Waldrop, 

Nochajski, & Cerulli, 2013). Some of the negative consequences of IPV during 

pregnancy for women and their children are presented in this section. 

2.6.1 Injuries and physical health outcomes 

Victims of IPV usually report negative physical health effects such as chronic 

health conditions, poor quality of life and increased use of health care services 

(Campbell, 2002). The mean medical cost per incident of physical assault in the US is 

US$548 which may rise to US$2,665 if all medical services are sought (National Center 

for Injury Prevention and Control, 2003). IPV is one of the leading causes of injury in 

women (Campbell, 2002). Women experiencing IPV during pregnancy report being 

kicked, punched, threatened with knives, choked, scalded and having objects thrown at 

them (Bacchus, Mezey, & Bewley, 2006). Along with a number of IPV-related injuries, 

including cuts, bruises to the face, neck, chest and abdomen, fractures, concussions, 

dental injuries, stab wounds, pneumothorax, performed eardrums, women also report to 

have vaginal bleeding and persistent headaches as a result of the IPV they experience 
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(Bacchus, Mezey, & Bewley, 2006; Rachana, Suraiya, Hisham, Abdulaziz, & Hai, 

2002; Sharps, Laughon, & Giangrande, 2007). Studies have reported that IPV during 

pregnancy is a risk factor for antepartum hospitalization (Kaye, Mirembe, Bantebya, 

Johansson, & Ekstrom, 2006), and 10% of hospitalizations during this period are the 

result of intentional injuries due to IPV against the pregnant woman (Chambliss, 2008).  

Other adverse outcomes include general poor health, high blood pressure, 

diabetes, asthma, cardiovascular problem, gastrointestinal, frequent kidney infections 

and urinary tract infection (Dillon, Hussain, Loxton, & Rahman, 2013; Rachana, 

Suraiya, Hisham, Abdulaziz, & Hai, 2002). Sexual IPV can lead to an increased risk of 

sexually transmitted diseases, pelvic inflammatory disease, sexual dysfunction, bladder 

infections and other gynaecological health problems (Campbell & Lewandowski, 1997). 

Women who are victims of sexual IPV with or without physical IPV are more likely to 

report gynaecological health problems than women who experience physical IPV only, 

or those who have never abused (Stenson, 2004; Stephenson, Koenig, & Ahmed, 2006). 

Studies also have reported that self-perceived poor health status is significantly 

associated with IPV (Ellsberg, Jansen, Heise, Watts, & Garcia-Moreno, 2008; Ishida, 

Stupp, Melian, Serbanescu, & Goodwin, 2010; Nur, 2012).   

2.6.2 Mental health outcomes 

A growing number of studies have demonstrated that IPV during and after 

pregnancy is associated with maternal mental health complexities such as anxiety 

disorders, depression, posttraumatic stress disorder, low self-esteem, negative self-

image, less life satisfaction, functional impairment and fear of intimacy (Bacchus, 

Mezey, & Bewley, 2006; Chambliss, 2008; Escribà-Agüir, Ruiz-Pérez, & Saurel-

Cubizolles, 2007; Jeanjot, Barlow, & Rozenberg, 2008; Martin, Li, Casanueva, Britt, & 

Kupper, 2006; Murphy & Ouimet, 2008; Pallitto, Campbell, & O'campo, 2005; Romito, 
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Pomicino, Lucchetta, Scrimin, & Molzan Turan, 2009; Zlotnick, Johnson, & Kohn, 

2006). These mental health problems often co-occur (Ogbonnaya, Kupper, Martin, 

Macy, & Bledsoe-Mansori, 2013). Martin and colleagues (2006) have revealed that 

women who have experienced multiple forms of IPV (physical, sexual and/or 

psychological) before or during pregnancy are at a greater risk for psychological distress 

and depression compared to non-victims. It is estimated that the cost for women who 

seek mental health care after being abused is US$269 per incident of IPV in the US, 

while the cost rises to US$1017 if victims seek a full set of mental health care visits 

(National Center for Injury Prevention and Control, 2003). 

Other related complications of IPV during pregnancy are prenatal substance use 

or abuse including tobacco, alcohol, prescription drugs and illicit drugs (Datner, Wiebe, 

Brensinger, & Nelson, 2007; Heaman, 2005; Lipsky, Holt, Easterling, & Critchlow, 

2005; Pallitto, Campbell, & O'campo, 2005; Sarkar, 2008), and suicide (Karmaliani et 

al., 2008; Naved & Akhtar, 2008; Shadigian & Bauer, 2004). Women who have 

experienced IPV, and have attempted suicide report higher levels of sadness, self-

dislike, feeling of worthlessness and suicidal thoughts (Houry, Kaslow, & Thompson, 

2005). A number of women who are abused during pregnancy hold themselves 

responsible for their partner’s abusive behaviour (Bacchus, Mezey, & Bewley, 2006), 

and as a consequence report perceived stress (Valladares, Ellsberg, Peña, Högberg, & 

Persson, 2002). The WHO multi-country study on women’s health and domestic 

violence against women shows that memory loss, problems with concentration and 

dizziness are significantly associated with lifetime experiences of IPV across all the 

study sites (Garcia-Moreno, Jansen, Ellsberg, Heise, & Watts, 2005).  

Considering the severity and frequency, the more severe and/or the more 

frequent the IPV victimisation, the more severe the mental health complications appears 
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to be, suggesting a dose-response association between IPV victimisation and 

depression, anxiety and suicidal ideation (Dillon, Hussain, Loxton, & Rahman, 2013). 

These mental health complexities not only affect the quality of life for the new mothers 

but also their daily functioning in the postpartum period (Martin, Li, Casanueva, Britt, 

& Kupper, 2006; Rådestad, Rubertsson, Ebeling, & Hildingsson, 2004).  

2.6.3 Pregnancy outcomes 

IPV before or during pregnancy may affect pregnancy outcomes through direct 

and indirect consequences of violence (Koski, Stephenson, & Koenig, 2011; Shah & 

Shah, 2010). A pregnancy outcome related to IPV is low birth weight (LBW) of babies 

(Donovan, Spracklen, Schweizer, Ryckman, & Saftlas, 2016; Kaye, Mirembe, 

Bantebya, Johansson, & Ekstrom, 2006; Sarkar, 2008; Shah & Shah, 2010). A meta-

analysis of studies across the USA and Canada revealed that women who report 

experiencing IPV during pregnancy are 40% more likely to give birth to an LBW baby 

(Murphy, Schei, Myhr, & Du Mont, 2001). It has been suggested that there is a 

relationship between IPV and stress and an increase in stress is thought to lead to 

increased levels of cortisol, which has been linked to LBW babies (Valladares, Peña, 

Ellsberg, Persson, & Högberg, 2009). LBW is one of the most significant risk factors of 

infant ill-health and mortality during the first year of life (WHO, 2014b).  

IPV is also significantly linked to other adverse pregnancy outcomes such as 

unwanted pregnancy, low prenatal weight gain (McFarlane, Campbell, Sharps, & 

Watson, 2002; Shadigian & Bauer, 2004), preterm birth (Donovan, Spracklen, 

Schweizer, Ryckman, & Saftlas, 2016; Sarkar, 2008; Shah & Shah, 2010; Sigalla et al., 

2017), miscarriage and requests for abortion (Hoang et al., 2016; Jewkes, Penn-Kekana, 

Levin, Ratsaka, & Schrieber, 2001; Silverman, Gupta, Decker, Kapur, & Raj, 2007), 

placental abruption, fetal injury and perinatal death (Hall, Chappell, Parnell, Seed, & 
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Bewley, 2014; Janssen et al., 2003; Sarkar, 2008; Shadigian & Bauer, 2004; Van Parys, 

Verhamme, Temmerman, & Verstraelen, 2014). Sexual IPV can cause vaginal infection 

which in turn increases the risk of preterm rupture of membranes and preterm delivery 

(Moodley & Sturm, 2000). Sexual IPV can also increase women’s risk of sexually 

transmitted diseases including HIV (Decker et al., 2009; Dunkle et al., 2004a; Koenig et 

al., 2006). 

2.6.4 Maternal health service utilisation 

Although service accessibility (Rahman, Mosley, Ahmed, & Akhter, 2008)
 

demographic (Chakraborty, Islam, Chowdhury, & Bari, 2002; Chakraborty, Islam, 

Chowdhury, Bari, & Akhter, 2003; Rai, Singh, Singh, & Kumar, 2014) and socio-

economic factors (Amin, Shah, & Becker, 2010; Navaneetham & Dharmalingam, 2002; 

Paul & Rumsey, 2002; Rahman, Mosley, Ahmed, & Akhter, 2008; Rai, Singh, Singh, & 

Kumar, 2014) are notable in affecting when, where and how often women receive 

maternal health care services; research has begun to investigate the influence of other 

psychosocial risk factors. Scholars have proposed that IPV might introduce unique risks 

that negatively affect women’s reproductive behaviour and utilisation of health care 

services such as prenatal care (Bailey & Daugherty, 2007; Moraes, Arana, & 

Reichenheim, 2010; Taillieu & Brownridge, 2010). Several studies have revealed that 

women who experience IPV during pregnancy are more likely to receive inadequate 

prenatal care (Heaman, 2005; Lipsky, Holt, Easterling, & Critchlow, 2005) and entry 

into prenatal care late (Bailey & Daugherty, 2007; Goodwin et al., 2000; Huth-Bocks, 

Levendosky, & Bogat, 2002; Jasinski, 2004; McCloskey et al., 2007; McFarlane, 

Campbell, Sharps, & Watson, 2002; Sharps, Laughon, & Giangrande, 2007) compared 

to non-abused women.  
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Survivors of IPV are also reported to have a lack of family support, restricted 

access to health services, strained relationship with health care providers and employers, 

and isolation from social networks (Taillieu & Brownridge, 2010). Additionally, IPV 

can compromise women’s health seeking behaviour due to the associated mental and 

emotional health impairments such as trauma, chronic pain, stress, depressive 

symptoms, anxiety, dizziness, functional disorders and other mental health problems 

(Coker, Smith, Bethea, King, & McKeown, 2000; Ellsberg, Jansen, Heise, Watts, & 

Garcia-Moreno, 2008), which may limit women’s energy to take appropriate health care 

measures. Delayed entry in seeking maternal health care services may be due to either 

controlling behaviour by the perpetrator or fear of exposing obvious signs of physical 

violence, such as black eyes or bruises (Díaz-Olavarrieta et al., 2007; Koski, 

Stephenson, & Koenig, 2011; Zakar, Zakar, Mikolajczyk, & Krämer, 2012). 

2.6.5 Maternal-child bonding 

IPV may have adverse effects on women’s mental health during pregnancy and 

after delivery (Bacchus, Mezey, & Bewley, 2004; Bonomi et al., 2006; Romito, Molzan 

Turan, & De Marchi, 2005). Studies have demonstrated associations between maternal 

depression and disturbances in mother-child interactions (Lovejoy, Graczyk, O'Hare, & 

Neuman, 2000). Depressed mothers are more likely to express behaviours that have a 

long-term emotional, cognitive, intellectual and developmental problem in children 

(Cooper & Murray, 1998; Hart, Field, & Nearing, 1998; Murray, Fiori‐Cowley, Hooper, 

& Cooper, 1996; Wachs, Black, & Engle, 2009; Weinberg & Tronick, 1998). 

Furthermore, IPV during pregnancy significantly affects maternal-child bonding, fetal 

brain development and breastfeeding practices (Janssen et al., 2003; Jasinski, 2004; 

Sarkar, 2008; Sharps, Laughon, & Giangrande, 2007; Trabold, Waldrop, Nochajski, & 

Cerulli, 2013). A mother experiencing IPV will most likely expend most of her time and 
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energy coping with ongoing violence, rather than focus on bonding and caring for her 

baby. Additionally, a depressed mother may be tired, unable to concentrate and 

preoccupied with feelings of guilt, worthlessness and hopelessness, and consequently, 

may no longer enjoy her interaction with her child (Stewart, 2007).  

2.6.6 Homicide 

Homicide is the most extreme consequence of IPV (WHO, 2011). Researchers 

have reported that pregnant women are at an increased risk for lethal IPV or homicide 

(Burch & Gallup, 2004; Chang, Berg, Saltzman, & Herndon, 2005; Decker, Martin, & 

Moracco, 2004; Horon & Cheng, 2005; Martin et al., 2004; McFarlane, Campbell, 

Sharps, & Watson, 2002; Shadigian & Bauer, 2004). McFarlane et al. (2002) have 

documented that women who experience IPV during pregnancy have three times higher 

odds of attempted or completed homicide. Studies have reported that homicide is the 

leading cause of all types of death during pregnancy and the first year postpartum in the 

U.S. (Chang, Berg, Saltzman, & Herndon, 2005; Cheng & Horon, 2010). The WHO 

reported that approximately 38% of all murders of women globally are committed by 

their intimate partners (World Health Organization (WHO), 2013). IPV-related 

homicide is the leading cause of maternal mortality, accounting for 13–24% of all 

deaths among pregnant women (Plichta, 2004). Homicide during pregnancy kills the 

fetus as well, and during postpartum, leaves the infant to live without his/her biological 

mother. 

From the above discussion, it is apparent that IPV before, during, and after 

pregnancy has grave consequences for mothers, children and families.  
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2.7 Chapter summary 

From the aforementioned discussion, it is apparent that a significant number of 

women experience intimate partner violence during pregnancy. Research on the 

prevalence of different forms of IPV women experience over the course of the 

reproductive lifespan is needed to better understand the important patterns of IPV 

during pregnancy. Moreover, an understanding of the potential correlates and 

consequences of IPV during pregnancy is crucial in order reduce or prevent the social 

problem in an effective manner. The chapter described the prevalence, changing 

patterns, and the potential correlates and consequences of IPV during pregnancy. In the 

next chapter, three theoretical perspectives, feminist theory, social learning theory, and 

evolutionary psychology theory that can explain IPV during pregnancy are examined. 
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Chapter 3 

Theories explaining intimate partner violence 

during pregnancy 

 

3.1 Introduction 

Theoretical frameworks that broadly contextualise a social problem are of 

crucial importance for understanding patterns, causes, and outcomes; and for informing 

interventions aimed at preventing or eliminating the problem (Dixon & Graham-Kevan, 

2011; Mazerolle, 2007). Various theoretical explanations of IPV and a range of policy, 

prevention, and intervention protocols have been developed targeting the theoretical 

mechanisms (Bell & Naugle, 2008; Dixon & Graham-Kevan, 2011). With continuing 

debate about the core etiological influences that contribute to intimate partner violence 

(IPV), it is not surprising that a range of theoretical perspectives have been applied to 

help explain the mechanisms that link risk factors to IPV outcomes (Heise, 1998). 

Theories of IPV build from the disciplines of anthropology, biology, psychology, 

sociology and criminology, and often incorporate feminist principles (Heise, 1998; 

Lawson, 2012). While the highlighted causal mechanisms vary across disciplines, there 

is widespread agreement that IPV is not simply an individual problem; rather it is a 

social problem (Miller, 1994; Portwood & Heany, 2007). Macro-level theories focus on 

historical, sociological, and cultural contexts that explain variation in rates of IPV, 

while micro-level theories focus on perpetrators and victims, as well as their 

interactions within these contexts, in order to account for individual-level involvement 

in IPV. Together, these theoretical perspectives offer a framework for research and 

practice related to IPV (Larsen, 2016).  
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This chapter summarises theoretical explanations for IPV during pregnancy and 

its associations and correlations with maternal and child health outcomes. The chapter 

begins with a discussion of the contextual influences that frame IPV during pregnancy 

and then moves to a discussion of the key theoretical perspectives that help explain IPV 

during pregnancy. Finally, relying on the theories, the chapter concludes with a 

conceptual framework for the influence of IPV during pregnancy on delayed entry into 

prenatal care, postpartum depression and mothers’ EBF efforts. 

3.2 Contextual reasons for IPV during pregnancy  

Limited scholarship examines the situational context in which IPV during 

pregnancy occurs. Thus, we know little about the contextual correlates of IPV during 

pregnancy. Early work by Gelles (1975) proposed five major situations that can increase 

the likelihood of IPV during pregnancy: (1) male sexual frustration, (2) the stress of 

imminent parenthood, (3) biochemical changes in the wife, (4) a conscious or 

subconscious desire to terminate the pregnancy, and (5) women’s increased physical 

vulnerability and helplessness. However, Gelles’s work has been strongly criticised for 

its victim-blaming approach and for minimising the role of the male partner in the 

violence (Campbell, Oliver, & Bullock, 1993).  

A qualitative study by Campbell and colleagues (1993) involving 97 abused 

women, documented four basic themes in the narratives of women who were abused 

during pregnancy: (1) husband’s jealousy of the unborn child (18.5%, n=5), (2) 

husband’s anger towards the unborn child (14.8%, n=4), (3) husband’s anger towards 

the mother or ‘business as usual’ (46%, n=11) and (4) pregnancy-specific violence that 

was not directed toward the unborn child (14.8%, n=4). Moreover, pregnancy can 

symbolise a woman’s independence from her male partner, and change the family 
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dynamics and the balance of power between the woman and her partner (Bacchus, 

Bewley, & Mezey, 2001). Bacchus et al. (2001) propose that during and after 

pregnancy, mothers receive more attention from family, friends and health 

professionals, thus creating the potential for IPV to be exposed. Furthermore, it has 

been suggested that women who become preoccupied with the impending birth, are less 

inclined to meet their partner’s physical needs. The abusive partner experiences this as a 

threat to his position of power and may use IPV against the pregnant women in an 

attempt to regain control over her and compel her to refocus on his needs (Bacchus, 

Bewley, & Mezey, 2001). 

Some researchers have suggested that pregnancy constitutes a particularly risky 

period of experiencing IPV because of changes in physical, social, emotional, and 

economic needs of women during pregnancy, increased economic pressure, and less 

frequent sexual relations (Brownridge et al., 2011; Jeanjot, Barlow, & Rozenberg, 2008; 

Saltzman, Johnson, Gilbert, & Goodwin, 2003). Other studies have taken into 

consideration the psychological status of the perpetrator, such as increased stress over 

having to support an infant, anger over an unplanned pregnancy and jealousy that the 

female partner’s attention may have shifted to the baby (Brewer & Paulsen, 1999). 

Unintended pregnancies may further intensify IPV risks since these can introduce 

considerable financial stress (Kashif, Murtaza, & Kirkman, 2010). The pregnancy may 

also induce suspicion of infidelity in abusive males (Daly, Wilson, & Weghorst, 1982; 

Mezey & Bewley, 1997), which indicates that perpetrators are sexually jealous, and in 

some cases, they try to deny paternity (Parker & McFarlane, 1991). Some researchers 

have suggested that IPV during pregnancy is not related to pregnancy, but actually a 

continuation of the prevailing violence (Taillieu & Brownridge, 2010). 
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3.3 Theoretical perspectives of IPV during pregnancy 

Compared with IPV research more generally, research into IPV during 

pregnancy has remained largely descriptive and atheoretical (Taillieu & Brownridge, 

2010). When considering the influence of pregnancy and childbirth on women’s 

experiences of IPV, there are reasons to suspect pregnancy might be protective against 

IPV and other reasons to suggest it might serve to exaggerate risks for IPV. Indeed, 

pregnancy can be an exciting and joyful time for a couple and may increase a husband’s 

biological and social drive to support and protect his wife and children. However, some 

evidence suggests that pregnancy offers little reprieve from ongoing patterns of IPV 

and, in some instances, might even trigger the onset of IPV (Silva, Ludermir, de Araujo, 

& Valongueiro, 2011). Evidence demonstrates that IPV prior to pregnancy is associated 

with IPV during pregnancy (Brownridge et al., 2011; Martin et al., 2004), suggesting 

that physical and/or psychological IPV prior to pregnancy are important risk markers 

for continued exposure during pregnancy and beyond. Moreover, the prevalence of IPV 

during pregnancy suggests that the transition to parenthood can be a stressful and 

anxiety-provoking time, due to an increase in the physical, psychological, social and 

economic needs of most couples and their families (Bondas & Eriksson, 2001; Van 

Parys, Deschepper, Michielsen, Temmerman, & Verstraelen, 2014). Pregnancy adds to 

the tension of existing IPV; many couples face great difficulties when having to cope 

with these life stressors, thereby increasing the risk for IPV during pregnancy (Devries 

et al., 2010; James, Brody, & Hamilton, 2013; Jasinski, 2004). Therefore, considering 

that IPV during pregnancy is not related to pregnancy, but is a continuity of the ongoing 

IPV, some of the theoretical perspectives of IPV, in general, have been used to frame 

IPV during pregnancy in the literature.  
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 A number of theoretical perspectives have been used to frame IPV more 

generally. A sociological perspective emphasises these factors as contributing to IPV in 

general: life events stress, unemployment, poverty, male peer support, poor conflict 

management skills, substance abuse, the intergenerational transmission of violent 

behaviour, familial and societal patriarchy, and power imbalances in the male–female 

relationship (DeKeseredy & Schwartz, 2011; Noel & Yam, 1992). A psychopathology 

perspective, on the other hand, suggests that men who are violent against their spouses 

have some sort of personality disorder or psychiatric problem (Jasinski & Kantor, 2001; 

Noel & Yam, 1992). More specifically, IPV theories span several levels of analysis, 

ranging from the influence of societal norms and power inequalities to the interactions 

between family members in childhood and adulthood, and finally to individual 

characteristics that increase the likelihood of IPV perpetration (Woodin & O'Leary, 

2009). Therefore, it has been suggested that a multilevel theoretical formulation may 

explain IPV and the persistence of abusive relationships more comprehensively 

(Chornesky, 2000). 

It is beyond the scope of this study to outline all theories. Therefore, the study 

will focus mainly on the most widely used and empirically validated theories pertaining 

to IPV in general. Very few studies have explored these broad theories in relation to the 

occurrence of IPV during pregnancy. However, focusing on these theories can help to 

hypothesise the connection between pregnancy and IPV victimisation. Using these 

theories, it is possible to develop a conceptual model to frame the study of IPV during 

pregnancy and its impacts on maternal and child health. The most prominent theories 

used in the literature to explain IPV include social learning theory, theories that 

highlight the role of gender and masculinity, feminist theories and the inter-generational 

transmission theory (Ellsberg & Heise, 2005; Johnson, Ollus, & Nevala, 2007). Since 



53 
 

the level of gender inequality within a society and the cultural attitudes towards 

pregnancy may have an influence on IPV against pregnant women (Taillieu & 

Brownridge, 2010), this section will focus on three different approaches: feminist 

theory, social learning theory and evolutionary psychology theory.  

3.3.1 Feminist Theory 

By examining the sociocultural context, feminist theories focus on how broader 

social forces, such as patriarchy and gender inequality, contribute to violence against 

women (Barrett, 1980; Bell & Naugle, 2008; DeKeseredy & Schwartz, 2011; Woodin & 

O'Leary, 2009). Anthropological research reveals that patriarchy, that is men’s 

structural control over political, legal, economic and religious institutions, is almost 

universal across societies throughout time and space (Glick & Fiske, 1997; McHugh & 

Frieze, 1997). Definitions and descriptions of patriarchy reference two basic 

components: a structure in which males possess superior power and economic privilege 

to women, and an ideology that legitimises this arrangement (Dobash & Dobash, 1979; 

Smith, 1990). Patriarchy can be further differentiated into social patriarchy, which 

refers to male dominance in society as a whole, and familial patriarchy, which refers to 

male dominance in the family (Barrett, 1980). Most importantly, gender roles defined 

by society and taught to individuals during childhood are thought to place men in 

positions of power over women, as a whole (Mihalic & Elliott, 1997).  

Feminist theory holds the view that power and control are used as tools in 

maintaining male dominance, directly or indirectly, over women within a patriarchal 

social system (Babu & Kar, 2010; Dobash & Dobash, 1979; Healey, Smith, & 

O'Sullivan, 1998; Herzog, 2007; Renzetti, 2004). In a patriarchal system historically, 

male voices and experiences have been privileged over female voices and experiences 

(Renzetti, 2004), thereby providing an explanation why men feel that they should be in 
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charge of the family: making decisions, setting down the rules, responsible for 

disciplining disobedient partners and children, and correcting unsatisfactory 

performance of duties (Healey, Smith, & O'Sullivan, 1998). The theory also posits that 

the social acceptability of male domination reinforces the belief that males have the 

right to use physical force against their intimate female partners as a social instrument 

of intimidation to control them, and consequently to sustain unequal power in intimate 

relationships (Dobash & Dobash, 1979; Herzog, 2007; Smith, 1990; Straus, Gelles, & 

Steinmetz, 1980; Yllo & Straus, 1990). Therefore, IPV is viewed largely as a function 

of prevailing societal and cultural norms and attitudes that not only condone but also 

legitimate violent acts (Dobash & Dobash, 1979; Haj-Yahia, 1998; Straus, Gelles, & 

Steinmetz, 1980).  

Evidence suggests that IPV commonly occurs in societies, and in families, in 

which high levels of gender inequality exist, where women are less empowered and 

male partners have more power and control (Ackerson & Subramanian, 2008; Ashrafun 

& Säävälä, 2014; Schuler, Bates, & Islam, 2008; Yllo, 2005). These elements reinforce 

male dominance and female subjugation and subordination. Most feminist explanations 

of the persistence of IPV focus on the subjugation and subordination of women as the 

principal breeding ground for violence against them (Dobash & Dobash, 1979; Stark, 

2007; Walker, 2009). Some theoretical and empirical studies on the relationship 

between patriarchy and IPV show that men tend to physically beat their wives when 

they disobey or are perceived as disobeying a husband’s authority (Dobash & Dobash, 

1979; Sugarman & Frankel, 1996). Research has revealed that there is a positive 

relationship between traditional gender-role attitudes and tolerant attitudes towards IPV 

(Dobash & Dobash, 1979; Haj-Yahia, 1998; Straus, Gelles, & Steinmetz, 1980).  
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In many low and middle-income countries, including Bangladesh, the traditional 

patriarchal normative structure places women subordinate to men in all realms of life 

and supports the men’s use of force against women when necessary (Cain, Khanam, & 

Nahar, 1979; Hadi, 2005; Mollah, 2005). In a patriarchal social system, the social 

acceptability of male domination commonly supports the belief not only that the men 

should be the head of the household and responsible for earning money to support the 

family, but that they also have decision-making authority. This role comes with a range 

of responsibilities and privileges. Conversely, the role of the woman is to take care of 

the children, care for family members and the elderly, manage household activities and 

be sexually subservient. Traditional norms support a man’s right to inflict IPV when a 

wife fails to conform to certain traditional gender role expectations, for example, if a 

woman does not obey her elders, goes out without telling her partner, neglects their 

children, argues with him, refuses to have sex with him, or does not have meals ready 

on time (Garcia-Moreno, Jansen, Ellsberg, Heise, & Watts, 2006). In these patriarchal 

contexts, a husband’s violent behaviour is perceived as justified when a wife fails to 

conform to these traditional role expectations (Hadi, 2005). Nearly one-third of women 

in Bangladesh believe that a husband is justified in beating his wife under certain 

circumstances, with 23% accepting IPV as justified in the context of an argument 

(Rashid, Kader, Perera, & Sharma, 2014). Moreover, the majority of Bangladeshi men 

think that a wife is accountable to her husband for her behaviour and daily activities, 

and that violence is acceptable as a corrective punishment (Hadi, 2005; UNFPA, 2003). 

Therefore, women’s subordination is reflected in the gender division of labour, the lack 

of decision-making autonomy, the restrictions on freedom of movement, and the 

differential access to resources within the family in many low-and-middle-income 

countries, including Bangladesh (Hadi, 2000; Rashid, Kader, Perera, & Sharma, 2014).  
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Evidence suggests that intra-household bargaining power and relations of power 

between men and women in the household inhibit women’s access to maternal 

healthcare services (Lowe, Chen, & Huang, 2016). The intra-household power 

dynamics depend on the culture and society in which a woman lives, as well as the 

gender norms and values within the society. These norms and values also determine her 

roles, rights and opportunities within the community and household, thereby influencing 

women maternal healthcare utilisation (Namasivayam, Osuorah, Syed, & Antai, 2012). 

The relationship dynamics between a woman and her male partner can also influence 

access to and control over family resources and decisions on how to utilise resources, 

which in turn has important implications for maternal healthcare utilisation (Allendorf, 

2010; Lowe, Chen, & Huang, 2016; Namasivayam, Osuorah, Syed, & Antai, 2012). 

There is limited research available on the impact of patriarchal dominance on the 

risk of IPV during pregnancy or its impacts on women’s health-seeking behaviours 

(Brownridge et al., 2011). IPV may originate from a man’s need to enforce power and 

control in his relationship (Daly & Chesney-Lind, 1988), and pregnancy may have a 

significant influence on the power dynamics of a relationship (Bacchus, Mezey, & 

Bewley, 2006). Pregnancy symbolises the woman’s ‘autonomous control over her own 

body and may represent a degree of independence from her partner’ (Bacchus, Mezey, 

& Bewley, 2006, p. 595). Therefore, IPV during pregnancy may be due to the abusive 

partner’s attempt to re-establish his control over his partner (Bacchus, Mezey, & 

Bewley, 2006). During pregnancy, physical exhaustion, reduced mobility and a lack of 

emotional availability may limit women’s energy for her traditional duties as 

homemaker, which frequently may lead to an increased risk of IPV since abusers tend to 

hold more conventional gender role attitudes (Bacchus, Mezey, & Bewley, 2006; 

Jasinski, 2001; Noel & Yam, 1992).  
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Abused women are likely to have less decision-making autonomy, limited 

freedom of movement and higher economic reliance (Ellsberg, Peña, Herrera, 

Liljestrand, & Winkvist, 2000; Smith & Martin, 1995), which may reduce their ability 

to make decisions for themselves and their families, including the choice of receiving 

appropriate maternal healthcare services. Pregnancy may increase financial pressures, 

increasing women’s financial dependency on their male partners (Bacchus, Mezey, & 

Bewley, 2006; Pallitto, Campbell, & O'campo, 2005). Financial control by limiting 

access to money is one of the ways in which men seek to control and limit their 

partner’s freedom within abusive relationships (Bacchus, Mezey, & Bewley, 2006). 

Delayed entry in seeking reproductive healthcare services may be due to the controlling 

behaviour by the perpetrator (Koski, Stephenson, & Koenig, 2011). 

Feminist theories have been criticised because they tend to disregard the role of 

individual traits and individual-level differences in IPV perpetration, within patriarchal 

contexts (Chornesky, 2000; Fonagy, 1999). They have also been criticised for 

overemphasising men’s violence against women, while disregarding women’s use of 

violence (Renzetti, 2004). Social psychologists criticise feminist conceptualisation of 

traditional gender-role attitudes by suggesting that the current socio-political climate 

has changed remarkably and now favours a more egalitarian position for women, since 

the formulation of feminist theory (Glick & Fiske, 1997; Herzog, 2007). Against 

common perceptions, Glick and Fiske (1996, 1997) also argue that traditional attitudes 

about women’s role do not only involve highly negative or hostile feelings toward 

women (e.g., anger, antipathy and resentment) but also involve somewhat more positive 

and benevolent feelings (e.g., protective paternalism, idealisation of women and 

affection). Moreover, traditional gender-role attitudes are fundamentally ambivalent and 

involve both hostile and benevolent attitudes toward women (Glick & Fiske, 1996, 
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1997; McHugh & Frieze, 1997), and these positively evaluated traditional presumptions 

about women make them men’s ‘better half’ (Glick & Fiske, 1997). Even so, the 

patriarchal cultural and structural arrangements described by feminist theorists as 

contributing to IPV are still relevant in developing countries like Bangladesh, even as 

they become outdated in Western contexts. 

3.3.2 Social Learning Theory 

Social learning theory is one of the most popular explanatory perspectives in the 

IPV literature (Mihalic & Elliott, 1997; Woodin & O'Leary, 2009). While there are 

different versions of social learning theories (intergenerational cycle of violence, 

intergenerational transmission theory), almost all share the view that violence and 

aggression are not inherent properties of the individual; rather they are learned 

behaviours (DeKeseredy & Schwartz, 2011; Mihalic & Elliott, 1997; Walker & 

Browne, 1985; Woodin & O'Leary, 2009). The violence learning process starts through 

role models provided by parents or peers in childhood (Bell & Naugle, 2008; Cochran, 

Branch, & Sellers, 2005; Mihalic & Elliott, 1997) and continues in adulthood as 

individuals have learned that violence can be a coping mechanism for stress or a method 

of settling family conflicts (Bandura, 1978).  

During childhood and adolescence, witnessing how parents and relatives behave 

in their intimate relationships provides training for how one assumes or expects 

individuals should behave in relationships (Mihalic & Elliott, 1997). Individuals then 

replicate this behaviour in their own relationships (Godbout, Dutton, Lussier, & 

Sabourin, 2009; Mihalic & Elliott, 1997; Walker & Browne, 1985). In this way, 

witnessing violence makes children invisible victims, since children learn that (1) 

violence is an appropriate way to resolve conflicts; (2) violence is a part of family 

matters; (3) the abuser of IPV often goes unpunished; and (4) violence is a means to 
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control other people (Massachusetts Coalition of Battered Women Service Groups, 

1995). IPV, therefore, has an impact not only on its direct victims but also on the values 

and behaviour of children growing up in an abusive environment where they frequently 

witness violence, and incorporate it into their own behavioural repertoire and 

expectations (Henderson, Bartholomew, Trinke, & Kwong, 2005; Kovacs & Tomison, 

2003).  

Several studies have demonstrated childhood victimisation as well as witnessing 

IPV during childhood, to be associated with adverse behavioural and emotional 

outcomes in children, including internalising problems such as withdrawal, anxiety and 

depression, and externalising problems such as conduct disorders, aggression and 

delinquency (Johnsona et al., 2002). A large number of studies have found evidence for 

the intergenerational ‘cycle of violence’ hypothesis, which theorises that violent and 

abusive adults learned this behaviour as a result of being the victims of, or witnesses of, 

aggressive and abusive behaviour during childhood and adolescence (Cochran, Branch, 

& Sellers, 2005; Mihalic & Elliott, 1997; Tjaden & Thoennes, 2000). Therefore, victims 

and perpetrators of IPV are thought to have either witnessed violence or directly 

experienced physical abuse as children, resulting in the development of tolerance or 

acceptance of violence within the family (Bell & Naugle, 2008; Kovacs & Tomison, 

2003; Lewis & Fremouw, 2001). Furthermore, positive results following IPV may 

increase a person’s expectations that future aggression will provide similar outcomes, 

ultimately results in continued use of violence (Riggs & O'Leary, 1989). 

 Social learning theory may be relevant for explaining IPV during pregnancy 

(Taillieu & Brownridge, 2010). Taillieu and Brownridge (2010) position IPV during 

pregnancy as a continuation of a pattern of violence experienced by these women 

throughout their lives, and as such, not directly related to the pregnancy. A history of 
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childhood victimisation makes women more susceptible to experiencing IPV during 

pregnancy (Goodwin et al., 2000; Jasinski, 2004; Martin et al., 2004). Díaz-Olavarrieta 

et al. (2007) reported that 25 of 99 women they studied, who had been abused during 

pregnancy, also reported abuse during every life period. Dunn and Oths (2004) reported 

that 81% of women who reported IPV during pregnancy also reported experiencing 

violence during the previous year. A study of convicted IPV perpetrators found that 

witnessing IPV in the family of origin significantly correlated with being physically 

abused, physically punished and sexually abused during childhood (Burch & Gallup, 

2004). Several longitudinal studies have shown that childhood exposure to IPV is 

significantly associated with increased likelihood of mental health problems, substance 

abuse, criminal offending (Fergusson & Horwood, 1998), suicidal ideation (Thompson 

et al., 2005), and suicide attempt (Dube et al., 2001). 

One study from Bangladesh reported that one-quarter of women witnessed 

father-to-mother violence, and those women who witnessed such violence were 2.4 

times more likely to experience any kind of IPV than women who never witnessed 

violence, suggesting that IPV passes from one generation to another (Islam, Tareque, 

Tiedt, & Hoque, 2014). A recent study by Islam et al. (2017) demonstrated that men 

who witnessed father-to-mother violence were more likely to have physical or sexual 

IPV reported against them and were also more likely to endorse attitudes justifying wife 

abuse. A male partner’s controlling behaviours may limit women’s health-seeking 

behaviours and abused women may deliberately not intend to receive any healthcare 

services, in order to avoid further abuse or conflict with their partners. Due to social 

learning, daughters may learn from their mothers to be tolerant to IPV situations, as 

well as not to receive maternal healthcare services. Both longitudinal and prospective 

studies have established the link between early exposure to violence and IPV with more 
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clarity (Godbout, Dutton, Lussier, & Sabourin, 2009), but this relationship has not been 

explicitly explored because it relates specifically to the risk of IPV during pregnancy 

(Taillieu & Brownridge, 2010).  

Social learning theory is not without criticism. DeKeseredy & Schwartz (2011) 

suggested that many people who were raised in relatively nonviolent homes, abuse their 

female partners and children. Moreover, most children have a sense of justice and 

fairness, and are likely to regard physical violence as evil rather than accept it as 

appropriate when they witness parental IPV (Dobash & Dobash, 1979). Indeed, many 

people may have directly experienced child abuse or have witnessed their father beat 

their mother, but have never beaten their spouse or children (Barnett, Miller-Perrin, & 

Perrin, 2005). To prevent children from becoming abusers, many abused mothers may 

spend a substantial amount of time and effort teaching their children that physical 

violence is wrong and, therefore, should be avoided at all times (Dobash & Dobash, 

1979). Even so, IPV is more common among those who have been exposed to it in their 

families and communities, and as such, it seems relevant to consider learning theory 

when accounting for IPV during pregnancy in Bangladesh.  

3.3.3 Evolutionary Psychology Theory  

Evolutionary psychology theories focus on survival and reproduction (Maner & 

Shackelford, 2008). According to evolutionary psychology, men are concerned with the 

continuation of their gene pool and violence is largely motivated by paternal uncertainty 

(Taillieu & Brownridge, 2010). Men have been historically and genetically more 

aggressive in competing effectively against other male rivals for sexual access to 

women for procreation (DeKeseredy & Schwartz, 2011; Kamal, 2013). Evolutionary 

theories of jealousy generate hypotheses about sexual differences in response to a long-



62 
 

term intimate partner’s emotional infidelity versus sexual infidelity (Maner & 

Shackelford, 2008). Evolutionary researchers state that jealousy in men is designed 

primarily to prevent unknowingly caring for children who are not genetically their own 

(Cousins & Gangestad, 2007; Maner & Shackelford, 2008).  

Because of internal fertilisation, men can rarely be certain that their children are 

actually genetically their own (Burch & Gallup, 2004). Indeed, due to rape or infidelity, 

there is always a possibility that the children woman bears are not her partner’s. 

Evolutionary theorists argue that men use an array of ‘mate retention tactics’ when they 

have younger or physically attractive partners. Some men want to control female 

sexuality and to prevent infidelity (Cousins & Gangestad, 2007) and violence is one 

tactic used (Buss & Duntley, 2011). To avert paternal uncertainty, therefore, men are 

especially likely to guard their partners when their partners are near ovulation because 

the risk of conception is highest at that period (Haselton & Gangestad, 2006) or 

consistently monitor their partners, or isolate them from other men (Burch & Gallup, 

2004). More severe mate retention tactics are applied to female partners who are 

suspected to be unfaithful, and physical abuse is the more severe one. One study 

reported that male partner’s sexual coercion is another consequence of men's 

perceptions of a mate's sexual infidelity (Goetz, Shackelford, & Camilleri, 2008).  

The general perception from the vast majority of society in Bangladesh is that 

following marriage a woman should be a perfect wife and be loyal only to her husband. 

Extra-marital relationships are not acknowledged and are frowned upon (Schuler & 

Islam, 2008). Therefore, male partner’s controlling behaviours are inflicted upon 

women of Bangladesh due to sexual jealousy and accusations of infidelity. Pallitto and 

O’Campo (2005) reported that male partner’s controlling behaviour might increase the 

risk of IPV during pregnancy. Male partner’s controlling behaviours may also influence 
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delayed entry in seeking antenatal care and restricted access to healthcare services 

(Heise & Garcia-Moreno, 2002; Koski, Stephenson, & Koenig, 2011). 

Experts argue that the detection or suspicion of infidelity is an important 

predictor of IPV (Buss & Duntley, 2011; Daly, Wilson, & Weghorst, 1982), and sexual 

jealousy is a prime motivator for homicide (Wilson & Daly, 1996). A number of studies 

have demonstrated that abusive male partners tend to be more sexually jealous and 

possessive of their partners, compared with non-abused males (Bacchus, Mezey, & 

Bewley, 2006; Burch & Gallup, 2004; Chambliss, 2008; Decker, Martin, & Moracco, 

2004), and doubts about paternity is factor for IPV within the relationship (Bacchus, 

Mezey, & Bewley, 2006). In a study of convicted IPV perpetrators, men with pregnant 

partners have reported significantly higher sexual jealousy scores than men whose 

partners are not pregnant (Burch & Gallup, 2004). 

Some researchers have demonstrated that due to partners’ jealousy of other close 

relationships, abused pregnant women are often socially isolated by their male partners 

from family, friends and other social support systems, by their male partners (Bacchus, 

Mezey, & Bewley, 2006; Noel & Yam, 1992; Pulido, 2001; Wiemann, Agurcia, 

Berenson, Volk, & Rickert, 2000). This social isolation, in turn, decreases pregnant 

women’s social support network (Taillieu & Brownridge, 2010). Evidence shows that 

insufficient social support is associated with an increased risk of experiencing IPV 

during pregnancy (Farid, Saleem, Karim, & Hatcher, 2008; Jeanjot, Barlow, & 

Rozenberg, 2008; Peedicayil et al., 2004; Ruiz-Pérez et al., 2006; Valladares, Pena, 

Persson, & Hogberg, 2005). Due to male partner’s sexual jealousy and suspicion of 

infidelity, a male partner tries to isolate his spouse from others, and that contributes to 

limiting her from receiving maternal healthcare services. Moreover, a lack of social 

support and husband’s controlling behaviours might play a significant role in 
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developing antepartum and postpartum depression that could lead to early termination 

of EBF during the postpartum period (Almond, 2009; Annagür, Annagür, Şahin, Örs, & 

Kara, 2013; Beydoun, Beydoun, Kaufman, Lo, & Zonderman, 2012). In summary, 

existing studies provide supportive evidence in favour of evolutionary psychology 

theory as a potential explanation for IPV during pregnancy.  

Evolutionary psychology theories are not without criticism. In evolutionary 

psychology, the individual is regarded to be independent of socio-cultural factors 

(Brinkmann, 2011). This theory also ignores the importance of culture. Nonetheless, 

suspicion of infidelity and sexual jealousy lead to IPV, and as such, it seems relevant to 

consider evolutionary psychology theory when accounting for IPV during pregnancy in 

Bangladesh.  

This research will examine the three theories discussed above to gauge whether 

they hold for the women of Bangladesh in explaining IPV during pregnancy. Dowry 

demands by husband, low level of social support, and women’s decision-making 

autonomy explore the application of feminist theories. Correlates such as childhood 

exposure to violence and witnessing parental violence during childhood explore the 

utilisation of social learning theory. Husband’s controlling behaviour and unintended 

pregnancy pertain to evolutionary psychology theory.  

3.4 Conceptual framework 

The applicability and relevance of a particular theory explaining IPV must be 

tested within the specific cultural context and its normative roles (Loue, 2001). Building 

on the empirical literature on IPV during pregnancy, the unique aspects of Bangladeshi 

culture as they might impact how IPV plays out during pregnancy and key explanatory 

theories, the conceptual model detailed in Figure 3.1 is proposed. 
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A range of socio-demographic characteristics, obstetric and reproductive 

characteristics and psycho-socio-cultural characteristics are hypothesized to determine 

women’s exposure to different forms of IPV before, during, and after pregnancy. 

Combined with these characteristics, exposure to IPV can compromise women’s 

reproductive health service utilization, and increase the risk of experiencing postpartum 

depression and early termination of EBF. Additionally, IPV can compromise women’s 

health seeking due to stress and postpartum depression. It is also hypothesized that 

exposure to IPV, low use of maternal health services and postpartum depression may 

significantly influence mothers’ EBF practices. Moreover, IPV may be independently 

associated with low use of maternal healthcare services, developing of postpartum 

depression and early termination of EBF. 

The association between IPV during pregnancy and mother’s exclusive 

breastfeeding are poorly understood in the literature. There are also gaps in knowledge 

whether exposure to IPV during and after pregnancy independently associated with 

delayed entry into prenatal care and experiencing postpartum depression. This 

conceptual model will assist in explaining these gaps. 
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3.5 Chapter summary 

There is no single theory that can fully explain IPV, as the causes of IPV are 

multifactorial. Moreover, giving the complexity of IPV, it is difficult of examine all 

relevant factors in a single study (Kelly, Gonzalex-Guarda, & Taylor, 2011). Complex 

behaviours, complicated thinking patterns, individual cognitions, and the interactions 

among individuals and systems all can play a role in IPV (Hyde-Nolan & Juliao, 2012). 

An abuser’s controlling behaviours may be exacerbated by pregnancy due to the stress 

and anxiety of first time parenting or having an unplanned pregnancy (Jasinski, 2004). 

Moreover, reduced attention given to the male partner during pregnancy is treated by 

the abusive partner as a threat to his positions of power, and may lead to perpetrate 

violence against the women during pregnancy (Bacchus, Bewley, & Mezey, 2001).   

The lack of research on IPV during pregnancy in women of Bangladesh reflects 

the lack of application of theories that explain IPV during pregnancy. To address this 

gap in knowledge, this research assesses the link between variables derived from each 

of these three theories and IPV during pregnancy to advance our understanding of who 

is most vulnerable to experiencing IPV during pregnancy and to articulate its correlation 

with a number of negative healthcare indicators. The findings will contribute to 

knowledge on theories explaining IPV during pregnancy. 

The next chapter discusses the research methods that were utilised to collect data 

for analysis to examine IPV victimisation and to explore the health consequences of 

IPV victimisation during pregnancy among women in Bangladesh. 
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Chapter 4 

Methods and materials 
 

4.1 Introduction 

Exploring intimate partner violence among married women around the time of 

pregnancy requires an extensive and rigorous methodological approach. Research on 

such an important and sensitive topic needs a rigorous sampling design and detailed 

attention to undertaking systematic interviews with respondents under safe conditions. 

The research methods used to address the following two research questions are 

described in this chapter. The demographic characteristics of women of Bangladesh, 

research design, sampling processes, data collection procedures, variables utilised, and 

analytical procedures are outlined in sequential phases in this chapter. 

Research Questions: 

RQ1 How do pregnancy and the postpartum period influence the prevalence of IPV? 

RQ2 Does IPV influence delayed entry into prenatal care, postpartum depression, and 

mother’s exclusive breastfeeding?  

To address these aforementioned research questions, this study broadly explores 

IPV situations for women of Bangladesh with specific aims to: 

Aim-1: Examine IPV victimisation for pregnant women in Bangladesh. 

Aim 1.1 : To uncover the prevalence of different forms of IPV before, during, 

and after pregnancy; 

Aim 1.2 : To examine the changing pattern of IPV victimisation before, during, 

and after pregnancy;  

Aim 1.3 : To identify potential correlates of different types of IPV victimisation 

during pregnancy. 
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Aim-2: Explore the health consequences of IPV victimisation for pregnant women in 

Bangladesh. 

Aim 2.1 : To examine the influence of IPV victimisation before and during 

pregnancy on delayed entry into prenatal care; 

Aim 2.2 : To explore the association of postpartum depression in relation to 

maternal exposure to IPV before, during, and after pregnancy; 

Aim 2.3 : To examine the influence of IPV victimisation before, during, and after 

pregnancy on exclusive breastfeeding. 

 

4.2 Study setting 

The study was carried out in randomly-selected, Expanded Program on 

Immunisation (EPI) centres in two Upazilas (sub-district) of the Chandpur district of 

Bangladesh. For the smooth implementation of government programs, Bangladesh is 

administratively divided into 64 districts; each district is further subdivided into several 

Upazilas; each Upazila (except for those in the metropolitan area) is subdivided into 

several Unions; each Union into nine Wards; and each Ward into several villages 

(GOB, 2016). The lowest administrative unit is a Ward, which has around 8,000–10,000 

people.  

For vaccination purposes, each ward is divided into eight sub-blocks based on 

the population, and each sub-block has an EPI outreach site where routine EPI services 

are provided once in a month for catchments of approximately 1,000 people. Almost all 

EPI outreach sites in a Ward are within a walking distance of 15–20 minutes. Health 

workers visit homes to register newborns (in the EPI Registration Book), and invite 

parents to bring their target children to vaccination sessions prior to the day of the 

session. 
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4.3  Research Design 

A community-based, cross-sectional study was conducted in the Chandpur 

district of Bangladesh from October 2015 to January 2016. Interview data was collected 

from postpartum mothers who visited one of the 80 randomly selected EPI centres for 

their children’s vaccinations. EPI centres were chosen because women of reproductive 

age usually come to the centres to receive Tetanus vaccines for themselves, and 

compulsory vaccines (six preventable diseases: diphtheria, measles, pertussis, polio, 

tetanus, and tuberculosis) for their children (0–1 year). The government provides these 

vaccinations free of charge. Questions about IPV need to be asked in a setting that is 

safe and where the individual is alone (Family Violence Prevention Fund (FVPF), 2004; 

Shadigian & Bauer, 2004). This prevents the risk of a potential perpetrator being present 

during the interview session. Instead of households, vaccination centres were chosen 

because they represent an opportune site for providing a safe and private setting, and 

because husbands usually do not accompany their wives to the vaccination centres 

(Mohammadhosseini, Sahraean, & Bahrami, 2010). If the questionnaire was 

administered in the household, other family members, including spouses might remain 

present. In this situation, the respondent might not feel safe to disclose any sensitive 

information against her partner.  

The questionnaire was developed in English and then translated into the Bengali 

language, in order to collect information on the socio-demographics, the experience of 

IPV, the timing of the entry into prenatal care, postpartum depression, and the EBF 

practices. The questionnaire was developed from those used in international studies and 

adapted to suit women of Bangladesh. Before being used in this study, the questionnaire 

was piloted with a small number of Bengali-speaking women (n = 15) to check the 

questionnaire for clarity, flow, design, and completion time. After examining the 
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feedback and responses from the pilot study, the format of the questionnaire was 

revised, a number of sections were reorganised and the wording of some questions was 

modified. To ensure the quality of data collection, the principal researcher (Md. Jahirul 

Islam) monitored field activities through field visits every day. It is worth noting that 

Md. Jahirul Islam is a native of Bangladesh and is fluent in both Bengali and English. 

He was able to train and supervise Bengali interviewers and monitor their work in the 

field. In addition, he used to work in Bangladesh’s Ministry of Health and Family 

Welfare, which facilitated his access to healthcare settings as a research site. 

4.4 Sample 

4.4.1 Selection of study site 

The study was carried out in two Upazilas of the Chandpur district which has 

eight Upazilas (Haimchar, Faridganj, Kachua, Shahrasti, Matlab North, Matlab South, 

Hajiganj, and Chandpur Sadar) and 88 Unions (Banglapedia: National Encyclopedia of 

Bangladesh, 2012). With a population of 2.4 million, the district is situated 55 km 

southwest of the capital city of Dhaka (Wikipedia, 2014). The area is dominated by 

subsistence agriculture and characterised by diversity in socio-economic activities, 

ethnicity, culture and language. Therefore, the populations are mostly representative of 

the broader socio-economic segment and religion of the country. Regular flood and 

river bank erosion are common phenomena in this district. As a common scenario of 

Bangladesh, the majority of women are involved in household work and child rearing.  

The rationale for choosing Chandpur district as study site is: (1) the populations 

are broadly representative of socioeconomic strata and religions of the country, (2) 

nearness to the capital city, making it convenient to move from Dhaka to the study site 

for the research purpose, (3) exceptionally diverse transportation systems (bus, train and 
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launch) make it easy to connect with Dhaka and nearby districts as well as with other 

sub-districts of Chandpur district, (4) because of logistical and financial considerations, 

and (5) If any abused and depressed women are detected, they could be referred to 

available support services to the locality or could be advised to go to Dhaka city for 

improved services due to easy transportation systems. The first four criteria minimise 

bias in site selection, and the last criterion assured that the ethical obligation of the 

research, ensuring appropriate services, was provided to any abused women. 

4.4.2 Sampling process 

The sample size was determined based on the expression: N=
𝑍2𝑝𝑞

𝑑2 , where Z is a 

standard normal deviate, set at 1.96. The confidence level is specified as 95% and the 

desired level of precision (d) is 5%. The p is the estimated proportion of respondents 

with the outcome attribute, and q is 1-p. On the basis of previous studies, approximately 

48% of women have experienced physical and/or sexual IPV in Bangladesh (NIPORT 

et al. 2009). With 10% of the sample size added to provide support of any possible non-

responses in a certain point of the interview, the final sample size for this study was 

calculated to be approximately 426. To determine the women’s experience of IPV from 

their current husband, participants were selected according to the following criteria: 

 Married women between 15 and 49 years of age, 

 Currently living with their husbands for at least the past two years, and 

 Having at least a child aged six months or younger. 

A multistage random sampling procedure was adopted to draw subjects (see Fig. 

4.1). Step by step, two Upazilas, 10 Unions (5 Unions per Upazila), and 80 EPI centres 

(8 EPI centres per union) were randomly selected as survey implementation sites. To 

select EPI centres, Union-wide EPI centre lists were collected from the Upazila Health 
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Complex (regulator of all EIP centres). After selecting Unions randomly, beginning 

with the second EPI centre on the list, every third EPI centre was chosen for the study. 

All eligible women at the randomly selected centres were invited to participate until the 

desired sample size was reached. The research team visited each EPI centre only once 

during the whole data collection period to interview 5–6 participants. The research team 

was ultimately able to interview 426 participants from 80 EPI centres without visiting 

each EPI centre twice. 

 

Figure 4.1: Multistage random sampling procedure 

4.4.3 Recruitment mechanism of respondents 

Initially, the research team observed women who came to receive EPI services. 

One interviewer stayed with the nurse inside the vaccination room with the permission 

of the EPI centre-in-charge. If a woman was identified as not being accompanied by any 

adult family member or other women, the interviewer approached her and asked her if 

she would be willing to participate in the research. If the woman agreed, the interviewer 
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asked her some questions based on the selection criteria of participants, for example, 

whether she was married or not, whether she had been living with her husband for the 

last two years, how old her child was. The initial questions were required to check for 

eligibility for participation in the study. If she was found eligible to participate in the 

research, the interviewer sought her permission and consent to participate. She was 

taken to a private area/room, only if she agreed to participate in the study. Before 

proceeding with the interview, the interviewer would read out the verbal informed 

consent form (see Appendix-A) in front of the respondents and reaffirm her consent to 

participate. 

4.5 Data collection strategy 

Early evidence shows that interviewer-administered questionnaires may yield 

more reports of IPV than self-administered questionnaires (Eskenazi & Pearson, 1988). 

Furthermore, most of the women in Bangladesh are illiterate. Literacy rates in 

Bangladesh are determined by the percentage of people who can sign their names only 

but not read written text. A number of questions in the questionnaire were fairly 

technical and would be difficult for women with limited literacy to understand on their 

own. Therefore, after careful consideration, it was decided that a self-administered 

questionnaire was not appropriate for this study. 

Two female university graduates from Bangladesh with knowledge in sociology 

or anthropology and experience in quantitative data collection conducted the interviews. 

Interviewers underwent two days of intensive training in different aspects of interview 

techniques, data collection procedures, gender and ethical issues, mechanism of 

handling sensitive topics, management of difficult situations arising out of the 

discussion of these issues, minimisation of under-reporting, and maintaining 

confidentiality and the safety precautions of participants and interviewers in the study. 
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Interviewers approached a total of 453 postpartum mothers to reach the desired sample 

size of 426, yielding a response rate of 94%.  

Randomly-selected, postpartum mothers were asked retrospectively about their 

past experience of IPV and their related health behaviour and well-being using a pre-

tested structured questionnaire (see Appendix-B & C). The same approach has been 

employed in a range of past studies examining the prevalence and determinants of IPV 

during pregnancy (Daoud et al., 2012; Desmarais, Pritchard, Lowder, & Janssen, 2014; 

Gomez-Beloz, Williams, Sanchez, & Lam, 2009; Guo, Wu, Qu, & Yan, 2004b; 

Heaman, 2005; Martin, Li, Casanueva, Britt, & Kupper, 2006; Mohammadhosseini, 

Sahraean, & Bahrami, 2010; Peedicayil et al., 2004; Perales et al., 2009). Some 

researchers suggest that retrospective reports may be susceptible to recall bias and 

errors. However, retrospective reports have been demonstrated to be a valid and reliable 

method for collecting sensitive and emotional data, such as IPV and maternal mental 

health problems during the perinatal period (Desmarais, Pritchard, Lowder, & Janssen, 

2014). It is also possible that women will remember incidents of violence during 

pregnancy because pregnancy is a memorable and time-related cue to past events 

(Gelles, 1988). To enhance the quality of data, a calendar-based interviewing approach 

was employed, and respondents reported retrospectively using a calendar as a memory 

aid. Calendar-based interviews are the state-of-the-art in interviewing and surveying 

when personally significant and easy-to-recall landmark dates are marked on the 

calendar, to serve as temporal anchors of events (Belli, Shay, & Stafford, 2001). The 

calendar-based interviewing method has been reported to increase reliability and 

validity of retrospective, behavioural reports (Belli, Shay, & Stafford, 2001; Desmarais, 

Pritchard, Lowder, & Janssen, 2014). For the present study, the birth date of the indexed 

child was used to determine the approximate date of conception. These two important 

dates were used as the main temporal anchors. 
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Each interview required approximately 40–50 minutes. Most of the women 

usually come to the EPI centres leaving their household works, even possibly taking 

leave from their employers. Therefore, each respondent was given a modest monetary 

‘thank-you gift’ (BDT 500 ~ USD 6.50) to partially compensate for their time.  

4.6 Human participation protection 

Before initiating the study, ethical approval was obtained for scientific and 

ethical integrity from the National Research Ethics Committee of the Bangladesh 

Medical Research Council Ethical Review board (BMRC/NREC/2013-2016/305), as 

well as the Ethical Review Committee of Griffith University (CCJ/41/14/HREC) (see 

Appendix- D). The study strictly followed WHO’s ethical and safety recommendations 

for research on domestic violence (Ellsberg, Heise, Pena, Agurto, & Winkvist, 2001). 

These guidelines include reiterating informed consent, ensuring privacy, provision of 

referrals to women experiencing domestic violence, emotional support for field staff, 

and collaborating with local women’s groups (WHO, 2001). In consideration of the 

sensitive nature and cultural context of the study, verbal informed consent from 

respondents was obtained to ensure complete anonymity for respondents and to avoid 

any legal consequences. Each respondent was informed about the objectives of the 

study, and the process of maintaining confidentiality and anonymity of their personal 

information. It was stressed that truthful answers were needed to potentially sensitive 

questions, in order to gain appropriate insights concerning women’s health and 

wellbeing. Interviewers ensured the women that their participation in the study was 

entirely voluntary and that their participation or non-participation in the study would not 

affect their healthcare from the EPI centres. Women were interviewed using the survey 

questionnaire in a private room without being accompanied by children aged ≥3 years 

or their relatives to help assure confidentiality. To ensure safety and confidentiality, 
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women who accompanied by a spouse or other adult family members were not asked to 

participate in an interview. To further ensure confidentiality and safety, participants 

were not asked to provide any information that would uniquely identify them. 

At the end of the interview, each participant was offered a brochure detailing 

community resources and referral information on IPV, for example, helpline, contact 

numbers, shelters, and legal services, which they could access free of charge (see 

Appendix-E). The interviewer explained the content of the brochure to each participant 

and asked if she would like any assistance in reaching out to any of the listed 

organisations. In consideration for the safety of the women, they were advised not to 

take the brochure home if it made them feel unsafe to do so, but rather to leave it in the 

safe custody of one of their most trusted friends or family member. Women who 

reported an experience of IPV were offered primary counselling services and referrals to 

local social and psychological services. Women who scored ≥10 on the Edinburgh 

Postpartum Depression Scale were referred to the nearby district hospital for 

appropriate follow-up (Gausia, Fisher, Ali, & Oosthuizen, 2009). The interviewers also 

aimed to recognise and counter any feelings of distress among the identified abused 

women by describing how their participation in the study might contribute to better 

understanding of IPV and its influence on women’s health and wellbeing.  

All of the data secured from respondents was automated and stored on a 

password protected computer. All hard copy and electronic research data were retained 

in a locked cabinet and/or a password-protected electronic file at Griffith University. 

4.7 Variables and measurements 

4.7.1 Background predictors 

The summary of the research aims in terms of dependent and independent variables and 

analytic strategies are shown in Table 4.1. 
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Table 4.1: Summary of the analytical procedures used for individual research aims 

     Aims Independent Variables Dependent 

Variable 

Statistical 

analysis  

Aim- 

1.1 & 

1.2 

Aims 1.1 and 1.2 are largely descriptive. Frequency 

distribution 

and  

analysis. 
Aim-1.3 Age during pregnancy, mother’s education, 

husband’s education, area of residence, 

family structure, family monthly income, 

number of children, dowry demands at 

marriage, pregnancy intention, traditional 

gender roles attitudes, husband’s 

controlling behaviours, decision-making 

autonomy, social support, self-esteem, 

husband’s substance abuse,  any childhood 

witnessing of violence and any childhood 

exposure to violence.   

Intimate 

partner 

violence 

during 

pregnancy 

 analysis 

and 

multivariate 

logistic 

regression 

analysis. 

Aim-2.1 Age during pregnancy, mother’s education, 

husband’s education, area of residence, 

family structure, family monthly income, 

parity, pregnancy intention, relationship 

with mother-in-law, dowry demands at 

marriage, traditional gender roles attitudes, 

women’s decision-making autonomy, and 

IPV before and during pregnancy. 

Delayed 

entry into 

prenatal care 

 analysis 

and 

multivariate 

logistic 

regression 

analysis. 

Aim-2.2 Age during pregnancy, mother’s education, 

family monthly income, parity, number of 

children less than five years of age, 

pregnancy intention, complication during 

childbirth, mode of childbirth, husband’s 

preference for a son, breastfeeding 

initiation, relationship with mother-in-law, 

women’s decision-making autonomy, 

husband’s controlling behaviours, previous 

depressive symptoms, perceived stress, 

social support, self-esteem,  and IPV 

before, during, and after pregnancy. 

Post-partum 

depression at 

1–6 months 

 analysis 

and 

multivariate 

logistic 

regression 

analysis. 

Aim-2.3 Age during pregnancy, mother’s education, 

family monthly income, family structure, 

parity, pregnancy intention, number of 

ANC visits, age of the child, number of 

children less than five years of age, 

maternal health status, complication during 

childbirth, mode of childbirth, place of 

childbirth, social support, postpartum 

depression, childhood sexual abuse, and 

IPV before, during, and after pregnancy. 

Mothers’ 

exclusive 

breastfeeding 

 analysis 

and 

multivariate 

logistic 

regression 

analysis. 
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4.7.2 Exposure: Intimate partner violence 

Women’s exposure to intimate partner violence before, during, and after 

pregnancy is the central focus of this study. The study sample is comprised of married 

mothers so, for the purposes of this study, ‘intimate partner’ refers to the respondent’s 

current partner. The study collected information on IPV experienced by women before, 

during, and after pregnancy using the domestic violence module from the WHO’s 

Demographic Health Survey Questionnaire, which has been validated for use in 

Bangladesh (Garcia-Moreno, Jansen, Ellsberg, Heise, & Watts, 2005). A positive 

answer to any one of the following seven behaviours against the respondent constitute 

physical IPV: (1) pushing, shaking, or throwing something at her; (2) slapping; (3) 

twisting her arm or pulling hair; (4) punching or hitting with a fist or something 

harmful; (5) kicking or dragging or physically assaulting her; (6) choking or burning; or 

(7) threatening or attacking with a knife, gun or any other weapon.  

A woman was coded as having experienced sexual IPV by her partner if she 

reported having been physically forced to have sexual intercourse; having intercourse 

out of fear; or being forced to perform other sexual acts that she found degrading or 

humiliating.  

Psychological IPV was measured by at least one affirmative answer to questions 

asking whether or not the respondent’s partner had insulted her or made her feel bad 

about herself; humiliated her in front of others; threatened to hurt her or someone close 

to her; isolated her from friends and family; denied her access to money or other basic 

resources; or threatened to divorce her. The Cronbach’s alphas for these measures of 

physical, sexual and psychological IPV are 0.78, 0.47 and 0.75, respectively. The 

Cronbach’s alpha for sexual IPV is slightly low due to small numbers of items 

comprising the scale (n = 3). 
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Every woman was asked if she had been exposed to any of the items of IPV 

during the first six months after the birth of her last baby, during her pregnancy with the 

baby, and during the 12 months before that pregnancy, referred to herein as ‘IPV after 

pregnancy’, ‘IPV during pregnancy’ and ‘IPV before pregnancy’, respectively. 

Physical, sexual and psychological IPV were coded as no (= 0) and yes (= 1).  

4.7.3 Outcome measures 

4.7.3.1 Delayed entry into prenatal care 

Consistent with the recommendations of the World Health Organisation (WHO), 

women were classified as having delayed initiation into prenatal care if their first visit 

occurred later than 4 months into gestation of their most recent pregnancy, or if they 

reported no prenatal care. The participants were requested to report on the number of 

months pregnant at the time of their first prenatal care visit during their last pregnancy. 

The responses were then coded as either early entry to prenatal care (= 0) for those who 

attended at or before 4 months of gestation or delayed entry into prenatal care (= 1) for 

those who attended after 4 months of gestation or not at all.  

4.7.3.2 Postpartum depression 

Postpartum depression was assessed by using the Bangla version of the 

Edinburgh Postpartum Depression Scale (EPDS) (Cox, Holden, & Sagovsky, 1987). 

The EPDS comprises 10 items with four response categories scored from 0 to 3 and was 

used to detect symptoms of depression in the first six months postpartum. Postpartum 

mothers were asked whether they experienced the following feelings in the past seven 

days of the interview: ‘I have been able to laugh and see the funny side of things’, ‘I 

have looked forward with enjoyment to things’, ‘I have blamed myself unnecessarily 

when things went wrong’, ‘I have been anxious or worried for no good reason’, ‘I have 
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felt scared or panicky for no very good reason’, ‘things have been getting on top of me’, 

‘I have been so unhappy that I have had difficulty sleeping’, ‘I have felt sad or 

miserable’, ‘I have been so unhappy that I have been crying’, and ‘the thought of 

harming myself has occurred to me’. A higher score refers to a higher depressed mood. 

The Bangla version of the EPDS has shown a sensitivity of 89% and a specificity of 

87% at the optimum cut-off score of 10 (Gausia, Fisher, Algin, & Oosthuizen, 2007). 

Following this, the cut-off score was set at 10 points or more to define clinically 

significant symptoms of postpartum depression in the present study. Women were then 

classified as non-depressed (score <10 = 0) and depressed (score ≥10 = 1). The internal 

consistency for this scale was very good (Cronbach’s α = .90).  

Each participant was asked if she had experienced any of these symptoms during 

pregnancy or before, referred to herein as previous depressive symptoms (categorised 

as: no = 0 and yes = 1). 

4.7.3.3 Exclusive breastfeeding  

In the present study, the outcome variable was exclusive breastfeeding (EBF) 

defined by the WHO as the consumption of breast milk exclusively without 

supplementation of any type of drink or food except for vitamins, minerals and 

necessary medications (WHO, 2011). Instead of using ‘point-in-time or current status’ 

measurement based on 24-hour recall as suggested by the WHO, the present study used 

‘life-long or since birth’ measurement based on feeding practices from birth until the 

age of the infant as suggested by some scholars (Aarts et al., 2000; Greiner, 2014). 

Current status indicators based on a 24-hour recall are complex to understand and 

explain, and may provide misleading data for many purposes (Aarts et al., 2000; 

Greiner, 2014). EBF was calculated based on responses to questions that assessed 

whether or not the woman had ever breastfed her baby, whether the woman was 
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currently breastfeeding, and if so, whether any food or fluid was given to the baby in the 

past. The feeding behaviour was then coded with a binary variable as either exclusively 

breastfeeding (= 1) for those women whose baby was exclusively fed breast milk with 

no other supplementation since birth or not exclusively breastfeeding (= 0) if a child had 

received anything other than breast milk. The WHO formula (WHO, 2008) was adapted 

to determine the proportion of EBF as: 

Infants 1 − 6 months of age who received only breast milk since birth

Infants 1 − 6 months of age
 

4.7.4 Independent variables 

Independent variables that have been theoretically and empirically associated 

with IPV (Dalal, Rahman, & Jansson, 2009; Naved, 2013; Taillieu & Brownridge, 

2010) and the utilization of women’s reproductive health services (Chakraborty, Islam, 

Chowdhury, Bari, & Akhter, 2003; Koenig et al., 2007), postpartum depression 

(Beydoun, Beydoun, Al-Sahab, & Tamim, 2010; Chandran, Tharyan, Muliyil, & 

Abraham, 2002; Desmarais, Pritchard, Lowder, & Janssen, 2014; Gupta, Kishore, Mala, 

Ramji, & Aggarwal, 2013) and exclusive breastfeeding (James, Taft, Amir, & Agius, 

2014; Misch & Yount, 2014; Wallenborn & Masho, 2015; Zureick-Brown, Lavilla, & 

Yount, 2013) were included in this study. These variables were grouped into socio-

demographic characteristics, obstetric and reproductive characteristics, and psycho-

socio-cultural characteristics 

4.7.4.1 Socio-demographic characteristics 

Socio-demographic characteristics of respondents and their husbands were 

collected on age during last pregnancy, women’s educational attainment, husband’s 

educational attainment, area of residence, family structure, and family monthly income. 

The categorisation of variables is illustrated as follows:  
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Age during last pregnancy: Respondent’s age during last pregnancy was recorded by 

asking their age during last pregnancy. The maternal age during the last pregnancy was 

categorised into three groups, roughly representative of adolescence, young adulthood 

and adulthood (14–18 years = 0, 19–24 years = 1, or 25 years and over = 2).  

Education: The maternal educational level was classified with regard to the formal 

education system of Bangladesh: no education (0 years = 0), primary (1–5 years = 1), 

and secondary and higher (6 years or more = 2).  

Area of residence: Area of residence was measured using a dichotomous variable of 

rural (= 0) or urban (= 1). 

Family Structure: Family structure was coded as extended (= 0) versus nuclear (= 1). 

Family monthly income: Family monthly income was classified according to the 

national average (8500 BDT ~ 109 USD) as ≤ 8500 BDT versus > 8500 BDT. 

4.7.4.2 Obstetric and reproductive characteristics 

Obstetric and reproductive characteristics encompassed age of the last child, 

number of children, parity, number of children less than five years of age, maternal 

general health status, pregnancy intention, number of antenatal care (ANC) visits, 

complications during childbirth, mode and place of childbirth, and timing of 

breastfeeding initiation. The categorisation of these characteristics is presented as 

follows:  

Age of the last child: Age of the last child was grouped as: 1–2 months = 0, 3–4 months 

= 1, and 5–6 months = 2. 

Number of children: Number of children was categorised into three categories: 1 (=0), 2 

(= 1) and 3 or more (= 2). 
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Parity: Parity was measured using a dichotomous variable of primiparous (= 0) or 

multiparous (= 1). 

Number of children less than five years of age: Number of children less than five years 

of age was categorized into two categories: 1 (= 0) and 2 (= 1). 

Maternal general health status: Maternal health status was measured by the respondents’ 

perceived condition of their health. Maternal health status was then classified as: good = 

0, fair = 1, bad = 2. 

Pregnancy intention: Pregnancy intention was measured by the respondents’ perceived 

desire of their current pregnancy. Respondents were asked: ‘At the time you became 

pregnant, did you want to become pregnant then, did you want to wait until later, or did 

you not want to have any (more) children at all?’. The three allowed response options 

are: (1) become pregnant then (planned); (2) become pregnant but the later date 

(mistimed); (3) did not want at all (unwanted) (Rahman, 2012). To obtain two 

categories for pregnancy intention (unintended and intended), with the latter two 

responses was considered as ‘unintended pregnancy’. 

Number of Antenatal Care (ANC) visits: The participants were requested to report on 

the number of times they received medical check-ups at the time of their last pregnancy. 

The responses were then coded as < four times (insufficient) (= 0) or ≥ four times 

(sufficient) (= 1).  

Complications during childbirth: Participants were asked whether they had any 

complication during childbirth, and then complications during childbirth was coded as 

no = 0 or yes = 1.  

Mode of childbirth: Mode of childbirth was categorised as caesarean section (= 0) 

versus vaginal (= 1). 
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Place of childbirth: Place of childbirth was coded as birth at home (= 0) and birth at 

medical facility (= 1) 

Breastfeeding initiation: Participants were requested to report the time when they could 

able to first feed their child with breast milk. Breastfeeding initiation was then coded as 

either immediately (= 0) for those who could able to breastfeed their babies within 24h 

or late (= 1) for those who breastfed their babies after 24h or not at all. 

4.7.4.3 Psycho-socio-cultural characteristics 

A range of psycho-socio-cultural characteristics, such as traditional gender role 

attitudes, women’s decision-making autonomy, social support, self-esteem, husband’s 

controlling behaviours, perceived stress, previous depressive symptoms, relationship 

with mother-in-law, childhood exposure to violence, witnessing parental violence in 

childhood, husband’s substance abuse, and dowry demands at marriage were included 

in this research. The categorisation of variables is illustrated as follows:  

Traditional gender role attitudes: To measure traditional gender role attitudes, the 

Gender-based Attitudes toward Marital Roles scale developed by Hoffman & Kloska 

(1995) was used. The index is based on the respondent’s views about six statements 

regarding men’s and women’s roles in various situations: (1) A man should help in the 

house, but housework and child care should mainly be a woman’s job; (2) It is not 

always possible, but ideally the wife should do the cooking and housekeeping and the 

husband should provide the family with money; (3) Men should make the really 

important decisions in the family; (4) Some equality in marriage is all right, but by and 

large, the man should have the main say-so; (5) For a woman, taking care of the 

children is the main thing but for a man, his job is; and (6) A husband’s job is more 

important than a wife’s. For each statement, a value of 1 was assigned if the respondent 
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agreed, and 0 if the respondent disagreed. The scores were added together resulting in a 

score from 0 to 6 (Cronbach’s alpha = .85). A low score indicates less gender 

stereotyping or a more egalitarian orientation while a high score represents acceptance 

of traditional gender roles. Since previous studies have not established suggested cut 

points for traditional gender roles, based on the total score, women were classified into 

one of three groups. Women with scores in the bottom third percentile were categorized 

as having less traditional gender role attitudes (= 0), women with scores in the middle 

third percentile were classified as having moderately traditional (= 1), and those with 

scores in the top third percentile were categorised with highly traditional (= 2). 

Women’s decision-making autonomy: Evidence shows that abused women have a lower 

ability to make decisions regarding the choice of receiving appropriate healthcare 

(Rahman, Nakamura, Seino, & Kizuki, 2012). Women’s decision-making autonomy is 

measured with a scale that reflects the number of household decisions a woman made 

alone or jointly with her husband with regards to: (1) spending her income; (2) 

obtaining healthcare for herself; (3) major household purchases; (4) purchases for daily 

household needs; (5) visit to family or relatives; and (6) obtaining child healthcare 

(Rahman, Nakamura, Seino, & Kizuki, 2012). The response options were: (a) 

respondent alone, (b) respondent and husband, (c) respondent and someone else, (d) 

husband alone, (e) someone else. Each question was assigned a value of 1 if the 

response was (a), (b), or (c), and 0 for (d), or (e). The scores were summed together 

resulting in a score from 0 to 6 (Cronbach’s alpha = .87). Based on the total scores, 

women were classified into one of three groups. Women with total scores in the bottom 

third percentile were categorized as having low decision-making autonomy (= 0), 

women with scores in the middle third percentile were classified as having moderate 

decision-making autonomy (= 1), and those with scores in the top third percentile were 

categorised with high decision-making autonomy (= 2). 
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Social support: Following the lead of Chan et al. (2011), this study relies on a 10-item 

social support scale from the Family Needs Screener (a short version of personal and 

relationship profile prepared by Straus and associates (Kantor & Straus, 1999)). Women 

were asked to respond using four response categories (1 = strongly disagree, 2 = 

disagree, 3 = agree, and 4 = strongly agree) to the 10 statements (‘only have a limited 

number of friends or family members to help with baby/children’, ‘feel very lonely’, 

‘someone makes me feel confident’, ‘someone I can talk to frankly’, ‘someone I can 

talk to regarding my personal problems’, ‘I have someone to borrow money from in a 

financial difficulty’, ‘have someone to look after my children’, ‘have someone who 

helps me around the house’, ‘have someone I can count on in times of need’, and ‘don’t 

have enough money for my daily needs’). Women with total scores in the bottom third 

were classified as having low social support (= 0), those in the middle third as 

evidencing medium social support (= 1), and those in the top third as showing high 

social support (= 2). The Cronbach’s alpha for this scale in the present study was .90. 

Husband’s controlling behaviours: IPV is significantly associated with male partner’s 

controlling behaviours (Kwagala, Wandera, Ndugga, & Kabagenyi, 2013). To ascertain 

the level of control in a relationship a scale comprised of the following items was 

utilised: (a) husband tries to keep her from seeing friends; (b) tries to restrict contact 

with her family of birth; (c) insists on knowing where she is at all times; (d) does not 

trust her with any money; (e) gets angry if she speaks to another man; (f) is often 

suspicious that she is unfaithful; and (g) expects her to ask permission before seeking 

healthcare for herself. The responses to these variables are dichotomous (0 = no and 

1 = yes). Based on the total scores, women with scores in the bottom third percentile 

were classified as having husbands who were less controlling (= 0), those with scores in 

the middle third percentile as having moderately controlling husbands (= 1), and those 
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in the top third as having husbands who were highly controlling (= 2). This controlling 

behaviours scale was validated for use in Bangladesh (Garcia-Moreno, Jansen, Ellsberg, 

Heise, & Watts, 2006). The Cronbach’s alpha for this scale in the present study was .72. 

Husband’s substance abuse: Husband’s substance abuse was categorized into four 

categories: none, alcohol only, illicit drugs only, and both alcohol and drugs. 

Dowry demands at marriage: A dowry demand at marriage was recorded by asking the 

respondent whether her husband or husband’s family demanded any dowry during or 

after their marriage (no = 0, yes = 1). 

Relationship with mother-in-law: To ascertain the relationship with their mother in law, 

women were asked to evaluate their relationship with their mother-in-law using the 

score from 1 to 9, where a higher score indicates a more positive relationship. The 

relationship was then categorized as: bad (1–3 points) = 0, mild (4–6 points) = 1, and 

good (7–9 points) = 2). 

Self-esteem: Women’s self-esteem was measured with the Rosenberg self-esteem scale 

(RSES). The RSES is a 10-item scale that assesses self-esteem by measuring both 

positive and negative feelings about the self (Rosenberg, 1965). All items are answered 

using a 4-point Likert scale format ranging from strongly agree to strongly disagree (‘on 

the whole, I am satisfied with myself’, ‘at times, I think I am no good at all’, ‘I feel that 

I have a number of good qualities’, ‘I am able to do things as well as most other 

people’, ‘I feel I do not have much to be proud of’, ‘I certainly feel useless at times’, ‘I 

feel that I am a person of worth, at least the equal of others’, ‘I wish I could have more 

respect for myself’, ‘all in all, I am inclined to feel that I am a failure’, and ‘I take a 

positive attitude toward myself’). After reverse scoring for some items, a total score 

ranges from 0–30. Higher scores refer to higher self-esteem. The Bangla version of 
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RSES was validated in Bangladesh (Uddin, Islam, & Asaduzzaman, 2012). No 

predetermined cut-points for low self-esteem exist (Isomaa, Vaananen, Forojd, Kaltiala-

Heino, & Marttunen, 2013). However, the cut-off score was set for this analysis at 15 

points to classify women as low self-esteemed (score <15 = 0) and high self-esteemed 

(score ≥15 = 1) following the guidelines of some organisations (The Participation and 

Quality of Life Tool-Kit, 2016; W.W. Norton and Company, 2016). The internal 

consistency for this scale was very good in the present study (Cronbach’s α = .84). 

Perceived stress: Perceived stress scale (PSS) is a 10-item self-report questionnaire 

generally uses to measure the degree to which situations in one’s life are appraised as 

stressful (Cohen, Kamarck, & Mermelstein, 1983). Respondents were asked to respond 

to the 10 items (‘In the last month, how often have you been upset because of something 

that happened unexpectedly?’, ‘In the last month, how often have you felt that you were 

unable to control the important things in your life?’, ‘In the last month, how often have 

you felt nervous and ‘Stressed’?’, ‘In the last month, how often have you felt confident 

about your ability to handle your personal problems?’, ‘In the last month, how often 

have you felt that things were going your way?’, ‘In the last month, how often have you 

found that you could not cope with all the things that you had to do?’, ‘In the last 

month, how often have you been able to control irritations in your life?’, ‘In the last 

month, how often have you felt that you were on top of things?’, ‘In the last month, how 

often have you been angered because of things that were outside your control?’, and ‘In 

the last month, how often have you felt difficulties were piling up so high that you could 

not overcome them?’). Each item is scored on a 5-point Likert scale, using the 

following response categories: 0= never, 1 = almost never, 2 = disagree, 3 = sometimes, 

4 = fairly often and 5 = often. Higher scores represent increased stress. After reverse 

scoring for some items, a total score would be derived (range 0–40). This scale is used 
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in pregnancy research and studies of low SES individuals (Rodriguez et al., 2008; 

Sagrestano, Carroll, Rodriguez, & Nuwayhid, 2004). The Bangla version of PSS was 

validated in Bangladesh (Uddin, Islam, & Asaduzzaman, 2012). The Cronbach’s alpha 

for this scale in the present study was .93. 

Childhood exposure to violence: Childhood physical abuse was measured by asking 

respondents if they had ever been beaten or physically mistreated in any way by anyone 

before 15 years of age. Childhood sexual abuse was measured by asking respondents if 

they had ever been forced to have sex, kissed, or forced to undress or perform sexual 

acts against their will before 15 years of age. Childhood psychological abuse was 

measured by asking respondents if they had ever been verbally abused by anyone other 

than their husband before 15 years of age (Godbout, Dutton, Lussier, & Sabourin, 2009; 

Pico-Alfonso et al., 2006). For each item, respondents answered either no (0) or yes (1). 

If respondents scored a 0 on all the three items, they were classified as having no 

childhood exposure to violence = 0, while those with any childhood exposure to 

violence scored a 1 on this measure. 

Witnessing parental violence in childhood: Witnessing parental violence in childhood 

was measured by asking respondents whether they had ever witnessed their father 

physically or verbally abusing their mother during their childhood (Godbout, Dutton, 

Lussier, & Sabourin, 2009). Response choices range from 0 (no) to 1 (yes). 

4.8 Analytical strategies 

The Statistical Packages for Social Science (SPSS version 22.0 for Windows, 

SPSS Inc., Chicago, IL, USA) was used for coding and analysing the data. Before 

analysing the data, a range of activities such as coding, data screening for finding out 

errors, data cleaning, replacing missing values, and recoding were performed. First, the 
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researcher himself performed the data entry process to ensure data quality. The 

researcher randomly double-checked 10% of cases (45 cases) and the data entry error 

rate was below 1%. Second, respondents’ responses were checked visually at first, and 

then by using SPSS to identify any missing values or out of range values. Frequency 

analyses diagnosed no missing values or out-of-range values. Third, negatively worded 

items in scales were reversed to compute total scores for the scale. Fourth, all the 

continuous variables were transformed into categorical variables. After screening and 

cleaning, the researcher started data analysis. Analysis of the data comprised of 

descriptive statistics, bivariate analysis using Chi-square test, and multivariate logistic 

regression analysis. 

4.8.1 Descriptive statistics 

Descriptive statistics describe, show or summarise the features of the study 

sample in a meaningful way in terms of variable or combinations of variables (Pallant, 

2007; Tabachnick & Fidell, 2013). A range of descriptive statistics was done for 

respondents’ socio-demographic characteristics, respondents’ obstetric and reproductive 

characteristics and psycho-socio-cultural characteristics. Frequencies and percentages 

were used to summarise all categorical variables.  

Socio-demographic characteristics of the respondents are displayed in Table 4.2. 

Approximately quarter of the women (24.9%) were 14–18 years old, just less than half 

of the women (43.9%) were 19–24 years old and one-third or the women (31.2%) were 

≥25 years old during their pregnancy. Only 8.2% of the respondents had received no 

formal education and 58.5% of the women attained secondary and higher education. 

Regarding respondents’ husband education, on the other hand, only 13.6% had attained 

no formal education and 50.9% attained secondary and higher education. 

Approximately, 68.5% of them lived in rural areas, and nearly 60% lived in a nuclear 
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family at the time of the survey. Nearly 38.3% women had an average monthly income 

less than or equal to the national average (8500 BDT ~ 109 USD).  

Table 4.2: Summary statistics for the respondents’ socio-demographic characteristics  

Characteristics n % 

Women’s age during last pregnancy   

   14-18 106 24.9 
   19-24 187  43.9 
   ≥25 133 31.2 

 

 

Women’s education  
    No education  35 8.2 

   Primary 104 24.4 
   Secondary and higher 287  67.4 
Husband’s education   
   No education  58 13.6 
   Primary 151 35.4 
   Secondary and higher 217 50.9 
Area of residence  

    Rural 292 68.5 
   Urban 134 31.5 
Family structure   
   Extended 171  40.1 
   Nuclear 255 59.9 
Family income   
   ≤8500  163 38.3 
   >8500 263 61.7 

 

Regarding women’s obstetric and reproductive characteristics (see Table 4.3), 

nearly two-fifths of their children were 3–4 and 5–6 months old each. About 41.1% of 

women had one child (primiparous) and 26.5% had three children or more. Nearly one-

fifth (22.1%) had two children less than five years of age. Approximately, 57% of 

women reported that their husband had a preference for a son. One in ten women 

described her health status as bad. Furthermore, one-fourth of their last pregnancies was 

unintended, 16.2% of women had experienced complications during childbirth, and 

approximately three quarter (73.9%) of women received insufficient ANC (< four 

visits) during their last pregnancy. Approximately, 69.2% of women had vaginal 

deliveries, and both the home and medical facility shared the equal proportion (50%) as 

a place of giving birth. Just over half (56.8%) of the women reported that they could 

initiate breastfeeding within 24h of childbirth. 
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Table 4.3: Summary statistics of the respondents’ obstetric and reproductive 

characteristics (N = 426) 

Characteristics n % 

Age of the last child, month   
   1–2 88 20.7 
   3–4 168 39.4 
   5–6 170 39.9 
   
Number of children   
   1 175 41.1 
   2 138 32.4 
   ≥3 113 26.5 
   
Parity   
   Primiparous 175 41.1 
   Multiparous 251 58.9 
   
Number of children less than five years of age   

   1 332 77.9 
   2 94 22.1 
   
Pregnancy intention   
   Unintended 107  25.1 
   Intended 319 74.9 
   
Complications during childbirth   
   No 357 83.8 
   Yes 69 16.2 
   
Number of antenatal care (ANC) visits   
  < four times 315 73.9 
  ≥ four times 111 26.1 
   
Husband’s preference for a son   
   No  242 56.8 
   Yes 184 43.2 
   
Mode of childbirth   
   Caesarean section 131 30.8 
   Vaginal 295 69.2 
   
Place of childbirth   
   Birth at home 213 50.0 
   Birth at medical facility 213 50.0 
   
Breastfeeding initiation   
   Immediately 249 58.5 
   Late 177 41.5 
   
Maternal general health status   
   Good 247 58.0 
   Fair 135 31.7 
   Bad 44 10.3 
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Table 4.4: Summary statistics of the respondents’ psycho-socio-cultural characteristics  

Characteristics n % 

Traditional gender role attitudes    

   Low  161 37.8 
   Medium 102 23.9 
   High 163  38.3 
   
Decision-making autonomy    

   Low 110 25.8 
   Moderate 175 41.1 
   High 141 33.1 
   
Husband’s controlling behaviours   
   Less controlling  142 33.3 
   Moderately controlling 166 39.0 
   Highly controlling 118 27.7 
   
Dowry demands at marriage   
   No  156 36.6 
   Yes 270 63.4 
   
Relationship with mother-in-law   

   Bad 126 29.6 
   Mild 188 44.1 
   Good 112 26.3 
   
Social support   
   Low  128 30.0 
   Medium 158 37.1 
   High 140 32.9 
   
Self-esteem   
   Low  249 58.5 
   High 177 41.5 
   
Perceived stress   

   Low 183 43.0 
   High 243 57.0 
   
Previous depressive symptoms   

   No 312 73.2 
   Yes 114 26.8 
   
Witnessing parental violence in childhood  

 

  

   No  187 43.9 
   Yes 239 56.1 
   
Any childhood exposure to violence   

   No  189  44.4 
   Yes 237 55.6 
   
Substance abuse   
   None  361 84.7 
   Alcohol 24 5.6 
   Drug 28 6.6 
   Both 13  3.1 



95 
 

Psycho-socio-cultural characteristics are illustrated in Table 4.4. Regarding 

decision-making autonomy, 25.8% had low, 41.1% had moderate and 33.1% had high 

decision-making autonomy. Nearly, 30.0% of women had low, 37.1% had medium and 

32.9% had high social support. Regarding traditional gender role attitude, 37.8% had 

low, 23.9% had medium and 38.3% had high traditional gender roles acceptance. Two-

thirds (63.4%) of marriages involved dowry demands and one-third of the women 

(29.6%) reported relationship difficulties with their mother-in-law. Nearly one-third of 

women (30.0%) had limited social support and more than half of the women (58.5%) 

had low self-esteem. Approximately 57% of women had high perceived stress and 

nearly 26.8% of women reported a prior history of depressive symptoms.  

Nearly 85.0% of the respondents’ husband was not addicted to any substance, 

5.6% had consumed alcohol, 6.6% were addicted to the drug and 3.1% were addicted to 

both alcohol and drug. Regarding husband’s controlling attitude, 33.3% were less 

controlling, 39.0% was moderately controlling and 27.7% were highly controlling. 

About 56.1% of women witnessed parental violence (physical or psychological) during 

their childhood and 55.6% of women experienced any childhood violence. 

4.8.2  Reliability analysis for scales 

Reliability analysis refers to the internal consistency of a scale to which a scale 

produces consistent results across different situations (Pallant, 2007). The internal 

consistency of different scales for this research was measured using Cronbach’s alpha 

(α). Theoretically, Cronbach’s alpha is a function of the number of items of a scale, the 

average covariance between pairs of items, and the variance of the total score of a scale 

(Field, 2009; Pallant, 2007). A summary of the scale reliability is shown in Table 4.5. 

Even though sexual IPV before, during, and after pregnancy had low Cronbach’s alpha 

values, these instruments were used for this research since these instruments were 
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important to know why IPV occurs. However, it is a common challenge to measure 

sexual IPV and the low reliability leads to conservative findings. 

Table 4.5: Summary of Cronbach’s alphas for scales used in this study 

Scale Items Cronbach’s alpha Standardised 

Item alpha 

Physical IPV before pregnancy 7 .83 .81 

Physical IPV during pregnancy 7 .78 .77 

Physical IPV after pregnancy 7 .86 .84 

Sexual IPV before pregnancy 3 .40 .53 

Sexual IPV during pregnancy 3 .35 .56 

Sexual IPV after pregnancy 

V 

3 .47 .67 

Psychological IPV before pregnancy 6 .73 .74 

Psychological IPV during pregnancy 6 .71 .70 

Psychological IPV after pregnancy 6 .75 .75 

Husband’s controlling behaviours 7 .72 .71 

Women’s decision-making autonomy 6 .87 .87 

Traditional gender role attitudes 6 .85 .85 

Postpartum depression 10 .86 .86 

Perceived stress 10 .93 .93 

Self-esteem 10 .84 .83 

Social support 10 .90 .91 
 

4.8.3 Bivariate statistical analysis 

Aims 1.1 and 1.2 are descriptive in nature. The  analysis assesses and 

compares the prevalence of the different types of IPV before, during, and after 

pregnancy. To address Aim 1.3, bivariate  analysis tested linear associations between 

predictor variables (socio-demographic characteristics, relationship characteristics and 

behavioural characteristics) and different forms of IPV during pregnancy. Furthermore, 

to address Aim 2.1, 2.2 and 2.3, bivariate  analysis was utilized to identify the 

distributions of the outcome variables (delayed entry into prenatal care, postpartum 

depression and exclusive breastfeeding) by selected covariates. Results from the 

bivariate analysis are illustrated in Chapter 5 and Chapter 6 (Table 5.1, Table 6.1, Table 

6.4 and Table 6.9). 
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4.8.4 Multivariate logistic analysis 

Logistic regression analysis is an appropriate technique for predicting a 

dichotomous outcome variable from a list of predictor variables. Logistic regression 

does not assume linearity of variables, normal distributions of variables or 

homoscedasticity (Tabachnick & Fidell, 2013). Instead, logistic regression fits a linear 

equation to the log odds (Field, 2009; Pallant, 2007). Before logistic regression analyses 

were conducted, the multicollinearity of all independent variables was checked using a 

cut-off variance inflation factor (VIF) of 2.50 or above (Field, 2009; Pallant, 2007), to 

establish if they were highly correlated. IPV prior to pregnancy had a high correlation 

with IPV during pregnancy (correlation of physical, psychological and any form of IPV 

between before and during pregnancy are .70, .90, and .84 respectively), and was 

excluded from the multivariate analysis. A two-tailed p-value of <.05 was set to refer 

the level of statistical significance.  

Since all of the predictor variables and outcome variables (physical IPV, sexual 

IPV, psychological IPV and any IPV) in Aim 1.3 were categorical, four logistic 

regression analyses were conducted, one for each type of IPV during pregnancy to 

assess multivariate associations between the relevant predictors and outcome variables. 

Furthermore, in addressing Aims 2.1, 2.2 and 2.3, multivariate logistic regression 

models were used to estimate adjusted odds ratios (AOR) and 95% confidence intervals 

to compare the strength of the associations between each of the factors and selected 

health consequences (delayed entry into prenatal care, postpartum depression and 

exclusive breastfeeding). Results from the multivariate logistic analysis are presented in 

Chapter 5 and Chapter 6 (Table 5.2, Table 6.2, Table 6.3, Table 6.5, Table 6.6, Table 

6.7, Table 6.10, Table 6.11 and Table 6.12). 
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4.9 Chapter summary 

In this chapter, the comprehensive procedures undertaken to address the aims of 

the study were presented. A range of internationally recognised scales were introduced 

in this chapter. The research design and data collection procedures were described in 

this chapter. The independent and dependent variables of the study were also presented 

here. The data analysis strategies in addressing the research aims were discussed, and 

the descriptive statistics for the respondents and the reliability statistics for the scales 

used in this study were presented in this chapter. The results of the analyses and their 

discussion are presented in the next four chapters. 
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Chapter 5 

Results: Prevalence, changing patterns and correlates 

 

5.1 Introduction 

IPV victimisation during pregnancy is a serious public health concern and has 

implications for the health and welfare of the mother, and the developing fetus and baby 

(Gomez-Beloz, Williams, Sanchez, & Lam, 2009; Kendall-Tackett, 2007; Trabold, 

Waldrop, Nochajski, & Cerulli, 2013). Although, there is no conclusive evidence that 

women who are pregnant are at a greater risk of exposure to IPV (Campbell, Garcia-

Moreno, & Sharps, 2004; Devries et al., 2010; Martin, Mackie, Kupper, Buescher, & 

Moracco, 2001; Saltzman, Johnson, Gilbert, & Goodwin, 2003), evidence suggests that 

a growing number of women are experiencing IPV at this sensitive period (Cokkinides, 

Coker, Sanderson, Addy, & Bethea, 1999; Taillieu & Brownridge, 2010). To date, most 

studies on the prevalence, changing patterns, and correlates of IPV during pregnancy 

and postpartum periods have been conducted in high-income countries (Annan, 2008; 

Brown, McDonald, & Krastev, 2008). Limited research has explored these issues in 

low-income countries (Fisher et al., 2012; Nasir & Hyder, 2003; Taillieu & Brownridge, 

2010). Until recently, there have not been any studies in Bangladesh that have examined 

the prevalence of psychological or sexual IPV during pregnancy and changing patterns 

of IPV victimisation before, during, and after pregnancy. Furthermore, no study has 

examined the correlates of IPV victimisation during pregnancy in Bangladesh taking 

account of all three forms of IPV. Therefore, there are significant gaps in the knowledge 

and understanding of IPV around the time of pregnancy in Bangladesh. To improve the 

health and welfare of expectant mothers and their infants, it is important to investigate 
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the potential correlates for and the nature and patterns of IPV during pregnancy 

(Brownridge et al., 2011). This chapter, therefore, presents the results of analyses that 

address the research question: How does pregnancy and the postpartum period influence 

the prevalence of IPV? To address this research question, this study broadly examines 

IPV victimisation for pregnant women in Bangladesh with specific aims to: 

Aim 1.1 : To uncover the prevalence of different forms of IPV before, during, 

and after pregnancy; 

Aim 1.2 : Examine the changing pattern of IPV victimisation before, during, and 

after pregnancy;  

Aim 1.3 : Identify potential correlates of different types of IPV victimisation 

during pregnancy. 

In addressing these aims, the prevalence of different forms of IPV during 

pregnancy and after childbirth is presented in this chapter first. Then, the frequency and 

overlapping nature of different forms of IPV according to the period of occurrence, 

followed by the changing patterns of IPV across different time periods are reported. 

Finally, focusing specifically on IPV during pregnancy when health risks to women and 

their unborn child are particularly acute, the results of bivariate and multivariate 

regression analyses, identifying the significant correlates for different forms of IPV 

during pregnancy are presented. 

5.2 Data analysis 

Aims 1.1 and 1.2 are largely descriptive. Chi-square tests are used to assess and 

compare the prevalence of the different forms of IPV according to the period of 

occurrence. In addition, analyses examined the effect of various characteristics and 

experiences that might influence IPV outcomes.  This set of analyses was conducted in 
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two stages. First, bivariate Chi-square analyses tested linear associations between 

predictor variables (socio-demographic characteristics, obstetric and reproductive 

characteristics and psycho-socio-cultural characteristics) and different forms of IPV 

during pregnancy. Second, since all of the predictor variables and outcome variables 

(physical, sexual, psychological, and any IPV) in this study were categorical, four 

logistic regression analyses were used, one for each type of IPV during pregnancy to 

assess multivariate associations between the relevant predictors and outcome variables.  

5.3 Prevalence of IPV 

Approximately three-quarters of the women (71.8%) experienced some form of 

IPV before pregnancy (Figure 5.1). The comparative figures for during pregnancy and 

after childbirth were 66.4% and 63.6% respectively. The prevalence of physical, sexual, 

psychological and any form of IPV was the highest during the 12 months preceding the 

pregnancy (hereafter referred to as ‘before pregnancy’), followed by during pregnancy 

and after childbirth. These findings are in line with previous studies conducted both in 

developed and developing countries, which have documented that the prevalence of IPV 

during pregnancy is consistently lower than IPV occurring before pregnancy. 

Regardless of the period, psychological IPV had the highest prevalence, followed by 

physical and sexual IPV, which is consistent with prior studies as well. A recent study 

conducted by the Bangladesh Bureau of Statistics (BBS) reported that nearly 77% of 

women had experienced any type of IPV in the previous year (BBS, 2013). Therefore, 

the finding of the present study on the prevalence of any form of IPV before pregnancy 

is consistent with the national study.  

The prevalence of physical IPV before pregnancy was 52.8%, while the 

comparative figures for during pregnancy and after childbirth were 35.2% and 32.2% 

respectively. Physical IPV decreased by approximately 33.0% during pregnancy 



102 
 

compared with the period preceding pregnancy. The prevalence of different forms of 

IPV before and during pregnancy, and after childbirth suggests that, at least for this 

sample, women of Bangladesh are most vulnerable to IPV before pregnancy and least 

vulnerable during the postpartum period. 

 

Figure 5.1: Prevalence of three forms of IPV according to period of occurrence 
 

5.3.1 Physical IPV 

The results in Figure 5.2 illustrate the longitudinal prevalence of physical IPV 

around key childbearing milestones. There is very little research that assesses how IPV 

progresses over the course of a pregnancy and childbearing. These prevalence figures 

were calculated taking the reference point of the number of respondents ‘with’ and 

‘without’ physical IPV during the preceding period. Among the women studied, 225 

(52.8%) reported that they had experienced physical IPV before pregnancy. Among 

these 225 women who experienced physical IPV before pregnancy, 150 (66.7%; 35.2% 

of the total sample) also experienced physical IPV during pregnancy. Only 75 of these 

women (33.3%; 17.6% of the total sample) were relieved from physical violence during 

their pregnancy. Among those 150 women who reported physical IPV during 

pregnancy, 101 women (67.3%; 23.7% of the total sample) experienced physical IPV 

after childbirth and 49 (32.7%; 11.5% of the total sample) did not. Additionally, among 

52.8 

21.1 

67.4 
71.8 

35.2 

18.5 

65.0 66.4 

32.2 

15.5 

60.8 63.6 

0.0%

10.0%

20.0%

30.0%

40.0%

50.0%

60.0%

70.0%

80.0%

Physical IPV Sexual IPV Psychological IPV Any IPV

P
re

v
a

le
n

ce
 

Before pregnancy During pregnancy After childbirth



103 
 

the 75 women who were relieved from physical IPV during pregnancy, 35 women 

(47.7%; 8.2% of the total sample) reported being subjected to abuse after childbirth and 

40 women (53.3%; 9.4% of the total sample) were not. On the contrary, 201 women 

(47.2% of the total sample) reported that they had not experienced physical IPV before 

pregnancy. None of this group experienced physical IPV during pregnancy. Of this 

group, however, only one woman (4.8%; 0.3% of the total sample) reported to 

experience physical violence after childbirth and 200 women (99.5%; 46.9% of the total 

sample) did not. In aggregate, 137 (101+35+1) women (32.2% of the total sample) 

reported physical IPV victimisation after childbirth. 
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% in parenthesis represents % of the total sample in each sub-group. 

 

Figure 5.2: Prevalence of physical IPV before, during, and after pregnancy 
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pregnancy, the majority continued to experience such violence during pregnancy and 

after childbirth.  

5.3.2 Sexual IPV 

The longitudinal prevalence of sexual IPV before, during, and after childbirth is 

presented in Figure 5.3. Of the 426 women, 90 women (21.1%) reported that they had 

experienced sexual IPV before pregnancy. Amongst those women who experienced 

sexual IPV before pregnancy, 41 (45.6%; 9.6% of the total sample) reported that the 

sexual violence continued and the remainder of the women (54.4%; 11.5% of the total 

sample) reported that it ceased during their pregnancy. However, of the 41 women who 

were sexually abused during their pregnancy, 25 (61%; 5.9% of the total sample) 

reported continuation and 16 (39%; 3.7% of the total sample) reported cessation of 

sexual violence after childbirth. Additionally, among the 49 women who did not 

experience sexual IPV during their pregnancy, 8 (16.3%; 1.8% of the total sample) 

reported being subjected to abuse after childbirth and 41 (83.7%; 9.7% of the total 

sample) were not. 

Prior to pregnancy, 336 women (78.9% of the total sample) experienced no 

sexual IPV. Of this group, 38 women (11.3%; 8.9% of the total sample) reported 

experiencing sexual violence during their pregnancy. Of the 38 sexually victimised 

women, 28 (73.7%; 6.6% of the total sample) reported that sexual violence discontinued 

following the childbirth. However, among the 298 (70.0% of the total sample) women 

who experienced no sexual IPV during their pregnancy, 23 (7.7%; 5.5% of the total 

sample) were sexually abused and the remainder of the 275 (92.3%; 64.4% of the total 

sample) women did not experience sexual violence after pregnancy either. In aggregate, 

sexual IPV during and after pregnancy was reported by 79 (41+38) women (18.5% of 

the total sample) and 66 (25+8+10+23) women (15.5% of the total sample) respectively.  
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The rate of sexual IPV after childbirth was lower than that of before and during 

the pregnancy. As with physical IPV, among those who experienced sexual IPV before 

pregnancy, nearly half of the women also experienced violence during pregnancy. 

However, unlike physical IPV, among those who did not experience sexual abuse 

during pregnancy, a considerable amount of them nonetheless experienced sexual IPV 

after childbirth.  In other words, not being sexually abused prior to pregnancy did not 

guarantee that women would not undergo such violence during and after pregnancy. 

 

 

¥ 
% in parenthesis represents % of the total sample in each sub-group. 

Figure 5.3: Prevalence of sexual IPV before, during, and after pregnancy. 
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272 (94.8%; 63.9% of the total sample) experienced psychological violence during 

pregnancy. Only 15 women (5.2%; 3.5% of the total sample) did not experience any 

psychological violence during pregnancy. Of those women who reported psychological 

IPV during pregnancy, 249 (91.5%; 58.5% of the total) experienced psychological IPV 

after childbirth with only 23 (8.5%; 5.4% of the total sample) not experiencing such 

violence at that time. Additionally, of the 15 women who did not experience 

psychological IPV during their pregnancy, 7 (46.7%; 1.8% of the total sample) reported 

being abused after childbirth and 8 (53.3%; 1.9% of the total sample) women did not.  

 

¥ 
% in parenthesis represents % of the total sample in each sub-group. 

Figure 5.4: Prevalence of psychological IPV before, during, and after pregnancy. 
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during pregnancy, while 134 women (31.5% of the total sample) did not. Of the 5 

women who experienced psychological violence, 3 (0.6% of the total sample) reported 

that psychological violence discontinued following childbirth. The 134 women (31.5% 

of the total sample) who experienced no psychological IPV during pregnancy, also 

experienced no IPV after childbirth. Psychological IPV during pregnancy and after 

childbirth was reported by 277 (272+5) women (65.0% of the total sample) and 258 

(249+7+2) women (60.8% of the total sample) respectively.  

Consequently, as with physical and sexual IPV, the prevalence of psychological 

IPV before pregnancy was highest compared with that during pregnancy and after 

childbirth. Further and similar to physical IPV, results showed that women who were 

not abused prior to pregnancy had almost no risk of psychological IPV during and/or 

after childbirth. Moreover, among those who experienced psychological IPV before 

pregnancy, the majority continued to experience it during and after pregnancy. 

5.4 Overlapping nature of IPV according to period of occurrence 

Though it is known that women are often subjected to multiple forms of abuse, 

little is known about how these abuse types overlap, particularly around the time of 

pregnancy. The patterns for the joint occurrences of different forms of IPV according to 

the period of occurrence are shown in Figure 5.5. Approximately three-quarters of the 

women (n = 306, 71.8%) experienced some form of IPV before their pregnancy. As 

displayed in Figure 5.5 (a), 19.9% (n = 61) of women experienced all three forms of 

IPV before pregnancy. The most common pattern was overlapping physical and 

psychological IPV, reported by 51.6% (n = 158) of the women. The co-occurrence of 

sexual IPV with either psychological or physical IPV was less common, reported by 

4.6% (n = 14) and 0.7% (n = 2) of women respectively. Psychological abuse was 
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notably more likely to occur in isolation (17.7%, n = 54) than either physical (1.3%, n = 

4) or sexual (4.3%, n = 13) IPV before pregnancy. 

About 66.4% (n = 283) of the women experienced some form of IPV during 

their pregnancy. As illustrated in Figure 5.5 (b), 17.0% (n = 48) of women experienced 

all three forms of IPV during their pregnancy. During pregnancy, the most common 

pattern was overlapping physical and psychological IPV, reported by 35.7% (n = 101) 

of the women. The overlap of sexual IPV with either psychological or physical IPV was 

less common, reported by 8.8% (n = 25) and 0.4% (n = 1) of the women respectively. 

Psychological violence was remarkably more likely to happen in isolation (36.4%, n = 

103) than either physical (none) or sexual (2.1%, n = 5) IPV during their pregnancy. 

More than half of the women (63.6%, n = 271) experienced some form of IPV 

after childbirth. As presented in Figure 5.5 (c), 14.4% (n = 39) of the women 

experienced all three forms of IPV. After childbirth, the co-occurrence of physical and 

psychological IPV was the most common pattern, reported by 34.3% (n = 93) of the 

women. The overlap of sexual IPV with either physical or psychological IPV was very 

rare, reported by 0.4% (n = 1) and 7.0% (n = 19) of the women respectively.  

Psychological IPV was particularly more likely to appear in isolation (39.9%, n = 108) 

than either physical (1.5%, n = 4) or sexual (2.6%, n = 7) IPV after childbirth. 

As a single form of violence, psychological IPV was the most common type of 

IPV in all three periods. Psychological violence alone increased from 17.7% before 

pregnancy to 36.4% during pregnancy and 39.9% after childbirth. When psychological 

IPV overlapped with physical IPV, it decreased from 51.6% before pregnancy to 35.7% 

during pregnancy and 34.3% after childbirth. When it co-occurred with sexual IPV, it 

increased from 4.6% to 8.8% and 7.0% respectively, compared with the preceding 

period.  
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Figure 5.5: Venn diagrams illustrating overlaps of different forms of IPV 

according to the period of occurrence. 
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The joint occurrences of physical and psychological IPV accounted for the 

highest proportion; more than the other two overlapping patterns for psychological and 

sexual IPV, and for physical and sexual IPV in all the three periods (See Table 5.1 and 

Figure 5.5). Most importantly, physical IPV alone decreased from 1.3% before 

pregnancy to zero during pregnancy. Sexual violence alone was the least common in all 

periods – 4.3% before pregnancy, 2.1% during pregnancy and 2.6% following birth. 

Simultaneous occurrence of physical, sexual, and psychological IPV decreased from 

19.9% before pregnancy to 17.0% during pregnancy and 14.4% after childbirth. 

Table 5.1: Summary of co-occurring nature of IPV  

Overlaps of IPV Before pregnancy 

(%) 

During pregnancy 

(%) 

After pregnancy     

(%) 

Physical and sexual 0.7 0.4 0.4 

Physical and 

psychological 

51.6 35.7 34.3 

Psychological and 

sexual 

4.6 8.8 7.0 

Physical, sexual 

and psychological 

19.9 17.0 14.4 

 

From the above results, it is important to note that physical and psychological 

IPV occurred simultaneously for most of the women in all the three periods. 

Additionally, a gradual decline in the joint occurrence of physical and psychological 

IPV, and that of the simultaneous occurrence of physical, sexual, and psychological IPV 

from before pregnancy to during and after pregnancy confirms that psychological IPV 

increases and physical IPV decreases during pregnancy and after childbirth. 
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5.5 Changing patterns of IPV before, during, and after pregnancy  

IPV around the time of pregnancy has been categorised into four different 

patterns in the literature: (1) Commencement of IPV (no IPV before pregnancy, but 

abuse during pregnancy), (2) Continuation of IPV (IPV both before and during 

pregnancy), (3) Termination of IPV (IPV before pregnancy, but no IPV during 

pregnancy), and (4) No IPV either before or during pregnancy (Ballard et al., 1998; Van 

Parys, Deschepper, Michielsen, Temmerman, & Verstraelen, 2014). Considering all 

types of IPV provides a broader picture of how IPV progresses as women go through 

the stages from pre-pregnancy to pregnancy and then into the postpartum period.  

 

Figure 5.6: The pattern of IPV before and during pregnancy, and after childbirth 
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reported in Figure 5.6. Of the women who were experiencing IPV before pregnancy (n 

= 306, 71.8%), more than ninety percent also reported IPV victimisation during 

pregnancy (n = 279, 91.2%). Additionally, among the 279 women who were 

experiencing any IPV during pregnancy, 259 (92.8%) also reported experiencing any 

IPV after childbirth with only 20 (7.3%) not encountering violence following child’s 

birth. Of those women who reported experiencing any IPV before pregnancy (n = 306), 

27 women (8.8%) did not experience the same during pregnancy. Of the 27 non-victim 

women, 8 (29.6%) again experienced any IPV after childbirth and 19 (70.4%) did not.  

On the other hand, among those women who had not reported any IPV before 

pregnancy (n = 120, 28.2%), only a small number reported undergoing such violence 

during pregnancy (n = 4, 3.3%). Furthermore, of those women who had not experienced 

any IPV before or during pregnancy, only 3.3% of them reported experiencing such 

violence following pregnancy.  

The results in Figure 5.7 illustrate the longitudinal prevalence of any IPV around 

key childbearing milestones. These prevalence figures were calculated taking the 

reference point of the number of respondents ‘with’ and ‘without’ any IPV during the 

preceding period. As previously established, over 70% of women in the sample 

experienced any IPV before pregnancy, and almost all of these women (65.5% of the 

sample) continued to experience IPV during pregnancy. Overall, 66.5% of women 

reported IPV during pregnancy and, once again, there is little change after pregnancy 

with 60.8% of the sample reporting that IPV continued into the postpartum period. 

Figure 5.7 indicates that not experiencing IPV is similarly stable with almost no 

evidence of commencement for those who were not already experiencing IPV. The 

changing patterns of IPV confirm that experiencing any IPV before pregnancy increases 

the likelihood of IPV victimisation during the subsequent period. More generally, IPV 

during a previous period was a robust determinant for subsequent IPV.  
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Figure 5.7: The longitudinal prevalence of any IPV before, during, and after pregnancy 
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5.6 Correlates associated with IPV during pregnancy 

The aim of this section is to identify and describe potential correlates of IPV 

victimisation during pregnancy among women of Bangladesh. There are a few 

theoretical perspectives that have been used to conceptualise IPV during pregnancy.  As 

detailed in chapter 3, this research examines three different approaches: feminist theory, 

social learning theory and evolutionary psychology theory to identify potential 

correlates of different forms of IPV during pregnancy.  

It is hypothesised from the literature that various socio-demographic 

characteristics, obstetric and reproductive characteristics and psycho-socio-cultural 

characteristics will increase the likelihood of IPV during pregnancy. The literature 

provides evidence that women experience IPV during pregnancy if they possess the 

following socio-economic characteristics: young age during pregnancy (Heaman, 2005; 

Rådestad, Rubertsson, Ebeling, & Hildingsson, 2004; Thananowan & Heidrich, 2008), 

poor educational attainment (Farid, Saleem, Karim, & Hatcher, 2008; Perales et al., 

2009), husband’s limited educational attainment, low socioeconomic status (Daoud et 

al., 2012; Díaz-Olavarrieta et al., 2007), living in rural areas (Brownridge et al., 2011), 

living in extended family (Mohammadhosseini, Sahraean, & Bahrami, 2010). Among 

obstetric and reproductive characteristics, frequent pregnancies, having more children 

(Farid, Saleem, Karim, & Hatcher, 2008; Salari & Nakhaee, 2008; Tiwari et al., 2008) 

and experiencing an unintended pregnancy (Charles & Perreira, 2007; Cripe et al., 

2008; Pallitto, Campbell, & O'campo, 2005) increase the risk for experiencing IPV 

during pregnancy. Possessing the following psycho-socio-cultural characteristics make 

women more vulnerable to IPV during pregnancy: having low decision-making 

autonomy (Sambisa, Angeles, Lance, Naved, & Thornton, 2011), maintaining strong 

endorsement of traditional gender roles (Garcia-Moreno, Jansen, Ellsberg, Heise, & 
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Watts, 2006), involving dowry demand at marriage (Naved & Persson, 2008; Peedicayil 

et al., 2004), having low social support (Jeanjot, Barlow, & Rozenberg, 2008) and 

experiencing a husband’s controlling behaviours (Bacchus, Mezey, & Bewley, 2006; 

Pallitto & O’Campo, 2005). Moreover, low self-esteem, witnessing or experiencing 

childhood violence (Castro, Peek-Asa, & Ruiz, 2003; Clark, Hill, Jabbar, & Silverman, 

2009; Farid, Saleem, Karim, & Hatcher, 2008; Naved & Persson, 2008), and husband’s 

substance abuse (Bailey & Daugherty, 2007; Certain, Mueller, Jagodzinski, & Fleming, 

2008; Charles & Perreira, 2007) are some of the other psycho-socio-cultural 

characteristics that increase the likelihood of IPV during pregnancy.  

Experiencing dowry demand at marriage (Naved & Persson, 2010), low 

decision-making autonomy, higher traditional gender role attitudes (Dobash & Dobash, 

1979; Hadi, 2005), and low social support during pregnancy act as important 

components of feminist theories. Witnessing or experiencing violence during childhood 

functions as the element of social learning theory (Goodwin et al., 2000; Jasinski, 2004; 

Martin et al., 2004). Furthermore, husband’s controlling behaviours act as a component 

of the evolutionary psychology theory (Pallitto & O’Campo, 2005). These factors were 

all taken into account in analyses when exploring correlates of IPV during pregnancy. 

5.6.1 Bivariate analysis 

The results of the bivariate analysis illustrated several significant differences in 

the likelihood of different forms of IPV during pregnancy as a function of socio-

demographic characteristics, obstetric and reproductive characteristics and psycho-

socio-cultural characteristics (Table 5.2). Consistent with the prior literature on key risk 

factors for IPV, physical, sexual, psychological and any IPV were significantly more 

prevalent among women who have no education and for those with low family incomes 
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(≤8500). Women living in nuclear families were at higher risk for psychological IPV 

and indeed for any IPV compared with women living within extended families. Women 

living in rural areas also reported higher levels of IPV across any form. Women whose 

husband had no education and whose husbands took both alcohol and drugs were more 

likely to experience all forms of IPV. Women who had three or more children were 

more likely to be physically and psychologically victimised than women who had one 

or two children. Noticeably, the respondent’s age during pregnancy was found to have 

no significant effect on any type of IPV victimisation.  

Involvement of dowry demand at marriage, low decision-making autonomy, 

higher traditional gender role attitudes, low self-esteem, and low social support during 

pregnancy were found to be significant risk factors for all forms of IPV. These findings 

are consistent with the expectations of feminist theories. 

Women with an unintended pregnancy were at a higher risk for physical IPV, 

psychological IPV and any form of IPV compared with women with intended 

pregnancy. Women married to a man who had moderate to high controlling behaviours 

were more likely to experience all forms of IPV. These findings provide supportive 

evidence in favour of the evolutionary psychology theory as a potential explanation for 

IPV during pregnancy.  

Women who witnessed or were exposed to violence during childhood were more 

likely to experience all forms of IPV compared with women who never witnessed or 

were never exposed to violence during childhood. This finding supports the theory that 

IPV can pass on from one generation to the next, consistent with social learning theory.  
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Table 5.2: Bivariate associations between various factors and different forms of IPV 

experienced by women of Bangladesh during pregnancy (N=426) 

Characteristics 

Physical 

IPV (%) 

Sexual 

IPV (%) 

Psychological 

IPV (%) 

Any  

IPV (%) 

Socio-demographic characteristics    

Age during pregnancy 

   

 

   14-18 32.1 19.8 62.3 65.1 

   19-24 27.8 13.9 61.0 64.2 

   ≥25 38.3 14.3 59.4 61.7 

p-value .14 .36 .90 .84 

Respondent’s Education 

   

 

   No education  60.0 20.0 85.7 85.7 

   Primary 53.8 29.8 81.7 81.7 

   Secondary and higher 25.4 14.3 56.4 58.5 

p-value <.001 .002 <.001 <.001 

Husband’s education     

   No education  50.0 31.0 86.2 89.7 

   Primary 41.7 23.2 76.8 78.1 

   Secondary and higher 26.7 12.0 51.2 52.1 

p-value <.001 .001 <.001 <.001 

Area of residence 

   

 

   Rural 37.7 20.2 67.8 69.5 

   Urban 29.9 14.9 59.0 59.7 

p-value .12 .19 .08 .05 

Family structure     

   Extended 30.4 19.3 57.9 60.2 

   Nuclear 38.4 18.0 69.8 70.6 

p-value .09 .74 .01 .03 

Family monthly income     

   ≤8500  50.9 23.9 85.3 85.3 

   >8500 25.5 15.2 52.5 54.8 

p-value <.001 .02 <.001 <.001 

Obstetric and reproductive characteristics    

Number of children    
 

   1 29.1 20.6 62.3 64.6 

   2 34.8 15.2 60.9 62.3 

   ≥3 45.1 19.5 74.3 74.3 

p-value .02 .46 .05 .11 

Pregnancy intention    
 

   Unintended 53.3 20.6 80.4 80.4 

   Intended 29.2 17.9 59.9 61.8 

p-value <.001 .54 <.001 <.001 

 (Table 5.2 Continued…….) 
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Characteristics 

Physical 

IPV (%) 

Sexual 

IPV (%) 

Psychological 

IPV (%) 

Any  

IPV (%) 

Psycho-socio-cultural characteristics    

Dowry demand at marriage     

   No  17.3 7.1 42.9 43.6 

   Yes 45.6 25.2 77.8 79.6 

p-value <.001 <.001 <.001 <.001 

Decision-making autonomy    
 

   Low 63.6 25.5 95.5 95.5 

   Moderate 41.1 25.1 82.3 84.6 

   High 5.7 5.0 19.9 21.3 

p-value <.001 <.001 <.001 <.001 

Husband’s controlling behaviours    
 

   Less controlling  2.8 2.8 16.2 16.9 

   Moderately controlling 40.4 22.9 84.9 87.3 

   Highly controlling 66.9 31.4 95.8 96.6 

p-value <.001 <.001 <.001 <.001 

Traditional gender role acceptance    
 

   Low  5.0 6.2 26.1 28.6 

   Moderately 41.2 27.5 84.3 85.3 

   Highly 61.3 25.2 91.4 92.0 

p-value <.001 <.001 <.001 <.001 

Social support    
 

   Low  67.2 32.8 98.4 98.4 

   Medium 39.9 20.3 79.1 81.0 

   High 0.7 3.6 18.6 20.7 

p-value <.001 <.001 <.001 <.001 

Self-esteem    
 

   Low  57.4 26.1 94.8 94.8 

   High 4.0 7.9 23.2 23.2 

p-value <.001 <.001 <.001 <.001 

Husband’s substance abuse     

   None  28.8 16.9 59.8 61.5 

   Alcohol 41.7 20.8 87.5 87.5 

   Drugs 85.7 28.6 96.4 96.4 

   Both 92.3 38.5 100.0 100.0 

p-value <.001 .11 <.001 <.001 

Witnessing parental violence in childhood   
 

   No  20.3 8.0 40.1 40.6 

   Yes 46.9 26.8 84.5 86.6 

p-value <.001 <.001 <.001 <.001 

Any childhood exposure to violence   
 

   No  18.0 11.1 39.7 40.7 

   Yes 48.9 24.5 85.2 86.9 

p-value <.001 <.001 <.001 <.001 
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5.6.2 Multivariate analysis 

Results reported in Table 5.3 illustrate the outcomes of the multivariate models 

examining the effects of a range of socio-demographic, obstetric and reproductive, and 

psycho-socio-cultural characteristics on experiencing different forms of IPV during 

pregnancy. Specifically, these analyses examine whether women with low decision-

making autonomy, more conservative attitudes towards traditional gender roles, low 

social support and low self-esteem are more likely to experience IPV during pregnancy 

compared with those with high decision-making autonomy, low traditional gender role 

attitudes, high social support, and high self-esteem. Additionally, these analyses test 

whether women with any childhood exposure to or witnessing of violence, with an 

unintended pregnancy and with husband’s high controlling behaviours were more likely 

to experience IPV during pregnancy compared with their counterparts. 

5.6.2.1 Physical IPV during pregnancy  

In the multivariate logistic regression analyses, traditional gender roles, 

husband’s substance abuse and husband’s controlling behaviours were found to be 

independent risk factors for physical IPV during pregnancy. On the contrary, social 

support and self-esteem were found to be protective against experiencing physical IPV 

during pregnancy. 

Women who reported moderately traditional gender role attitudes were 5.43 

times more likely (95% CI: 1.57–18.82) and women who reported highly traditional 

gender role attitudes were 10.04 times more likely (95% CI: 3.04–33.20) to experience 

physical IPV during pregnancy compared with those who reported low traditional 

gender role attitudes. Women who reported that their husband abused drugs alone were 

nearly seven times more likely (AOR: 6.82, 95% CI: 1.64–28.38) to experience physical 
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IPV during pregnancy, while women who reported that their husband abused both 

alcohol and drugs were 11.16 times more likely (95% CI: 1.19–104.76) to experience 

such violence compared with those women who did not report such substance abuse. A 

husband’s high controlling behaviours was associated with a ten-fold increase in the 

likelihood of experiencing physical IPV (AOR: 10.08, 95% CI: 2.14–47.41) compared 

with husband’s low controlling behaviours. 

Conversely, women who reported high social support were 95% less likely to 

experience physical IPV (AOR: 0.05, 95% CI: 0.01–0.42) compared with women who 

reported low social support. Additionally, women who had high self-esteem were 72% 

less likely to experience physical IPV (AOR: 0.28, 95% CI: 0.09–0.88) compared with 

women who had low self-esteem.  

Table 5.3 (Column 2) shows that there was a good model fit with the predictor 

variables, χ
2
 (29, N = 426) = 272.44, p < .001. Neagelkerke’s R

2
 of .65 indicates 

predictor variables explain 65% of the variability in physical IPV during pregnancy. 

The overall model prediction rate was 83.6% (86.6% for no physical IPV victimisation 

and 78.0% for physical IPV victimisation).  

5.6.2.2 Sexual IPV during pregnancy 

In the multivariate logistic regression analysis, dowry demand at marriage and 

husband’s controlling behaviours were found to be an independent risk factor for 

experiencing sexual IPV during pregnancy. Conversely, an age of 19–24 years during 

pregnancy and social support were found to be protective factors against experiencing 

psychological IPV during pregnancy. 

Dowry demand at marriage was associated with a 2.14 times increase in the 

likelihood (95% CI: 1.54–4.80) of experiencing sexual IPV during pregnancy compared 
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with no dowry demands at marriage. Women who reported that their husband showed 

moderate and high controlling behaviours were 3.92 times (95% CI: 1.08–14.20) and 

5.44 times (95% CI: 1.39–21.38) more likely to experience sexual IPV during 

pregnancy than those who reported low controlling behaviours. 

Women who were aged 19–24 years during their last pregnancy were 49% less 

likely (AOR: 0.51, 95% CI: 0.23–0.79) to report experiencing sexual IPV compared 

with their counterparts who were 14–18 years old during their last pregnancy. 

Furthermore, women with medium (AOR: 0.51, 95% CI: 0.27–0.99) and high (AOR: 

0.14, 95% CI: 0.04–0.58) social support were significantly less likely to report 

experiencing sexual IPV during pregnancy than those with low social support. 

Results in Table 5.3 (Column 3) reveal that the model is statistically significant, 

χ
2
 (29, N = 426) = 84.04, p < .001. Neagelkerke’s R

2
 of .30 indicates the predictor 

variables explain 30% of the variance in sexual IPV during pregnancy. The model was 

able to correctly classify 16.5% of those who experienced sexual IPV and 97.4% of 

those who did not, for an overall success rate of prediction of 82.4%. The predictions 

for no sexual IPV victimisation during pregnancy were better than that for sexual IPV 

victimisation during pregnancy, possibly due to fewer women reporting sexual IPV. 

5.6.2.3 Psychological IPV during pregnancy 

In the multivariate logistic regression analyses, women’s decision-making 

autonomy, social support and self-esteem were found to be protective factors against 

experiencing psychological IPV during pregnancy. On the other hand, traditional gender 

role attitudes, husband’s controlling behaviours and any childhood exposure to violence 

were found to be independent risk factors for experiencing psychological IPV. 
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Women’s high decision-making autonomy was associated with a 90% decrease 

in experiencing psychological IPV during pregnancy (AOR: 0.10, 95% CI: 0.02–0.62) 

when compared with women’s low decision-making autonomy. Medium social support 

was associated with an 85% decrease (AOR: 0.15, 95% CI: 0.02–0.96) and high social 

support was associated with a 93% decrease (AOR: 0.07, 95% CI: 0.008–0.52) in the 

likelihood of experiencing psychological IPV during pregnancy compared with low 

social support. High self-esteem was also linked to an 84% decrease in likelihood 

(AOR: 0.16, 95% CI: 0.05–0.51) of experiencing psychological IPV during pregnancy 

compared with low self-esteem. 

Conversely, women who were exposed to any childhood violence experienced a 

more than two-fold increased likelihood of psychological IPV (AOR: 2.53, 95% CI: 

1.02–6.29) compared with those who did not experience any childhood violence. 

Furthermore, medium (AOR: 4.00, 95% CI: 1.26–12.76) and high (AOR: 4.16, 95% CI: 

1.29–13.46) traditional gender role attitudes, and husband’s moderate (AOR: 4.18, 95% 

CI: 1.54–11.31) and high (AOR: 9.92, 95% CI: 2.31–42.57) controlling behaviours 

were associated with increased odds of experiencing psychological IPV during 

pregnancy compared with their counterparts who reported low traditional gender role 

attitudes and husband’s low controlling behaviours respectively. 

Table 5.3 (Column 4) shows that there was a good model fit with the predictor 

variables, χ
2
 (29, N = 426) = 384.11, p < .001. Neagelkerke’s R

2
 of .82 indicates 

predictor variables explain 82% of the variability in psychological IPV during 

pregnancy. The overall model prediction rate was 92.3% (89.9% for no psychological 

IPV victimisation and 93.5% for psychological IPV victimisation).  
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5.6.2.4 Any IPV during pregnancy 

In the multivariate logistics regression analyses, women’s decision-making 

autonomy and social support were found to be protective against experiencing any form 

of IPV during pregnancy. Conversely, average monthly family income greater than the 

national average (BDT 8500), traditional gender role attitude, husband’s controlling 

behaviours, and childhood exposure to violence were found to be independent risk 

factors for experiencing any form of IPV during pregnancy. 

Average monthly family income greater than the national average was 

associated with a more than five-fold increase in the likelihood of being a victim of any 

form of IPV during pregnancy when compared with an average monthly family income 

less than the national average (AOR: 5.42, 95% CI: 1.37–21.42). Women who were 

exposed to any childhood violence were nearly three times more likely to experience 

any form of IPV during pregnancy (AOR: 2.85, 95% CI: 1.11–7.33) compared with 

those who had not experienced any childhood violence. Women who reported 

moderately traditional gender role attitudes were 3.25 times more likely (95% CI: 0.98–

10.79) and women who reported highly traditional gender role attitudes were 5.27 times 

more likely (95% CI: 1.46–19.05) to experience any form of IPV during pregnancy 

compared with those women who reported low traditional gender role attitudes. A 

husband’s moderate controlling behaviours was associated with nearly a seven-fold 

increase (AOR: 6.64, 95% CI: 2.37–18.65) and high controlling behaviours was 

associated with an eighteen-fold increase (AOR: 18.26, 95% CI: 3.48–95.73) in the 

odds of experiencing any form of IPV compared with a husband’s low controlling 

behaviours. 

On the contrary, women’s high decision-making autonomy was associated with 

a 91% decrease in the likelihood of experiencing any form of IPV during pregnancy 
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(AOR: 0.09, 95% CI: 0.02–0.54) compared with women’s low decision-making 

autonomy. Medium social support was associated with an 85% decrease (AOR: 0.15, 

95% CI: 0.02–0.98) and high social support was associated with a 95% decrease (AOR: 

0.05, 95% CI: 0.01–0.45) in the odds of experiencing any form of IPV during 

pregnancy compared with low social support. 

Table 5.3 (Column 5) shows that there was a good model fit with the predictor 

variables, χ
2
 (29, N = 426) = 388.50, p < .001. Neagelkerke’s R

2
 of .83 indicates 

predictor variables explain 83% of the variability in any form of IPV during pregnancy. 

The model was able to correctly classify 95.1% of those who experienced any form of 

IPV during pregnancy and 90.2% of those who did not, for an overall success rate of 

prediction of 93.4%.  

In summary, women who report limited social support and have controlling 

husbands are at significantly increased risk for all types of IPV during pregnancy. 

Women who cling to traditional gender roles and those with low self-esteem exhibit 

increased risk for physical and psychological IPV during pregnancy. Psychological and 

any IPV during pregnancy are also correlated with low decision-making autonomy and 

childhood exposure to violence. Women whose husband’s demand a dowry at marriage 

are at increased risk of sexual IPV during pregnancy. 
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Table 5.3: Adjusted Odds Ratios (AOR) and predicting IPV during pregnancy among married women aged 15–49 in Bangladesh 

Characteristics 

AOR (95% CI) 

Physical IPV Sexual IPV Psychological IPV Any IPV 

Respondent’s age during pregnancy     

   14-18  1.00 1.00 1.00 1.00 

   19-24 0.53 (0.22-1.27) 0.51 (0.23-0.79)
c
 1.61 (0.43-6.04) 2.83 (0.71-11.25) 

   ≥25 0.58 (0.14-2.42) 0.55 (0.14-2.15) 1.16 (0.13-10.17) 1.14 (0.12-11.13) 

Respondent’s Education     

   No education  1.00 1.00 1.00 1.00 

   Primary 0.65 (0.22-1.91) 1.65 (0.60-4.56) 0.25 (0.03-2.43) 0.26 (0.02-2.86) 

   Secondary and higher 0.43 (0.15-1.22) 0.90 (0.32-2.51) 0.46 (0.05-4.01) 0.56 (0.06-5.55) 

Husband’s education     

   No education  100 1.00 1.00 1.00 

   Primary 0.67 (0.28-1.58) 0.71 (0.33-1.50) 0.71 (0.16-3.13) 0.42 (0.08-2.27) 

   Secondary and higher 1.02 (0.39-2.63) 0.58 (0.25-1.32) 1.19 (0.28-5.12) 0.60 (0.12-3.09) 

Area of residence     

   Rural  1.00 1.00 1.00 1.00 

   Urban 0.81 (0.38-1.71) 0.81 (0.41-1.62) 2.00 (0.68-5.86) 1.37 (0.45-4.15) 

Family structure     

   Extended  1.00 1.00 1.00 1.00 

   Nuclear 0.72 (0.35-1.48) 0.75 (0.39-1.44) 0.86 (0.31-2.42) 0.79 (0.27-2.29) 

Family income     

   ≤8500  1.00 1.00 1.00 1.00 

   >8500 1.89 (0.93-3.85) 1.69 (0.89-3.23) 3.14 (0.87-11.27) 5.42 (1.37-21.42)
c
 

Number of children     

   1  1.00 1.00 1.00 1.00 

   2 1.55 (0.67-3.56) 0.85 (0.39-1.86) 0.42 (0.13-1.39) 0.30 (0.08-1.04)
c
 

   ≥3 2.03 (0.61-6.76) 1.53 (0.51-4.59) 2.33 (0.36-15.14) 1.78 (0.25-12.85) 

   (Table 5.3 Continued…….) 
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Characteristics 

AOR (95% CI) 

Physical IPV Sexual IPV Psychological IPV Any IPV 

Dowry demands at marriage     

   No  1.00 1.00 1.00 1.00 

   Yes 1.07 (0.50-2.29) 2.14 (1.54-4.80)
c
 1.46 (0.58-3.66) 2.07 (0.80-5.38) 

Pregnancy intention 
¥
     

   Unintended 1.00 1.00 1.00 1.00 

   Intended 0.59 (0.28-1.22) 1.15 (0.56-2.35) 1.11 (0.33-3.67) 1.30 (0.37-4.58) 

Decision-making autonomy      

   Low  1.00 1.00 1.00 1.00 

   Moderate 0.64 (0.32-1.28) 1.48 (0.76-2.88) 0.35 (0.06-2.19) 0.51 (0.08-3.03) 

   High 0.76 (0.21-2.82) 0.70 (0.21-2.34) 0.10 (0.02-0.62)
b
 0.09 (0.02-0.54)

b
 

Husband’s controlling behaviours      

   Less controlling  1.00 1.00 1.00 1.00 

   Moderately controlling 3.78 (0.87-16.47) 3.92 (1.08-14.20)
c
 4.18 (1.54-11.31)

b
 6.64 (2.37-18.65)

a
 

   Highly controlling 10.08 (2.14-47.41)
b
 5.44 (1.39-21.38)

c
 9.92 (2.31-42.57)

b
 18.26 (3.48-95.73)

a
 

Traditional gender role acceptance     

   Low  1.00 1.00 1.00 1.00 

   Moderately 5.43 (1.57-18.82)
b
 1.52 (0.57-4.06) 4.00 (1.26-12.76)

c
 3.25 (0.98-10.79)

c
 

   Highly 10.04 (3.04-33.20)
a
 1.06 (0.40-2.77) 4.16 (1.29-13.46)

c
 5.27 (1.46-19.05)

b
 

Social support     

   Low  1.00 1.00 1.00 1.00 

   Medium 0.63 (0.33-1.22) 0.51 (0.27-0.99)
c
 0.15 (0.02-0.96)

c
 0.15 (0.02-0.98)

c
 

   High 0.05 (0.01-0.42)
b
 0.14 (0.04-0.58)

b
 0.07 (0.008-0.52)

b
 0.05 (0.01-0.45)

b
 

Witnessing parental violence in childhood     

   No  1.00 1.00 1.00 1.00 

   Yes 0.62 (0.28-1.35) 1.81 (0.86-3.83)  1.50 (0.60-3.79) 1.96 (0.75-5.12) 

Any childhood exposure to violence     

   No  1.00 1.00 1.00 1.00 

   Yes 0.91 (0.45-1.86) 1.06 (0.53-2.10) 2.53 (1.02-6.29)
c
 2.85 (1.11-7.33)

c
 

   (Table 5.3 Continued…….) 
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Characteristics 

AOR (95% CI) 

Physical IPV Sexual IPV Psychological IPV Any IPV 

Self-esteem     

   Low  1.00 1.00 1.00 1.00 

   High 0.28 (0.09-0.88)
c
 2.31 (0.85-6.24) 0.16 (0.05-0.51)

b
 0.36 (0.10-1.31) 

Husband’s substance abuse     

   None  1.00 1.00 1.00 1.00 

   Alcohol 0.46 (0.14-1.51) 0.74 (0.22-2.46) 2.74 (0.19-40.62) 3.18 (0.20-51.38) 

   Drugs 6.82 (1.64-28.38)
b
 0.82 (0.30-2.22) 1.75 (0.06-47.75) 1.77 (0.05-66.60) 

   Both 11.16 (1.19-104.76)
c
 1.43 (0.38-5.36) - - 

-2Log likelihood 

R
2
(Cox & Snell) 

R
2
(Nagelkerke) 

Model χ
2
 (29, N = 426) 

p-value 

Overall model prediction rate 

280.29 

.47 

.65 

272.44 

<.001 

83.6% 

320.54 

.19 

.30 

84.04 

<.001 

82.4% 

167.39 

.59 

.82 

384.11 

<.001 

92.3% 

155.18 

.60 

.83 

388.50 

<.001 

93.4% 
         ¥

 Intended: live birth wanted at the time of conception or unintended: live birth wanted later or not at all. 

        Here 
a
, 

b
, and 

c
 indicate p<0.001, p<0.01, and p<0.05, respectively 
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5.7 Chapter summary 

The purpose of this chapter was to examine the prevalence and correlates of IPV 

victimisation for pregnant women in Bangladesh. Results of bivariate analyses (see 

summary Table 5.4) and multivariate logistic analyses were presented in this chapter 

(see summary Table 5.5).  

The prevalence of physical, sexual, psychological and any form of IPV was the 

highest during the 12 months preceding pregnancy, followed by during pregnancy and 

after childbirth. Regardless of the period, psychological IPV had the highest prevalence, 

followed by physical and sexual IPV. One important finding from the data was that 

physical IPV decreased by approximately 18.0% during pregnancy compared with the 

period preceding pregnancy. The study also revealed that the women of Bangladesh 

were most vulnerable to any IPV during the 12 months before pregnancy and least 

vulnerable during the postpartum period. 

Among those women who experienced any IPV before pregnancy, 91.2% of 

them reported experiencing any IPV during pregnancy. Furthermore, among those 

women who were victims of any IPV during pregnancy, 92.8% of them also reported 

experiencing such IPV after childbirth. These findings confirm that those women, who 

experienced IPV before pregnancy, were at high risk for experiencing it during 

subsequent periods. On the other hand, women who were not abused prior to pregnancy 

had almost no risk of IPV during pregnancy or after childbirth. This finding emphasises 

that health professionals need to identify IPV when they first meet women during 

antenatal care and to help at-risk women by providing health related services, and 

facilitating access to non-health support services, such as legal, social and counselling 

support. 
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Findings from the data revealed that holding high traditional gender role 

attitudes was one of the strongest predictors for physical, psychological and any IPV 

victimisation during pregnancy. Low decision-making autonomy was found to be one of 

the risk factors for experiencing psychological and any IPV during pregnancy. 

Outcomes in relation to sexual IPV during pregnancy indicated that a dowry demands at 

marriage was one of the strongest predictors for sexual IPV victimisation during 

pregnancy. These findings provide supportive evidence in favour of feminist theories as 

a potential explanation for IPV victimisation during pregnancy for the women of 

Bangladesh. They also reinforce calls for more progressive gender relations in 

developing countries with increased access to education and employment for women. 

These findings also emphasise formulating policy on promoting a balanced male-female 

role in family and community, engaging women in family and community level 

economic activities, and facilitating women’s increased access to instrumental, material 

and social resources.  

 A husband’s high controlling behaviours was another strong predictor for all 

types of IPV victimisation during pregnancy. These findings provide supportive 

evidence in favour of evolutionary psychology theory as a potential explanation for IPV 

victimisation during pregnancy for the women of Bangladesh. This finding emphasises 

that social workers and healthcare providers should ask women whether their partners 

have high controlling behaviours just to get an initial idea regarding their risks of being 

abused and provide support and practical advice. Any childhood exposure to violence 

was another strong predictor for both psychological and any IPV victimisation during 

pregnancy, consistent with social learning theory. This finding reinforces calls for 

school programs that work with children to develop social and emotional competencies 

through teaching empathy and behavioural regulation (Williford et al., 2016). The result 
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also illustrates the importance of providing interventions for those who have 

experienced childhood abuse in order to prevent IPV (Bass et al., 2013). 

Alternatively, women who had access to social support were found to be 

protected against all types of IPV victimisation during pregnancy. Results also revealed 

that women who were free to have autonomy in their decisions were found to be 

protected against psychological and any IPV during pregnancy. Being aged 19–24 years 

during pregnancy was protective of sexual IPV victimisation during pregnancy. 

Additionally, high self-esteem was protective against both physical and psychological 

IPV victimisation during pregnancy (see summary Table 5.5). They also reinforce calls 

for gender equity and women’s equal access to family and social resources because this 

has the added value of increasing women’s social support network, their self-esteem, 

and their autonomy (Hadi, 2000; Rashid, Kader, Perera, & Sharma, 2014). 

Interestingly, socio-demographic factors were not found to be predictors against 

IPV victimisation during pregnancy in this study. Some of the socio-demographic 

variables were significant in the bivariate analysis but became non-significant in the 

multivariate logistic regression analysis. Therefore, it is evident from the results that 

mostly psycho-socio-cultural factors are associated with increased likelihood of IPV 

during pregnancy for the women Bangladesh. This is an important finding because these 

psycho-socio-cultural factors are malleable in response to social policy whereas 

demographic variables are not modifiable through intervention and experiences. 
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Table 5.4 Summary of bivariate analyses, significant and non-significant correlates of 

different forms of IPV during pregnancy  

Variables Physical 

IPV 

Sexual 

IPV 

Psychological 

IPV 

Any IPV 

Sig. Sig. Sig. Sig. 

Age ✘ ✘ ✘ ✘ 

Education ✓ ✓ ✓ ✓ 

Area of residence ✘ ✘ ✘ ✓ 

Family structure ✘ ✘ ✓ ✓ 

Family income ✓ ✓ ✓ ✓ 

Number of children ✓ ✘ ✓ ✘ 

Age during last pregnancy ✘ ✘ ✘ ✘ 

Pregnancy intention ✓ ✘ ✓ ✓ 

Decision-making autonomy ✓ ✓ ✓ ✓ 

Traditional gender role attitudes ✓ ✓ ✓ ✓ 

Childhood witnessing of violence ✓ ✓ ✓ ✓ 

Childhood exposure to violence ✓ ✓ ✓ ✓ 

Social support ✓ ✓ ✓ ✓ 

Self-esteem ✓ ✓ ✓ ✓ 

Husband’s education ✓ ✓ ✓ ✓ 

Dowry demands at marriage ✓ ✓ ✓ ✓ 

Husband’s Substance abuse ✓ ✘ ✓ ✓ 

Husband’s controlling behaviours ✓ ✓ ✓ ✓ 

Note: Sig. = Significant 
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Table 5.5 Summary of multivariate logistic regression analysis, significant and non-

significant correlates of different forms of IPV during pregnancy  

Variables Physical 

IPV 

Sexual 

IPV 

Psychological 

IPV 

Any IPV 

Sig. Sig. Sig. Sig. 

Age ✘ ✘ ✘ ✘ 

Education ✘ ✘ ✘ ✘ 

Area of residence ✘ ✘ ✘ ✘ 

Family structure ✘ ✘ ✘ ✘ 

Family income ✘ ✘ ✘ ✓(>8500) 

Number of children ✘ ✘ ✘ ✘ 

Age during last pregnancy ✘ ✓(19-24 

Yrs) 

✘ ✘ 

Pregnancy intention ✘ ✘ ✘ ✘ 

Decision-making 

autonomy 

✘ ✘ ✓(High) ✓(High) 

Traditional gender role 

attitudes 

✓ (medium 

& High) 

✘ ✓ (medium & 

High) 

✓ (medium 

& High) 

Childhood witnessing 

violence 

✘ ✘ ✘ ✘ 

Childhood exposure to 

violence 

✘ ✘ ✓(Yes) ✓(Yes) 

Social support ✓(high) ✓(medium 

& high) 

✓(medium & 

high) 

✓(medium 

& high) 

Self-esteem ✓ (High) ✘ ✓ (High) ✘ 

Husband’s education ✘ ✘ ✘ ✘ 

Dowry demands at 

marriage 

✘ ✓ (Yes) ✘ ✘ 

Husband’s Substance 

abuse 

✓(Drugs 

/alcohol & 

drugs) 

✘ ✘ ✘ 

Husband’s controlling 

behaviours 

✓(high) ✓(moderate 

& high) 

✓(moderate & 

high) 

✓(moderate 

& high) 

Note: Sig. = Significant, brackets indicate the groups that were significant. 

 

The health consequences of maternal exposure to IPV before, during, and after 

pregnancy are examined in the next chapter. More particularly, the findings illustrate the 

influence of IPV on delayed entry into prenatal care, postpartum depression and 

mother’s exclusive breastfeeding practices. 



133 
 

Chapter 6 

Results: Health, wellbeing and women’s exposure 

to intimate partner violence around the time of 

pregnancy 

 

6.1 Introduction 

Evidence from both developed and developing countries has revealed that IPV 

around the time of pregnancy has numerous devastating health consequences for women 

and their families (Brownridge et al., 2011; Trabold, Waldrop, Nochajski, & Cerulli, 

2013). The majority of studies examining the health consequences of IPV on pregnant 

and postpartum women reflect research in industrialised countries (Lancaster et al., 

2010; Van Parys, Verhamme, Temmerman, & Verstraelen, 2014). There are significant 

gaps in the knowledge and understanding of experiencing IPV before, during, and after 

pregnancy, and the effects of physical, sexual, and psychological IPV on maternal 

health service utilisation, maternal mental health, and exclusive breastfeeding especially 

in low- and middle-income countries including Bangladesh (Fisher et al., 2012; Nasir & 

Hyder, 2003; Taillieu & Brownridge, 2010).   

To improve the health of both mothers and their babies, it is important to 

investigate the consequences of IPV for pregnant and postpartum women (Brownridge 

et al., 2011). Delayed and inadequate prenatal care, postpartum depression after 

childbirth, and difficulties in exclusive breastfeeding are particularly important health 

concerns because they affect the physical and mental health of both mothers and their 
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babies. However, no studies have examined the association of IPV with these 

consequences in Bangladesh before now. 

The health consequences of experiencing IPV before, during, and after 

pregnancy for mothers and their babies in Bangladesh are presented in this chapter. 

Specifically, in this chapter, the results are presented that address the research question: 

Does IPV victimisation influence delayed entry into prenatal care, postpartum 

depression, and mothers’ exclusive breastfeeding? To detail the impacts of IPV on the 

health of mothers and babies, the study uses data from new mothers in Bangladesh to 

address three specific aims, which the chapter presents in sequence:  

Aim 2.1 : To examine the influence of IPV victimisation before and during 

pregnancy on delayed entry into prenatal care; 

Aim 2.2 : To explore the association of postpartum depression in relation to 

maternal exposure to IPV before, during, and after pregnancy; 

Aim 2.3 : To examine the influence of IPV victimisation before, during, and after 

pregnancy on exclusive breastfeeding. 

 

To address these aims, analyses were conducted in two stages. First, bivariate 

chi-square analysis was used to identify the distributions of the outcome variables by 

selected covariates. Second, multivariate logistic regression models were used to 

estimate adjusted odds ratios (AOR) and 95% confidence intervals in order to compare 

the strength of the associations between each of the factors and the above mentioned 

health consequences. The level of significance for all analyses was set at p<.05 (2-

tailed). 
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6.2 Influence of IPV on delayed entry into prenatal care 

Currently, 32% of women receive no prenatal care in Bangladesh (Kamal, 

2013), despite the WHO recommending at least four prenatal visits during pregnancy 

for women without complications and at least one visit within the first 4 months of 

gestation (Baird & Mitchell, 2013). A wide range of studies has revealed that service 

accessibility and certain socio-demographic variables influence the likelihood of 

receiving adequate and timely access to prenatal care (Amin, Shah, & Becker, 2010; 

Paul & Rumsey, 2002; Rahman, Mosley, Ahmed, & Akhter, 2008; Rai, Singh, Singh, & 

Kumar, 2014). Scholars have proposed that IPV introduces unique risks that negatively 

affect women’s access to prenatal care (Bailey & Daugherty, 2007; Moraes, Arana, & 

Reichenheim, 2010; Taillieu & Brownridge, 2010). Yet, very few studies from South 

Asian nations have specifically explored the effect of IPV around the time of pregnancy 

on receipt of prenatal care. Indeed, so far, no studies have examined this question in 

Bangladesh. Given high rates of IPV coupled with the focus of Bangladesh government 

on improving pregnancy outcomes, the question is particularly important and timely. 

The aim of this section is to examine the influence of IPV before and during 

pregnancy on delayed entry into prenatal care. Consistent with the WHO’s 

recommendations, women were classified as having delayed initiation into prenatal care 

if their first visit occurred later than four months into gestation of their most recent 

pregnancy, or if they reported no prenatal care. The literature suggests that various 

socio-demographic characteristics, obstetric and reproductive characteristics, and 

psycho-socio-cultural characteristics are notable in affecting when, where and how 

often women receive prenatal care (Rahman, Nakamura, Seino, & Kizuki, 2012). 

Existing literature provides evidence that the following socio-demographic 

characteristics limit women’s access to maternal healthcare services: young age during 
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pregnancy, respondent’s poor educational attainment, husband’s low educational 

attainment, low socioeconomic status, and living in rural areas (Amin, Shah, & Becker, 

2010; Rahman, Mosley, Ahmed, & Akhter, 2008; Rai, Singh, Singh, & Kumar, 2014). 

Women who possess the following obstetric and reproductive characteristics are more 

likely to enter late into prenatal care: experience an unintended pregnancy, and have 

more children (Cha & Masho, 2014; Rahman, Nakamura, Seino, & Kizuki, 2012). 

Having low decision-making autonomy (Rahman, Nakamura, Seino, & Kizuki, 2012; 

Simkhada, Teijlingen, Porter, & Simkhada, 2008), maintaining strong endorsement of 

traditional gender roles, involving dowry demands at marriage, having a poor 

relationship with mother-in-law (Simkhada, Porter, & van Teijlingen, 2009), and 

experiencing IPV around the time of pregnancy (Cha & Masho, 2014; Sudha & 

Morrison, 2011) are some of the notable psycho-socio-cultural characteristics that 

increase the likelihood of inadequate and delayed access to maternal healthcare services. 

These factors were considered in the analyses when exploring whether and under what 

circumstances IPV influences a mother’s use of prenatal care. 

6.2.1 Bivariate analysis 

The bivariate analysis revealed several significant differences in the timing of 

initiation of prenatal care across various sociodemographic characteristics, obstetric and 

reproductive characteristics, and psycho-socio-cultural characteristics (Table 6.1, 

column 2). Nearly 62.7% of women initiated prenatal care late. Consistent with the 

existing literature, delayed entry into prenatal care was more prevalent among women 

who were aged 14–18 years during pregnancy, residents of rural areas, and with low 

family income (≤8500). Women with low educational attainment and whose husbands 

had a limited education were more likely to enter into prenatal care late. Multiparous 

women and women with an unintended pregnancy were also more likely to have 

delayed entry into prenatal care. 
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Table 6.1: Bivariate association between various factors and delayed entry into prenatal 

care among Bangladeshi Women (N=426) 
 

Characteristics Delayed entry into prenatal care (%) p-value 

Socio-demographic characteristics   

Age during pregnancy    

     14–18 67.9 .22 

     19–24 63.6  

     ≥ 25 57.1  

Place of residence   

     Rural 70.2 <.001 

     Urban 46.3  

Maternal education   

     No formal education 71.4 <.001 

     Primary 80.8  

     Secondary and higher 55.1  

Husband’s education   

     No formal education 79.3 <.001 

     Primary 77.5  

     Secondary and higher 47.9  

Family monthly income, BDT   

     ≤8500 81.0 <.001 

     >8500 51.3  

Obstetric and reproductive characteristics  

Parity   

     Primiparous 56.0 .02 

     Multiparous 67.3  

Pregnancy intention   

     Unintended 71.0 .04 

     Intended 59.9  

Psycho-socio-cultural  characteristics  

Relationship with mother-in-law   

     Bad 73.8 <.001 

     Mild 67.0  

     Good 42.9  

Women’s decision-making autonomy   

     Low 88.2 <.001 

     Moderate 67.4  

     High 36.9  

Traditional gender role acceptance   

     Low 36.6 <.001 

     Moderate 74.5  

     High 81.0  

   

 (Table 6.1 Continued………..) 
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Characteristics Delayed entry into prenatal care (%) p-value 

Dowry demands at marriage   

     No 47.4 <.001 

     Yes 71.5  

  Physical IPV during pregnancy   

     No 50.4 <.001 

     Yes 85.3  

  Sexual IPV during pregnancy   

     No 58.2 <.001 

     Yes 82.3  

  Psychological IPV during pregnancy  

     No 41.6 <.001 

     Yes 74.0  

  Physical before pregnancy   

     No 33.7 <.001 

     Yes 66.3  

  Sexual before pregnancy   

     No 76.4 .11 

     Yes 23.6  

  Psychological before pregnancy   

     No 21.7 <.001 

     Yes 78.3  

Total 62.7  

 

In relation to psycho-socio-cultural characteristics, women who had a troubled 

relationship with their mother-in-law and whose marriage involved a dowry demand 

were more likely to evidence delayed prenatal care. As expected, physical, sexual, and 

psychological IPV during pregnancy were significantly associated with late entry into 

prenatal care among the women in this sample. In fact, 85.3% of women who 

experienced physical IPV, 82.3% of those experiencing sexual IPV, and 74% of those 

experiencing psychological IPV reported delayed entry into prenatal care. Similarly, 

physical and psychological IPV prior to pregnancy were significantly associated with 

delayed entry into prenatal care. More specifically, 66.3% and 78.3% of women who 

experienced physical and psychological IPV respectively also reported late entry. 
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Among those women with limited decision-making autonomy, 80.3% reported delayed 

entry into prenatal care, as did 78.5% of those who endorsed traditional gender roles. 

6.2.2 Multivariate analysis 

Two separate logistic regression analyses were performed to assess the 

association between IPV and delayed prenatal care. One set of analyses explored the 

influence of IPV victimisation before pregnancy, and the other examined the influence 

of IPV victimisation during pregnancy on the timing of prenatal care. Results reported 

in Tables 6.2 and 6.3 illustrate the outcomes of the multivariate model evaluating the 

influence of a range of socio-demographic, obstetric and reproductive, and psycho-

socio-cultural characteristics on delayed entry into prenatal care. Specifically, these 

analyses examine whether women with IPV victimisation before and during pregnancy 

are more likely to have delayed entry into prenatal care compared to those with no IPV 

victimisation before and during pregnancy. 

 

6.2.2.1 IPV before pregnancy and delayed entry into prenatal care 

Results reported in Table 6.2 illustrate the outcomes of the multivariate model 

examining the influence of IPV before pregnancy on delayed entry into prenatal care. In 

this model, IPV before pregnancy, regardless of type, was not found to be an 

independent risk factor for delayed entry into prenatal care. However, place of 

residence, age during pregnancy, husband’s education, parity, women’s decision-

making autonomy, and traditional gender role acceptance were all found to have an 

influence on delayed entry into prenatal care. 
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Table 6.2: Logistic Regression Odds ratios for the association between IPV 

victimisation prior to pregnancy and the delayed entry into prenatal care (N=426) 

Independent variables B S.E Wald p 
Exp 

(B) 

95% CI for 

AOR Lower Upper 

Age during pregnancy        

   14–18 (Rf.)        
   19–24 -0.33 0.36 0.87 .35 0.72 0.36 1.44 
   ≥25 -0.89 0.43 4.25 .04 0.41 0.18 0.96 
Maternal education        
   No formal education (Rf.)        
   Primary education 0.94 0.52 3.24 .07 2.55 0.92 7.09 
   Secondary and higher 0.43 0.49 0.77 .38 1.54 0.59 4.01 
Husband’s education        
   No formal education (Rf.)        
   Primary education -0.18 0.43 0.17 .68 0.84 0.36 1.95 
   Secondary and higher -0.71 0.42 2.85 .09 0.49 0.22 1.12 
Place of residence        
   Rural (Rf.)        
   Urban  -0.72 0.27 6.98 .01 0.46 0.28 0.83 
Family monthly income, BDT        
≤8500 (Rf.)        
>8500 -0.61 0.30 4.00 .05 0.55 0.30 0.99 
Parity        
   Primiparous (Rf.)        
   Multiparous 0.85 0.33 6.57 .007 2.38 1.22 4.49 
Pregnancy intention        

   Unintended (Rf.)        
   Intended 0.07 0.31 0.06 .81 1.08 0.59 1.97 
Relationship with mother-in-law        

   Bad (Rf.)        
   Medium 0.38 0.32 1.38 .24 1.46 0.78 2.74 
   Good 0.17 0.38 0.20 .66 1.19 0.56 2.50 
Dowry demands at marriage        

   No (Rf.)        
   Yes 0.35 0.27 1.61 .20 1.42 0.83 2.42 
Women decision-making autonomy      

   Low (Rf.)        
   Moderate -1.25 0.37 11.11 .001 0.29 0.14 0.60 
   High -1.88 0.46 16.68 <.001 0.15 0.06 0.38 
Traditional gender role acceptance      

   Low (Rf.)         
   Moderate 0.82 0.36 4.62 .02 2.26 1.11 4.59 
   High 1.06 0.37 8.31 .004 2.84 1.39   5.81 
Physical IPV before pregnancy        

   No (Rf.)        
   Yes 0.08 0.38 0.05 .83 0.92 0.44 1.95 
Sexual IPV before pregnancy        

   No (Rf.)        
   Yes 0.70 0.41 2.91 .09 2.02 0.90 4.51 
Psychological IPV before pregnancy       

   No (Rf.)        
   Yes -0.36 0.38 0.94 .33 0.70 0.33 1.45 

 Note: -2Log likelihood: 412.81, R
2
 = .29 (Cox & Snell), R

2
 = .40 (Nagelkerke), Model χ

2
 (20, N = 426) = 147.04, p<.001 
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Women who were aged 25 years or more during pregnancy were 59% less likely 

(95% CI: 0.18–0.96) to report delayed entry into prenatal care compared with those 

women who were aged 14–18 years. Women living in urban areas were 54% less likely 

(95% CI: 0.28–0.83) to delay their entry into prenatal care compared with their 

counterparts living in rural areas. Women who reported moderate and high decision-

making autonomy exhibited a 71% (95% CI: 0.14–0.60) and an 85% (95% CI: 0.06–

0.38) decrease in the odds of delayed entry into prenatal care respectively compared 

with those women who reported low decision-making autonomy. 

Multiparous women were 2.38 (95% CI: 1.22–4.49) times more likely to delay 

their entry into prenatal care compared with primiparous women. Women who reported 

moderate and high acceptance of traditional gender roles were 2.29 times (95% CI: 

1.07–4.48) and 2.90 times (95% CI: 1.41–5.96) more likely to have delayed entry into 

prenatal care respectively compared with those women who reported low traditional 

gender roles. 

Results reported in Table 6.2 reveal that there was a good model fit with the 

predictor variables, χ
2
 (20, N = 426) = 147.04, p < .001. Neagelkerke’s R

2
 of .40 

indicates predictor variables explain 40% of the variability in delayed entry into prenatal 

care. On average, the model prediction rate was 77% (85% for delayed entry into 

prenatal care and 62.9% for timely entry into prenatal care). The predictions for delayed 

entry into prenatal care were better than that for timely entry into prenatal care. 
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6.2.2.2 IPV during pregnancy and delayed entry into prenatal care 

Results in Table 6.3 show that physical IPV during pregnancy, multiparity, and 

acceptance of traditional gender roles were found to be independent risk factors for 

delayed entry into prenatal care. In contrast, being aged 25 years or older at the time of 

pregnancy, living in an urban area, husband’s higher level of educational attainment, 

and women’s high decision-making autonomy were found to be protective against 

delayed entry into prenatal care. Maternal educational attainment, family monthly 

income, pregnancy intention, dowry demands at marriage, and relationship with mother-

in-law did not demonstrate significant associations with delayed entry into prenatal 

care. 

Women who were aged 25 years or older at the time of pregnancy were 56% 

less likely (AOR: 0.44, 95% CI: 0.19–1.02) to report delayed entry into prenatal care 

compared to their counterparts who were aged 14–18 years during pregnancy. Women 

living in an urban area were 52% less likely (95% CI: 0.28–0.82) to delay their entry 

into prenatal care compared with women living in rural areas. Women whose husbands 

completed secondary education or higher exhibited a 54% decrease (AOR: 0.46, 95% 

CI: 0.20–1.06) in the likelihood of delayed entry into prenatal care compared to those 

whose husbands had no education. Women who reported moderate and high decision-

making autonomy exhibited a 68% (AOR: 0.32, 95% CI: 0.15–0.67) and an 84% (AOR: 

0.16, 95% CI: 0.07–0.40) decrease in the odds of delayed entry into prenatal care 

respectively compared with those women who reported low decision-making autonomy. 
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Table 6.3: Logistic Regression Odds ratios for the association between IPV 

victimisation during pregnancy and the delayed entry into prenatal care (N=426) 
 

Independent variables B S.E Wald p 
Exp 

(B) 

95% CI for 

AOR Lower Upper 
Age during pregnancy        

   14–18 (Rf.)        
   19–24 -0.28 0.36 0.63 .43 0.75 0.37 1.52 
   ≥25 -0.83 0.43 3.70 .05 0.44 0.19 1.02 
Maternal education        
   No formal education (Rf.)        
   Primary education 0.97 0.53 3.36 .07 2.63 0.94 7.36 
   Secondary and higher 0.57 0.49 1.31 .25 1.76 0.67 4.63 
Husband’s education        
   No formal education (Rf.)        
   Primary education -0.18 0.44 0.16 .69 0.84 0.36 1.97 
   Secondary and higher -0.78 0.43 3.35 .05 0.46 0.20 1.06 
Place of residence        
   Rural (Rf.)        
   Urban  -0.74 0.28 7.25 .007 0.48 0.28 0.82 
Family monthly income, BDT        
≤8500 (Rf.)        
>8500 -0.56 0.30 3.35 .07 0.57 0.32 1.04 
Parity        
   Primiparous (Rf.)        
   Multiparous 0.83 0.33 6.31 .01 2.28 1.20 4.34 
Pregnancy intention        

   Unintended (Rf.)        
   Intended 0.13 0.31 0.17 .68 1.13 0.62 2.10 
Relationship with mother-in-law        

   Bad (Rf.)        
   Medium 0.46 0.33 1.99 .16 1.59 0.84 3.01 
   Good 0.22 0.39 0.32 .57 1.25 0.58 2.66 
Dowry demands at marriage        

   No (Rf.)        
   Yes 0.26 0.27 0.91 .34 1.30 0.76 2.22 
Women decision-making autonomy      

   Low (Rf.)        
   Moderate -1.14 0.38 9.17 .002 0.32 0.15 0.67 
   High -1.83 0.46 15.58 <.001 0.16 0.07 0.40 
Traditional gender role acceptance      

   Low (Rf.)         
   Moderate 0.80 0.37 4.76 .03 2.22 1.09 4.55 
   High 0.86 0.37 5.51 .02 2.37 1.15 4.88 
Physical IPV during pregnancy        

   No (Rf.)        
   Yes 0.83 0.35 5.52 .02 2.30 1.15 4.59 
Sexual IPV during pregnancy        

   No (Rf.)        
   Yes 0.49 0.39 1.64 .20 1.64 0.77 3.49 
Psychological IPV during pregnancy       

   No (Rf.)        
   Yes -0.72 0.39 3.30 .07 0.49 0.23 1.06 
 -2Log likelihood: 407.75, R

2
 = .31 (Cox & Snell), R

2
 = .42 (Nagelkerke), Model χ

2
 (20, N = 426) = 155.14, p<.001 
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Women who reported experiencing physical IPV during pregnancy were more 

likely to have delayed entry into prenatal care than those women who had not 

experienced physical IPV during pregnancy. In contrast, controlling for socio-

demographic influences as well as physical IPV, experiencing sexual and psychological 

IPV during pregnancy did not significantly increase the odds of delayed entry into 

prenatal care. Overall, women who experienced physical IPV during pregnancy were 

2.30 times more likely (95% CI: 1.15–4.59) to enter prenatal care later than women who 

had not experienced violence. Multiparous women were 2.28 times more likely (95% 

CI: 1.20–4.34) to have delayed entry into prenatal care compared with primiparous 

women. Women who reported moderate and high acceptance of traditional gender roles 

were 2.22 times (95% CI: 1.09–4.55) and 2.37 times (95% CI: 1.15–4.88) more likely to 

delay their entry into prenatal care respectively compared with their counterparts who 

reported acceptance of low traditional gender roles. 

Results reported in Table 6.3 reveal that there was a good model fit with the 

predictor variables, χ
2
 (20, N = 426) = 155.14, p < .001. Neagelkerke’s R

2
 of .42 

indicates predictor variables explain 42% of the variability in delayed entry into prenatal 

care. Overall, the model prediction rate was 75.1% (82.4% for delayed entry into 

prenatal care and 62.9% for timely entry into prenatal care). The predictions for delayed 

entry into prenatal care were better than that for timely entry into prenatal care. 

These findings suggest that women who are aged 25 years or more during 

pregnancy, living in an urban area, and whose husbands have a high educational 

attainment are more likely to enter into timely prenatal care. Multiparous women are 

more likely to have delayed entry into prenatal care. Women with high decision-making 

autonomy are more likely to initiate timely prenatal care. On the other hand, women 

with high traditional gender role attitudes are more likely to delay their prenatal care.  
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Women who experience physical IPV during pregnancy tend to initiate prenatal 

care late. Therefore, these findings suggest that not only socio-demographic factors but 

also a range of psychosocial factors including physical IPV during pregnancy play a 

significant role in the utilization of maternal healthcare services in Bangladesh. 

Consistent with the findings from this study, previous studies have shown that IPV 

during pregnancy is associated with delayed entry into prenatal care (Bailey & 

Daugherty, 2007; Dietz et al., 1997; Koski, Stephenson, & Koenig, 2011; Perales et al., 

2009). In a patriarchal society such as Bangladesh, traditional norms support a man’s 

right to inflict IPV when a wife fails to conform to certain traditional gender role 

expectations (Garcia-Moreno, Jansen, Ellsberg, Heise, & Watts, 2006; Hadi, 2005). 

Victimised women are likely to have less decision-making power, decreased liberty of 

movement, and higher dependence on men for financial and logistic support (Ellsberg, 

Peña, Herrera, Liljestrand, & Winkvist, 2000; Zakar, Zakar, Mikolajczyk, & Krämer, 

2012), which may compromise their ability to make decisions for themselves and their 

families, including the choice of receiving appropriate healthcare services (Koski, 

Stephenson, & Koenig, 2011). 
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6.3 Influence of IPV on postpartum depression 

IPV victimisation during pregnancy and postpartum is associated with various 

mental health complexities (Chambliss, 2008; Martin, Li, Casanueva, Britt, & Kupper, 

2006; Pallitto, Campbell, & O'campo, 2005; Zlotnick, Johnson, & Kohn, 2006). These 

mental health problems often co-occur (Ogbonnaya, Kupper, Martin, Macy, & Bledsoe-

Mansori, 2013), and several studies have demonstrated a significant positive 

relationship between IPV during pregnancy and depressive symptoms (Certain, Mueller, 

Jagodzinski, & Fleming, 2008; Martin, Li, Casanueva, Britt, & Kupper, 2006; 

Rodriguez et al., 2008). Very few studies from the South Asian region have specifically 

examined the impact of IPV victimisation before, during, and after pregnancy on 

women’s postpartum depressive symptoms (PPD). In Bangladesh, the evidence 

examining the association between IPV and PPD is poorly investigated and, 

consequently, it remains a hidden and neglected problem in its health policy. The 

intention of the following section is to examine the influence of IPV victimisation 

before, during, and after pregnancy on PPD in the first six months postpartum.  

Results from prior research suggest that various socio-demographic 

characteristics, obstetric and reproductive characteristics, and psycho-socio-cultural 

characteristics are notable in experience of PPD among women. The extant literature 

provides evidence that the following socio-demographic characteristics influence PPD: 

young age during pregnancy, respondent’s poor educational attainment, and low family 

income (Black et al., 2007). Women who possess the following obstetric and 

reproductive characteristics are also more likely to experience PPD: having an 

unintended pregnancy (Fisher, Morrow, Nhu Ngoc, & Hoang Anh, 2004; Nakku, 

Nakasi, & Mirembe, 2007), experiencing complication during childbirth 

(Limlomwongse & Liabsuetrakul, 2006), vaginal childbirth (Chaaya et al., 2002; Ege, 
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Timur, Zincir, Geçkil, & Sunar-Reeder, 2008), husband’s preference for a son 

(Chandran, Tharyan, Muliyil, & Abraham, 2002; Gupta, Kishore, Mala, Ramji, & 

Aggarwal, 2013), late breastfeeding initiation, and multiparity (Hamdan & Tamim, 

2011).  

Previous depressive symptoms (Glasser et al., 2000), low decision-making 

autonomy, subjection to a poor relationship with a mother-in-law (Abiodun, 2006; Lee, 

Yip, Leung, & Chung, 2004), husband’s controlling behaviours (Lee, Yip, Leung, & 

Chung, 2004), high stress (Aydin, Inandi, & Karabulut, 2005; Hamdan & Tamim, 

2011), low social support (Beydoun, Beydoun, Al-Sahab, & Tamim, 2010), low self-

esteem (Wang, Jiang, Jan, & Chen, 2003), and IPV around the time of pregnancy 

(Beydoun, Beydoun, Al-Sahab, & Tamim, 2010; Faisal-Cury, Menezes, d'Oliveira, 

Schraiber, & Lopes, 2013) are some of the psycho-socio-cultural characteristics that 

increase the likelihood of women’s experience of PPD. These factors were all 

considered in the analyses when exploring whether and under what circumstances IPV 

influences PPD to develop. 

6.3.1 Bivariate analysis 

The bivariate analysis revealed several significant differences in experiencing 

PPD across various socio-demographic characteristics, obstetric and reproductive 

characteristics, and psycho-socio-cultural characteristics (Table 6.4, column 2). 

Approximately 35.2% of women experienced PPD. PPD was more prevalent among 

women with low family income (≤8500 BDT) and low educational attainment. With 

respect to reproductive characteristics, women with an unintended pregnancy, or whose 

husband had a preference for a son, were more likely to experience PPD. Women who 

had a vaginal or spontaneous birth also reported PPD. 
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Table 6.4: Bivariate association between various factors and postpartum depression   

Characteristics Postpartum depression (%) p-value 

Socio-demographic characteristics   

Age during pregnancy   

   14–18 26.0 .35 
   19–24 39.3  
   ≥ 25 34.7  
Maternal education   

   No formal education 62.9 <.001 
   Primary 48.1  
   Secondary and higher 27.2  
Family monthly income, BDT   

   ≤8500 52.1 <.001 

   >8500 24.7  

Obstetric and reproductive characteristics  

Parity   

   Primiparous 30.3 .08 

   Multiparous 38.6  

Number of children under five years of age   

   1 33. .09 

   2 42.6  

Pregnancy intention   

   Unintended 43.9 .03 

   Intended 32.3  

Complication during childbirth   

   No 33.9 .20 

   Yes 42.0  

Mode of childbirth   

   Caesarean section 25.2 .004 

   Vaginal 39.7  

Husband’s preference for a son   

   No  46.7 .002 

   Yes 53.3  

Breastfeeding initiation   

   Immediately 31.7 .07 

   Late 40.1  

Psycho-socio-cultural characteristics   

Women decision-making autonomy  

   Low 62.7 <.001 

   Moderate 41.1  

   High 6.4  

Relationship with mother-in-law   

   Bad 54.8 <.001 
   Mild 33.5  
   Good 16.1  
Husband’s controlling behaviours  

   Less  8.5 <.001 
   Moderate 41.6  
   High 58.5  
 (Table 6.4 Continued…….) 
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Characteristics Postpartum depression (%) p-value 

Antenatal depression   

   Non-depressive symptoms 22.4 <.001 

   Depressive symptoms 70.2  

Perceived stress   

   Low  11.5 <.001 

   High 53.1  

Social support    

  Low 68.0 <.001 

  Medium 35.4  

  High 5.0  

Self-esteem   

   Low 55.0 <.001 

   High 7.3  

Physical before pregnancy   

   No 7.0 <.001 

   Yes 60.4  

Sexual before pregnancy   

   No 33.6 .19 

   Yes 41.1  

Psychological before pregnancy   

   No 5.0 <.001 

   Yes 49.8  

Physical during pregnancy   

   No 18.1 <.001 

   Yes 66.7  

Sexual during pregnancy   

   No 28.8 <.001 

   Yes 63.3  

Psychological during pregnancy   

   No 2.7 <.001 

   Yes 52.7  

Physical after childbirth   

   No 17.0 <.001 

   Yes 73.7  

Sexual after childbirth   

   No 31.4 <.001 

   Yes 56.1  

Psychological after childbirth   

   No 7.8 <.001 

   Yes 52.9  

Total 35.2  
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In relation to psycho-socio-cultural characteristics, women who had a troubled 

relationship with their mother-in-law were more likely to evidence PPD. As expected, 

physical, sexual, and psychological IPV both during pregnancy and after childbirth were 

significantly associated with PPD among the women in this sample. Additionally, all 

forms of IPV prior to pregnancy except sexual IPV were significantly linked with PPD. 

In fact, 73.7% of women who had experienced physical IPV, 56.1% of those 

experiencing sexual IPV, and 52.9% of women experiencing psychological IPV after 

childbirth also exhibited an increased risk of experiencing PPD. Similarly, during 

pregnancy, approximately two-thirds of women who had experienced physical IPV 

(66.7%) and sexual IPV (63.3%), and half of the women (52.7%) who had experienced 

psychological IPV also reported PPD. Furthermore, 62.7% of women with limited 

decision-making power and 58.5% of those women living with husbands who exhibited 

controlling behaviours experienced PPD. Approximately 70.2% of women who 

experienced depressive symptoms during pregnancy and 53.1% of women who were 

highly stressed after childbirth also reported PPD. Women with lower levels of social 

support and low self-esteem also exhibited an increased risk of experiencing PPD. 

No significant association was found in the bivariate analysis between PPD and 

age during pregnancy, number of children less than five years of age, parity, 

complications during childbirth, or the timing of breastfeeding initiation. 
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Of 426 participants, 150 had total EPDS scores of 10 or above, indicating the 

prevalence of PPD is 35.2%. Figure 6.1 shows that there was a linear association 

between total EPDS scores and total IPV scores (i.e., total affirmative answers to 16 

IPV items).  

Figure 6.1: Association between total EPDS scores and total IPV scores after childbirth 

among new mothers in Bangladesh 

 

 

Figure 6.2: Mean EPDS scores among depressed mothers depending on the timing of 

IPV occurrence  
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Figure 6.2 shows mean EPDS scores among depressed women based on the 

timing of IPV occurrence. On average, the mean EPDS scores were the highest for 

women who had experienced physical IPV, followed by sexual and psychological IPV 

victimisation. More specifically, the mean EPDS scores were the highest (18.29) for 

women with physical IPV victimisation after childbirth, followed by physical IPV 

victimisation during (17.05) and before pregnancy (15.66). 

6.3.2 Multivariate analysis 

Considering three time periods of IPV occurrence — before, during, and after 

pregnancy, three separate logistic regression analyses were conducted to evaluate 

whether IPV victimisation before and during pregnancy and following birth are 

associated with PPD. Results reported in Tables 6.5, 6.6 and 6.7 illustrate the outcomes 

of the multivariate model evaluating the influences of a range of socio-demographic 

characteristics, obstetric and reproductive characteristics, and psycho-socio-cultural 

characteristics on PPD. Specifically, these analyses examine whether women who 

experience IPV victimisation before and during pregnancy and after childbirth are more 

likely to experience PPD compared with women with no IPV victimisation during these 

periods. 

6.3.2.1 IPV victimisation after childbirth and postpartum depression 

Results of the multivariate logistic regression analyses between IPV 

victimisation after childbirth and PPD are reported in Table 6.5. In this analysis, 

physical IPV after childbirth, complications during birth, a husband’s preference for a 

son, and previous depressive symptoms were found to be independent risk factors for 

PPD. Alternatively, higher education, women’s high decision-making autonomy and 

higher levels of social support after childbirth were found to be protective against PPD.  
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Table 6.5: Logistic Regression Odds ratios for the association between IPV 

victimisation after childbirth and the postpartum depression (N=426) 

Independent variables B S.E Wald p 
Exp 

(B) 

95% CI for 

AOR Lower Upper 

Age during pregnancy        

   14–18 (Rf.)        

   19–24 -0.42 0.41 1.03 .31 0.66 0.29 1.48 

   ≥ 25 0.05 0.50 0.01 .92 1.06 0.40 2.81 

Maternal education        

   No formal education (Rf.)        

   Primary -1.29 0.56 5.42 .02 0.27 0.09 0.81 

   Secondary and higher -1.05 0.53 3.87 .05 0.35 0.12 .99 

Family monthly income, BDT        

   ≤8500 (Rf.)        

   >8500 0.08 0.33 .07 .80 1.09 0.57 2.07 

Parity        

   Primiparous (Rf.)        

   Multiparous 0.37 0.43 0.74 .39 1.45 0.62 3.40 

Pregnancy intention        

   Unintended (Rf.)        

   Intended 0.38 0.34 1.30 .26 1.47 0.76 2.83 

Number of under-five children         

   1 (Rf.)        

   2 -0.05 0.40 0.02 .80 0.95 0.44 2.06 

Husband’s son preference        

   No (Rf.)        

   Yes 0.66 0.30 4.80 .03 1.93 1.07 3.46 

Relationship with mother-in-law        

   Bad (Rf.)        

   Mild 0.08 0.33 0.06 .81 1.09 0.57 2.08 

   Good 0.72 0.51 2.04 .15 2.06 0.76 5.58 

Complications during birth        

   No (Rf.)        

   Yes 1.25 0.44 8.25 .004 3.50 1.49 8.21 

Mode of childbirth        

   Caesarean section (Rf.)        

   Vaginal 0.57 0.41 1.95 .16 1.77 0.79 3.97 

Breastfeeding initiation        

   Immediately (Rf.)        

   Late 0.27 0.34 0.65 .42 1.31 0.68 2.55 

Women decision-making autonomy      

   Low (Rf.)        

   Moderate -0.19 0.33 0.33 .56 0.83 0.44 1.57 

   High -1.14 0.58 3.84 .05 0.32 0.10 0.99 

. 

(Table 6.5 Continued…….) 
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Independent variables B S.E Wald p 
Exp 

(B) 

95% CI for 

AOR Lower Upper 

Self-esteem        

   Low (Rf.)        

   High -0.32 0.54 0.36 .55 0.73 0.25 2.07 

Social support        

   Low (Rf.)        

   Medium -0.70 0.33 4.48 .03 0.50 0.26 0.95 

   High -1.61 0.66 5.98 .01 0.20 0.06 0.73 

Previous depressive symptoms        

   Non-depressed (Rf.)        

   Depressed 0.95 0.32 8.84 .003 2.58 1.38 4.80 

Perceived stress        

   Low (Rf.)        

   High 0.70 0.39 3.31 .05 2.02 1.55 4.30 

Husband’s controlling behaviours       

   Less (Rf.)        

   Moderate -0.23 0.57 0.16 .69 0.80 0.26 2.45 

   High -0.19 0.60 0.10 .75 0.83 0.25 2.70 

Physical IPV after childbirth        

    No (Rf.)        

    Yes 1.39 0.34 16.89 <.001 4.01 2.07 7.76 

Sexual IPV after childbirth        

   No (Rf.)        

   Yes -

0.002 
0.36 0.00 .99 1.00 0.49 2.03 

Psychological IPV after childbirth 
       

   No (Rf.)        
   Yes 0.48 0.49 0.97 .33 1.61 0.62 4.17 

Constant -1.61 1.11 2.12 .15 0.20   

Note: -2Log likelihood: 322.00, R
2
 = .42 (Cox & Snell), R

2
 = .58 (Nagelkerke), Model χ

2
 (26, N = 426) = 230.74, p<.001 

 

 

Women who experienced physical IPV after childbirth were more likely to 

exhibit PPD than women who had not experienced physical IPV after childbirth. In 

contrast, controlling for socio-demographic characteristics, obstetric and reproductive 

characteristics, and psycho-socio-cultural characteristics as well as physical IPV, 

experiencing sexual and psychological IPV after childbirth did not significantly increase 

the likelihood of experiencing PPD. Overall, women who experienced physical IPV 

after childbirth were 4.01 times (95% CI: 2.07–7.76) more likely to experience PPD 

than women who had not experienced such IPV. 
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Women who had attained a primary level of education were 73% less likely 

(AOR: 0.2795% CI: 0.09–0.13) and women who had attained secondary education or 

higher were 65% less likely (AOR: 0.35, 95% CI: 0.12–0.99) to report PPD compared 

with their counterparts who had attained no formal education. Women who reported 

high decision-making autonomy were associated with a 68% (AOR: 0.32, 95% CI: 

0.10–0.99) decrease in the likelihood of experiencing PPD compared with women who 

reported limited decision-making power. Women who had moderate and higher levels 

of social support were associated with a 50% (AOR: 0.50, 95% CI: 0.26–0.95) and an 

80% (AOR: 0.20, 95% CI: 0.06–0.73) decreased likelihood respectively in the odds of 

experiencing PPD compared with women who had lower levels of social support. 

Women whose husband preferred a son were 1.93 times more likely (95% CI: 

1.07–3.46) to experience PPD compared with those women whose husband had no 

preference for either a boy or girl. Complications during birth were associated with 3.50 

times increased likelihood (95% CI: 1.49–8.21) of experiencing PPD compared with no 

complications during birth. Women who had experienced previous depressive 

symptoms were 2.58 times more likely (95% CI: 1.38–4.80) to exhibit a risk of 

experiencing PPD than those women who had not experienced previous depressive 

symptoms. Women who had high stress levels were 2.02 times (95% CI: 1.55-4.30) 

more likely to experience PPD compared with women who had low stress levels.  

No significant association was found between experiencing PPD and age during 

pregnancy, family monthly income, parity, pregnancy intention, number of children less 

than five years of age, relationship with mother-in-law, mode of childbirth, timing of 

breastfeeding initiation, self-esteem level, or husband’s controlling behaviours. 

Results in Table 6.5 show that there was a good model fit with the predictor 

variables, χ
2
 (26, N = 426) = 230.74, p < .001. Neagelkerke’s R

2
 of .58 indicates 
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predictor variables explain 58% of the variability in PPD. In fact, the model prediction 

rate was 81.0% (72.0% for depressed women and 86.0% for non-depressed women). 

The predictions for non-PPD were better than that for PPD. 

6.3.2.2 IPV before and during pregnancy and postpartum depression 

Two additional sets of logistic regression analyses were conducted to examine 

whether IPV victimisation before and during pregnancy was individually associated 

with PPD. Results reported in Table 6.6 show that physical, sexual, and psychological 

IPV victimisation during pregnancy were found to be independent risk factors for 

experiencing PPD when adjusted for all others used in this study. Overall, women who 

experienced physical IPV, sexual IPV, and psychological IPV during pregnancy were 

respectively 1.79 times (95% CI: 1.25–3.43), 2.25 times (95% CI: 1.14–4.45) and 6.92 

times (95% CI: 1.71–28.04) more likely to experience PPD than women who had not 

experienced such violence during pregnancy.  

Table 6.6: Logistic Regression Odds ratios for the association between IPV 

victimisation during pregnancy and the postpartum depression (N=426) 

Independent variables B S.E Wald p 
Exp 

(B) 

95% CI for 

AOR Lower Upper 
Physical IPV during pregnancy       

    No (Rf.)        

    Yes 0.58 0.33 3.05 .05 1.79 1.25 3.43 

Sexual IPV during pregnancy        

   No (Rf.)        

   Yes 0.81 0.35 5.40 .02 2.25 1.14 4.45 

Psychological IPV during pregnancy       

   No (Rf.)        

   Yes 1.93 0.71 7.33 .01 6.92 1.71 28.04 

Constant -2.56 1.18 4.73 .03 0.08   

Model adjusted for age, education, income, parity, pregnancy intention, number of 

under-five children, relationship with mother-in-law, mode of childbirth, complications 

during birth, husband’s preference for a son, breastfeeding initiation, previous 

depressive symptoms, perceived stress, social support, self-esteem, decision-making 

autonomy, and husband’s controlling behaviours. 

 



157 
 

Similar to the influence of IPV victimisation after childbirth (Table 6.5), results 

reported in Table 6.7 show that only physical IPV victimisation before pregnancy 

appeared to be a risk factor for developing PPD after adjusting for all other socio-

demographic, obstetric and reproductive, and psycho-socio-cultural risk factors. In fact, 

women who experienced physical IPV before pregnancy were 3.53 times (95% CI: 

1.40–8.88) more likely to report PPD than women who had not experienced violence. 

Table 6.7: Logistic Regression Odds ratios for the association between IPV 

victimisation before pregnancy and the postpartum depression (N=426) 

Independent variables B S.E Wald p 
Exp 

(B) 

95% CI for 

AOR Lower Upper 
Physical before pregnancy        

    No (Rf.)        

    Yes 1.26 0.47 7.17 .007 3.53 1.40 8.88 

Sexual before pregnancy        

   No (Rf.)        

   Yes -0.22 0.35 0.40 .53 0.80 0.41 1.59 

Psychological before pregnancy       

   No (Rf.)        

   Yes 0.69 0.65 1.12 .29 1.99 0.56 7.14 

Constant -2.21 1.18 3.54 .06 0.11   

Model adjusted for age, education, income, parity, pregnancy intention, number of 

under-five children, relationship with mother-in-law, mode of childbirth, complications 

during birth, husband’s preference for a son, breastfeeding initiation, previous 

depressive symptoms, perceived stress, social support, self-esteem, decision-making 

autonomy, and husband’s controlling behaviours. 

 

 

These findings suggest that women who experience physical IPV before, during, 

and after pregnancy as well as those who experience sexual and psychological IPV 

during pregnancy are much more likely to report postpartum depressive symptoms. PPD 

is also negatively influenced by previous depressive symptoms and a higher level of 

stress. A husband’s preference for a son and mother’s complications during childbirth 

also negatively influence PPD, whereas women who possess decision-making 

autonomy and social support after childbirth experience some protection against PPD.  
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These findings suggest that a range of reproductive and psychosocial factors 

including IPV before, during, and after pregnancy plays a significant role in the 

experience of PPD among Bangladeshi women in this sample. Such findings reinforce 

the need for and importance of healthcare providers striving to identify IPV when 

expectant mothers attend antenatal care, and assisting at-risk women to seek IPV 

support services. 

6.4 Influence of IPV on exclusive breastfeeding 

Breastfeeding is viewed as a multidimensional health behaviour often regulated 

by a complex set of biological, social, and psychological determinants (Jonas & 

Woodside, 2016; Semenic, Loiselle, & Gottlieb, 2008). A substantial number of studies 

to date have examined the socio-demographic (Al-Sahab, Lanes, Feldman, & Tamim, 

2010; Cox, Binns, & Giglia, 2015; Feldens, Vitolo, Rauber, Cruz, & Hilgert, 2012; 

Hedberg, 2013; Liben et al., 2016; Lindau et al., 2015), biological (Dennis, 2002; Jonas 

et al., 2013), and psychosocial factors (Bai, Middlestadt, Peng, & Fly, 2010; Cox, 

Binns, & Giglia, 2015; de Jager, Skouteris, Broadbent, Amir, & Mellor, 2013) that 

influence the initiation and duration of breastfeeding. Recent research documents that 

IPV around the time of pregnancy is among the psychosocial risk factors that may 

negatively affect exclusive breastfeeding (Moraes, Oliveira, Reichenheim, & Azevedo, 

2011). 

Relatively few studies have examined the influence of IPV on exclusive 

breastfeeding (James, Taft, Amir, & Agius, 2014; Kendall-Tackett, 2007; Lau & Chan, 

2007; Misch & Yount, 2014; Moraes, Oliveira, Reichenheim, & Azevedo, 2011; 

Silverman, Decker, Reed, & Raj, 2006a; Wallenborn & Masho, 2015; Zureick-Brown, 

Lavilla, & Yount, 2013), and therefore the association is poorly understood empirically. 



159 
 

Previous studies have been predominantly carried out in industrialised countries, with 

varying methodologies and inconsistent definitions of exclusive breastfeeding, and have 

mostly been based on small, purposive samples. Due to the inconsistent and insufficient 

literature in psychological predictors of exclusive breastfeeding, some scholars 

recommend further research (de Jager, Skouteris, Broadbent, Amir, & Mellor, 2013; 

Moraes, Oliveira, Reichenheim, & Azevedo, 2011). Bangladeshi women’s experience 

of IPV around the time of pregnancy and breastfeeding has not been studied previously. 

Therefore, the purpose of this section is to examine the influence of IPV before, during, 

and after pregnancy on exclusive breastfeeding.  

The outcome variable was exclusive breastfeeding, defined by the WHO as the 

consumption of breast milk exclusively without supplementation of any type of drink or 

food except for vitamins, minerals, and necessary medications. Existing literature 

provides evidence that the following sociodemographic characteristics negatively 

influence exclusive breastfeeding: respondent’s and/or husband’s low educational 

attainment, low socioeconomic status, and living in a rural area. Women who possess 

the following obstetric and reproductive characteristics are also less likely to 

exclusively breastfeed their babies: young age during pregnancy (Kehler, Chaput, & 

Tough, 2009), unintended pregnancy (Dye, Wojtowycz, Aubry, Quade, & Kilburn, 

1997; Taylor & Cabral, 2002), child aged 5–6 months, and having more children 

(Kitano et al., 2016). Having low social support (Kendall-Tackett, 2007; Meedya, Fahy, 

& Kable, 2010), experiencing PPD (Borra, Iacovou, & Sevilla, 2015; de Jager, 

Skouteris, Broadbent, Amir, & Mellor, 2013; Dennis & McQueen, 2009; Dias & 

Figueiredo, 2015), exposure to childhood sexual abuse (Sørbø, Lukasse, Brantsæter, & 

Grimstad, 2015; Watkins, Meltzer-Brody, Zolnoun, & Stuebe, 2011), and IPV around 

the time of pregnancy (Misch & Yount, 2014; Moraes, Oliveira, Reichenheim, & 
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Azevedo, 2011; Silverman, Decker, Reed, & Raj, 2006a; Sipsma et al., 2013) are some 

of the psycho-socio-cultural characteristics that also increase the likelihood of 

discontinuation of exclusive breastfeeding. These factors were taken into account in 

analyses when exploring whether and under what circumstances IPV influences a 

mother’s use of prenatal care. 

6.4.1 Breastfeeding-related outcomes 

The frequency distribution of breastfeeding-related outcomes is reported in 

Table 6.8. Approximately 89.0% of women were still breastfeeding at the time of 

interview and 11.0% had terminated breastfeeding. The breastfeeding rate at birth was 

recorded at 99.3%; however, only 43.7% of the mothers interviewed were exclusively 

breastfeeding their babies at any point during the first six months of their infant life. 

However, 45.3% of the mothers were using a combination of feeding methods 

consisting of breastmilk and other foods. 

Table 6.8: Frequency distribution of different breastfeeding practices in children 

younger than 6 months (N = 426) 

 

Feeding practice n %  

Ever breastfeeding 423 99.3  

Breastfeeding termination at the time of interview 47 11.0  

Any breastfeeding with or without supplementation 379 89.0  

      Exclusive breastfeeding (child ≤ six months old) 186 43.7  

      Combination of breastfeeding and other foods 193 45.3  
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Exclusive breastfeeding rates for infants aged one to six months are shown in 

Figure 6.3. Seventy-one percent of the one-month-old and 47.7% of the three-month-old 

infants were exclusively breastfed. However, this rate decreased to 28.6% for the six-

month-old infants. 

Figure 6.3: Exclusive breastfeeding rates by age of infants 

6.4.2 Bivariate analysis  

The bivariate analysis explored several significant differences in EBF across 

various socio-demographic, obstetric and reproductive, and psycho-socio-cultural 

characteristics (Table 6.9, column 2). Exclusive breastfeeding is significantly more 

common among women who had a secondary or higher level of educational attainment, 

possessed a monthly family income greater than the national average (8500 BDT), lived 

with an extended family, and had a higher level of social support. Women who reported 

that their pregnancies were planned, received sufficient antenatal care, gave birth at 

medical facilities, and described their health status as good were more likely to adopt 

exclusive breastfeeding. Additionally, women whose children were aged 1–2 months 

were more likely to exclusively breastfeed their babies. 
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Table 6.9: Bivariate association between various factors and exclusive breastfeeding 

among Bangladeshi Women (N=426) 

Characteristics Exclusive breastfeeding (%) p-value 

Socio-demographic characteristics   

Place of residence   

   Rural 41.4 .17 

   Urban 48.5  

Maternal education   

   No formal education 20.0 <.001 

   Primary 34.6  

   Secondary and higher 49.8  

Family monthly income, BDT   

   ≤8500 28.2 <.001 

   >8500 53.3  

Family structure   

   Extended 50.3 .02 

   Nuclear 39.2  

Obstetric and reproductive characteristics   

Age during pregnancy    

   14–18 39.6 .08 

   19–24 49.7  

   ≥ 25 38.3  

Parity   

   Primiparous 48.6 .09 

   Multiparous 40.2  

Pregnancy intention   

   Unintended 26.2 <.001 

   Intended 49.5  

Number of ANC visits   

< four times 39.4 .003 

≥ four times 55.9  

Age of the child, month   

   1–2 68.2 <.001 

   3–4 44.6  

   5–6 30.0  

Gender of the last child   

   Boy 55.4 .20 

   Girl 44.6  

Number of children less than five years of age   

  1 44.6 .47 

  2 40.4  

Maternal health status   

   Good 66.7 .005 

   Fair 25.8  

   Bad 7.5  

Mode of childbirth   

  Caesarean section 50.4 .06 

  Vaginal 40.7  

Table 6.9 continued……… 

T 
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Characteristics Exclusive breastfeeding (%) p-value 

Place of childbirth   

  Birth at home 38.5 .03 

  Birth at medical facility 48.8  

Complications during childbirth   

   No 83.3 .82 

   Yes 16.7  

Psycho-socio-cultural characteristics   

Social support    

  Low 13.3 .001 

  Medium 44.3  

  High 70.7  

Postpartum depression   

  Non-depressive symptoms 61.6 <.001 

  Depressive symptoms 10.7  

Childhood sexual abuse   

  No 48.1 <.001 

  Yes 17.7  

Physical IPV before pregnancy   

   No 70.1 <.001 

   Yes 20.0  

Sexual IPV before pregnancy   

   No 47.3 .003 

   Yes 30.0  

Psychological IPV before pregnancy   

   No 74.1 <.001 

   Yes 28.9  

Physical IPV during pregnancy   

   No 59.4 <.001 

   Yes 14.7  

Sexual IPV during pregnancy   

   No 48.4 <.001 

   Yes 22.8  

Psychological IPV during pregnancy   

   No 75.2 <.001 

   Yes 26.7  

Physical IPV after childbirth   

   No 60.9 <.001 

   Yes 7.3  

Sexual IPV after childbirth   

   No 48.9 <.001 

   Yes 15.2  

Psychological IPV after childbirth   

   No 71.9 <.001 

   Yes 25.5  

Note: ANC= Antenatal care; IPV= Intimate partner violence, BDT = Bangladeshi Taka. 
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As expected, women who experienced physical, sexual, and psychological IPV 

before and during pregnancy and following birth were significantly less likely to 

exclusively breastfeed their babies. In fact, 20% of women who experienced physical 

IPV, 30.0% of women experiencing sexual IPV, and 28.9% of those experiencing 

psychological IPV before pregnancy were less likely to exclusively breastfeed their 

babies. Corresponding figures for during pregnancy were 14.7%, 22.8%, and 26.7% 

respectively, and following birth were 7.3%, 15.2%, and 25.5% respectively. 

Furthermore, 17.7% of women who experienced childhood sexual abuse and 10.7% of 

those who experienced postpartum depressive symptoms were significantly less likely 

to exclusively breastfeed their babies.  

No significant association was found in the bivariate analysis for residence, 

maternal age during last pregnancy, parity and number of children less than five years 

of age, mode of childbirth, gender of the last child, and complications during childbirth. 

6.4.3 Multivariate analysis 

Based on the periods of IPV occurrence—before, during, and following birth— 

three separate logistic regression analyses were conducted to evaluate whether IPV 

victimisation before, during, and after birth is associated with lower rates of exclusive 

breastfeeding. Results reported in Tables 6.10, 6.11 and 6.12 illustrate the outcomes of 

the multivariate model evaluating the influences of a range of socio-demographic, 

obstetric and reproductive, and psycho-socio-cultural characteristics on EBF. 

Specifically, these analyses investigate whether women who experience different forms 

of IPV before, during, and after birth are less likely to exclusively breastfeed their 

babies compared with those women who do not experience such IPV during these 

periods.  
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6.4.3.1 IPV victimisation after childbirth and exclusive breastfeeding 

In the multivariate logistics regression analysis (Table 6.10), age of infant 5–6 

months, experiencing physical and psychological IPV following birth, childhood sexual 

abuse, and postpartum depression were found to be independent risk factors for 

discontinuation of exclusive breastfeeding. On the contrary, high social support and 

intended pregnancy were found to be protective against discontinuation of exclusive 

breastfeeding.  

With the introduction of all forms of IPV with socio-demographic, obstetric and 

reproductive, and psycho-socio-cultural factors in the model, the odds ratios of physical 

IPV and psychological IPV after childbirth were significant. Those women who had 

experienced physical IPV during the first six months following childbirth had an 83.0% 

(AOR: 0.17, 95% CI: 0.07–0.40) greater risk of discontinuing exclusive breastfeeding 

than women who had not experienced physical IPV after childbirth. Similarly, women 

who had experienced psychological IPV after childbirth were 49% less likely (AOR: 

0.51, 95% CI [0.26–1.00]) to exclusively breastfeed compared with women who had not 

experienced psychological IPV. Whereas, experiencing sexual IPV after childbirth did 

not significantly influence the odds of exclusive breastfeeding.  

Women with an intended pregnancy were 2.46 times (95% CI: 1.20–5.06) more 

likely to exclusively breastfeed compared with women who reported an unintended 

pregnancy. Women who reported having moderate social support were associated with a 

2.50 times increased likelihood (95% CI: 1.12–5.57) and women who reported having 

high social support were associated with a 2.44 times increased likelihood (95% CI: 

0.89–6.67) in the odds of exclusive breastfeeding compared with women who reported 

low social support.  
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Table 6.10: Adjusted odds ratios for the associations between different forms of IPV 

after childbirth and exclusive breastfeeding among women in Bangladesh 

Independent variables B S.E Wald p 
Exp 

(B) 

95% CI for 

AOR Lower Upper 

Age during pregnancy         

   14–18 (Rf.)        

   19–24 0.48 0.40 1.44 .30 1.61 0.74 3.51 

   ≥ 25 0.16 0.48 0.11 .74 1.18 0.46 3.04 

Place of residence        

   Rural (Rf.)        

   Urban 0.04 0.34 0.02 .90 1.04 0.54 2.01 

Maternal education        

   No formal education (Rf.)        

   Primary 1.06 0.64 2.76 .10 2.88 0.83 10.00 

   Secondary and higher 0.67 0.61 1.23 .27 1.96 0.60 6.40 

Family monthly income, BDT        

   ≤8500 (Rf.)        

   >8500 0.03 0.35 .009 .92 1.04 0.52 2.07 

Family structure        

   Extended (Rf.)        

   Nuclear -0.12 0.31 0.15 .70 0.89 0.48 1.63 

Parity        

   Primiparous (Rf.)        

   Multiparous -0.23 0.39 0.36 .55 0.79 0.37 1.71 

Maternal health status        

   Good (Rf.)        

   Fair -0.38 .32 1.45 .23 0.68 0.37 1.27 

   Bad 0.23 0.52 0.21 .65 1.26 0.46 3.48 

Pregnancy intention        

   Unintended (Rf.)        

   Intended 0.90 0.37 6.04 .01 2.46 1.20 5.06 

Number of ANC visits        

< four times (Rf.)        

≥ four times -0.24 0.35 0.47 .49 0.79 0.40 1.56 

Age of the child, month        

   1–2 (Rf.)        

   3–4 -0.45 0.38 1.40 .24 0.64 0.31 1.34 

   5–6 -1.60 0.38 17.43 <.001 0.20 0.10 0.43 

Gender of the last child        

   Boy (Rf.)        

   Girl -0.31 0.28 1.26 .26 0.73 0.43 1.26 

Number of children under five years of age       

  1 (Rf.)        

  2 0.35 0.40 0.79 .37 1.42 0.65 3.09 

Table 6.10 continued……… 

T 
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Independent variables B S.E Wald p 
Exp 

(B) 

95% CI for 

AOR Lower Upper 

Mode of childbirth        

  Caesarean section (Rf.)        

  Vaginal -0.008 0.41 0.000 .99 0.99 0.45 2.21 

Place of childbirth        

  Birth at home (Rf.)        

  Birth at medical facility -0.34 0.39 0.74 .39 0.71 0.33 1.54 

Complications during childbirth        

   No (Rf.)        

   Yes 0.37 0.42 0.80 .37 1.45 0.64 3.26 

Social support         

  Low (Rf.)        

  Medium 0.92 0.41 5.03 .03 2.50 1.12 5.57 

  High 0.89 0.52 2.99 .05 2.44 0.89 6.67 

Postpartum depression        

  Non-depressive symptoms (Rf.)        

  Depressive symptoms -1.61 0.40 16.54 <.001 0.20 0.09 0.44 

Childhood sexual abuse        

  No (Rf.)        

  Yes -1.14 0.47 6.02 .01 0.32 0.13 0.80 

Physical IPV after childbirth        

   No (Rf.)        

   Yes -1.78 0.44 16.30 <.001 0.17 0.07 0.40 

Sexual IPV after childbirth        

   No (Rf.)        

   Yes -0.84 0.46 3.35 .07 0.43 0.18 1.06 

Psychological IPV after childbirth 
       

   No (Rf.)        

   Yes -0.67 0.34 3.90 .05 0.51 0.26 1.00 

Constant 0.15 1.02 0.02 .88 1.16   

Note: -2Log likelihood: 347.34, R
2
 = .43 (Cox & Snell), R

2
 = .57 (Nagelkerke), Model χ

2
 (26, N = 426) = 236.35, p<.05 

 

In contrast, women who reported postpartum depressive symptoms were 80% 

less likely to exclusively breastfeed their babies (95% CI: 0.09–0.44) compared with 

women who reported no postpartum depressive symptoms. Women’s exposure to 

childhood sexual abuse was associated with a 68% decrease in the odds of exclusive 

breastfeeding (95% CI: 0.13–0.80) compared with women’s exposure to no childhood 
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sexual abuse. Furthermore, women who had children aged 5–6 months old were 80% 

less likely to exclusively breastfeed their babies (AOR: 0.20, 95% CI: 0.09–0.43) 

compared with women who had children aged 1–2 months. 

No significant association was found between exclusive breastfeeding and place 

of residence, maternal age during pregnancy, maternal educational attainment, family 

monthly income, family structure, parity, number of children under five years of age, 

maternal health status, number of antenatal care visits, gender of the child, experiencing 

sexual IPV after childbirth, complications during birth, and place and type of birth. 

Results in Table 6.10 show that there was a good model fit with the predictor 

variables, χ
2
 (26, N = 426) = 236.35, p < .001. Neagelkerke’s R

2
 of .57 indicates 

predictor variables explain 57% of the variability in EBF. Overall, the model prediction 

rate was 79.6% (79.2% for non-exclusive and 80.1% for exclusive breastfeeding). 

6.4.3.2 IPV before and during pregnancy and exclusive breastfeeding 

Two additional sets of logistic regression analyses were conducted to examine 

whether IPV victimisation before and during pregnancy was individually associated 

with less reporting of exclusive breastfeeding. Results reported in Table 6.11 show that 

physical IPV victimisation before pregnancy was found to be an independent risk factor 

for exclusive breastfeeding when adjusted for place of residence, age during pregnancy, 

maternal education, family income, family structure, parity, pregnancy intention, 

number of children less than five years of age, gender of the last child, number of ANC 

visits, age of the child, complication during birth, mode and place of childbirth, 

maternal health status, social support, PPD, and childhood sexual abuse. In fact, women 

who experienced physical IPV before pregnancy were 65% less likely (AOR: 0.35, 95% 

CI: 0.17–0.75) to report exclusive breastfeeding than their counterparts who had not 

experienced such violence before pregnancy. 
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Table 6.11: Adjusted odds ratios for the associations between different forms of IPV 

before pregnancy and exclusive breastfeeding among women in Bangladesh (N=426) 

Independent variables B S.E Wald p 
Exp 

(B) 

95% CI for 

AOR Lower Upper 
Physical IPV before pregnancy        

    No (Rf.)        

    Yes -1.04 0.38 7.45 .01 0 .35 0.17 0.75 

Sexual IPV before pregnancy        

   No (Rf.)        

   Yes -0.59 0.36 2.69 .10 0.55 0.27 1.12 

Psychological IPV before pregnancy       

   No (Rf.)        

   Yes -0.54 0.38 2.02 .16 0.59 0.28 1.22 

Constant 0.68 1.04 0.42 .52 1.97   

Model adjusted for residence, maternal age, education, income, family structure, parity, 

pregnancy intention, number of under-five children, maternal health status, number of 

antenatal care visits, age and gender of the child, complications during birth, and place 

and type of birth, childhood sexual abuse, social support, and postpartum depression.  

 

 

Table 6.12: Adjusted odds ratios for the associations between different forms of IPV 

during pregnancy and exclusive breastfeeding among women in Bangladesh (N=426) 

Independent variables B S.E Wald p 
Exp 

(B) 

95% CI for 

AOR Lower Upper 
Physical IPV during pregnancy       

    No (Rf.)        

    Yes -0.97 0.38 6.64 .01 0.38 0.18 0.79 

Sexual IPV during pregnancy        

   No (Rf.)        

   Yes -0.04 0.41 0.01 .92 0.96 0.43 2.14 

Psychological IPV during pregnancy       

   No (Rf.)        

   Yes -0.81 0.37 4.84 .03 0.45 0.22 0.92 

Constant 0.26 1.01 0.07 .79 1.31   

Model adjusted for residence, maternal age, education, income, family structure, parity, 

pregnancy intention, number of under-five children, maternal health status, number of 

antenatal care visits, age and gender of the child, complications during birth, and place 

and type of birth, childhood sexual abuse, social support, and postpartum depression.  

 

Similar to the consequences of both physical and psychological IPV 

victimisation after childbirth on exclusive breastfeeding (see Table 6.10), results 

reported in Table 6.12 show that both physical and psychological IPV victimisation 

during pregnancy also appeared to be independent risk factors for exclusive 
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breastfeeding after adjusting for all other socio-demographic, obstetric and 

reproductive, and psycho-socio-cultural risk factors. Overall, women with physical and 

psychological IPV victimisation during pregnancy were respectively 62% (AOR: 0.38, 

95% CI: 0.18–0.79) and 55% (AOR: 0.22, 95% CI: 0.22–0.92) less likely to report 

exclusive breastfeeding than women who had not experienced such violence. 

The above findings suggest that women who experience physical IPV prior to 

pregnancy, and physical and psychological IPV both during pregnancy and following 

childbirth are less likely to exclusively breastfeed their babies. However, findings from 

this study suggest that sexual IPV victimisation during any of these periods does not 

seem to have a considerable influence on exclusive breastfeeding, while childhood 

sexual abuse and postpartum depressive symptoms were found to have a negative 

influence on exclusive breastfeeding. High levels of social support following childbirth 

helps mothers to exclusively breastfeed their babies. Findings also imply that a range of 

psychosocial factors including IPV victimisation around the time of pregnancy plays a 

significant role in mothers’ exclusive breastfeeding practices in Bangladesh. Such 

findings emphasise the significant role healthcare providers can play in identifying 

women who experience IPV during pregnancy. Healthcare providers need to identify 

IPV when pregnant women visit them during antenatal care and be able to support and 

offer assistance to at-risk women by providing health-related services, and ensuring 

access to non-health support services, such as legal, social, and counselling support. 

6.5 Chapter Summary 

 Findings from the bivariate (see summary Table 6.13) and multivariate logistic 

analyses of the data revealed that maternal exposure to physical IPV was one of the 

strongest determinants leading to delayed entry into prenatal care, postpartum 

depression, and early cessation of exclusive breastfeeding, even after controlling for key 
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variables. Maternal exposure to psychological IPV during pregnancy and following 

birth was also a strong predictor of early discontinuation of exclusive breastfeeding. 

Similarly, psychological IPV during pregnancy evidenced as a risk factor for 

experiencing postpartum depressive symptoms. A considerable number of existing 

studies are consistent with the findings from this study, signifying that IPV as a function 

of type and timing of occurrence is one of the most significant risk factors contributing 

to delayed initiation to prenatal care (Bailey & Daugherty, 2007; Dietz et al., 1997; 

Perales et al., 2009), to developing postpartum depression (Certain, Mueller, 

Jagodzinski, & Fleming, 2008; Sørbø, Grimstad, Bjørngaard, Lukasse, & Schei, 2014), 

and early cessation of exclusive breastfeeding (Misch & Yount, 2014; Moraes, Oliveira, 

Reichenheim, & Azevedo, 2011; Sipsma et al., 2013). Besides, a history of childhood 

sexual abuse was found to be associated with early termination of exclusive 

breastfeeding, which accords with the existing literature (Sørbø, Lukasse, Brantsæter, & 

Grimstad, 2015; Watkins, Meltzer-Brody, Zolnoun, & Stuebe, 2011). 

In this study, women’s limited decision-making autonomy and endorsement of 

traditional gender roles were found to be risk factors for timely initiation of prenatal 

care. Additionally, women’s limited decision-making autonomy was associated with 

developing postpartum depressive symptoms. Consistent with other literature (Bai, 

Middlestadt, Peng, & Fly, 2010; Beck, 2008; Faisal-Cury, Menezes, d'Oliveira, 

Schraiber, & Lopes, 2013; Quelopana, 2012; Tenfelde, Finnegan, & Hill, 2011), lack of 

social support was found to be an independent risk factor for both postpartum 

depressive symptoms and early termination of exclusive breastfeeding. These findings 

reinforce calls for gender equity and for women’s equal access to family and social 

resources to increase women’s social support network, their self-esteem, and their 

autonomy (Hadi, 2000; Rashid, Kader, Perera, & Sharma, 2014). 
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Table 6.13: Summary of bivariate analyses, significant and non-significant correlates of 

delayed entry into prenatal care, postpartum depression and exclusive breastfeeding  

Variables 
Delayed entry           

into prenatal care 

Postpartum 

depression 

Exclusive 

breastfeeding 

Significant Significant Significant 

Age during pregnancy  ✘ ✘ ✘ 

Place of residence ✓  ✘ 

Maternal education ✓ ✓ ✓ 

Husband’s education ✓   

Family monthly income ✓ ✓ ✓ 

Family structure   ✓ 

Pregnancy intention ✓ ✓ ✓ 

Parity ✓ ✘ ✘ 

Number of under-five children  ✘ ✘ 

Age of the child   ✓ 

Gender of the child   ✘ 

Number of ANC visits   ✓ 

Maternal health status   ✓ 

Complication during birth  ✘ ✘ 

Mode of childbirth  ✓ ✘ 

Place of childbirth   ✓ 

Breastfeeding initiation  ✘  

Relationship with mother-in-law ✓ ✓  

Dowry demands at marriage ✓   

Women’s decision-making autonomy ✓ ✓  

Traditional gender role acceptance ✓   

Husband’s son preference  ✓  

Husband’s controlling behaviours  ✓  

Physical IPV before pregnancy ✓ ✓ ✓ 

Physical IPV during pregnancy ✓ ✓ ✓ 

Physical IPV after child birth  ✓ ✓ 

Sexual IPV before pregnancy ✘ ✘ ✓ 

Sexual IPV during pregnancy ✓ ✓ ✓ 

Sexual IPV after child birth  ✓ ✓ 

Psychological IPV before  pregnancy ✓ ✓ ✓ 

Psychological IPV during pregnancy ✓ ✓ ✓ 

Psychological after child birth  ✓ ✓ 

Childhood sexual abuse   ✓ 

Previous depressive symptoms  ✓  

Postpartum depression   ✓ 

Perceived stress  ✓  

Social support  ✓ ✓ 

Self-esteem  ✓  
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Table 6.14: Summary of multivariate logistics regression analyses, significant factors 

of delayed entry into prenatal care, postpartum depression and exclusive breastfeeding  

Variables 
Delayed entry into 

prenatal care 

Postpartum 

depression 

Exclusive 

breastfeeding 

Significant Significant Significant 

Age during pregnancy  ✓(≥ 25 Yrs) ✘ ✘ 

Place of residence ✓(Urban)  ✘ 

Maternal education ✘ ✓(Primary, & secondary 

and higher) 

✘ 

Husband’s education ✓(Secondary & higher)   

Family monthly income ✘ ✘ ✘ 

Family structure   ✘ 

Pregnancy intention ✘ ✘ ✓ (Intended) 

Parity ✓(Multiparous) ✘ ✘ 

Number of under-five children   ✘ ✘ 

Age of the child   ✓ (5–6 months) 

Gender of the child   ✘ 

Number of ANC visits   ✘ 

Maternal health status   ✘ 

Complication during birth  ✓ (Yes) ✘ 

Mode of childbirth  ✘ ✘ 

Place of childbirth   ✘ 

Breastfeeding initiation  ✘  

Relationship with mother-in-law ✘ ✘  

Dowry demands at marriage ✘   

Women’s decision-making autonomy  ✓(Moderate & high) ✓(High)  

Traditional gender role acceptance  ✓(Moderate & high)   

Husband’s son preference  ✓ (Yes)  

Husband’s controlling behaviours  ✘  

Physical IPV before pregnancy ✘ ✓ (Yes) ✓ (Yes) 

Physical IPV during pregnancy ✓ (Yes) ✓ (Yes) ✓ (Yes) 

Physical IPV after child birth  ✓ (Yes) ✓ (Yes) 

Sexual IPV before pregnancy ✘ ✘ ✘ 

Sexual IPV during pregnancy ✘ ✓ (Yes) ✘ 

Sexual IPV after child birth  ✘ ✘ 

Psychological IPV before pregnancy ✘ ✘ ✘ 

Psychological IPV during pregnancy ✘ ✓ (Yes) ✓ (Yes) 

Psychological after child birth  ✘ ✓ (Yes) 

Childhood sexual abuse   ✓ (Yes) 

Previous depressive symptoms  ✓(Depressed)  

Postpartum depression   ✓(Depressed) 

Perceived stress  ✓(High)  

Social support  ✓(Medium & high) ✓(Medium & high) 

Self-esteem  ✘  
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Most of the socio-demographic variables in this study were found not to have a 

significant influence on experiencing postpartum depressive symptoms and early 

termination of exclusive breastfeeding. However, some of the socio-demographic 

variables significantly influenced delayed entry into prenatal care. Hence, the results 

from this study demonstrate that psycho-socio-cultural variables, particularly IPV 

before, during, and after birth play a significant role in delayed entry into prenatal care, 

experiencing postpartum depressive symptoms, and discontinuation of exclusive 

breastfeeding. Findings from this study are consistent with previous literature that 

demonstrates that IPV before and during pregnancy strongly predicts IPV during the 

postpartum period (Castro, Peek-Asa, & Ruiz, 2003; Charles & Perreira, 2007; Guo, 

Wu, Qu, & Yan, 2004b; Moraes et al., 2011). Additionally, IPV victimisation influences 

delayed entry into prenatal care, experiencing postpartum depressive symptoms, and 

exclusive breastfeeding practices. These findings have policy implications for 

Bangladesh as well as for other similar settings. Routine screening for detecting a 

history of both IPV and depression in perinatal care settings represents an important 

option because pregnancy is one of the few times when almost all women need to visit a 

healthcare setting on several occasions. Health professionals might need to play a vital 

role in screening IPV when expectant mothers visit them during antenatal care and offer 

assistance to identified abused women by providing both health- and non-health-related 

services and supports. 

The findings of the prevalence of different forms of IPV, changing patterns of 

IPV victimisation, correlates of different forms of IPV during pregnancy, the influence 

of IPV victimisation on delayed entry into prenatal care, experiencing postpartum 

depression, and exclusive breastfeeding are discussed in the next chapter. 
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Chapter 7 

Discussion 

 

7.1 Introduction 

The present study examined the prevalence of different forms of IPV before, 

during, and after pregnancy; examined the changing patterns of IPV victimisation 

according to the period of occurrence; and identified potential correlates of different 

forms of IPV during pregnancy among married women in Bangladesh. The study also 

explored the influence of maternal exposure to IPV on the timing of entry into prenatal 

care, experiencing postpartum depression, and on mothers’ exclusive breastfeeding 

practices. The study provided a comprehensive examination of stability and change in 

the nature and influence of IPV around the time of pregnancy and childbirth for 

mothers. 

Exploring intimate partner violence among married women in Bangladesh 

around the time of pregnancy requires a comprehensive and rigorous methodological 

approach. The current study used a rigorous sampling design and carefully crafted 

systematic interviews with respondents under safe conditions where almost all of the 

respondents were alone, thus providing conditions whereby honest reporting could be 

maximised. An important component of this study illustrating its robustness has been 

the inclusion of several benchmarked measures that gauge varying forms of IPV as well 

as a range of important risks factors. The inclusion of several benchmarked measures 

ensures that the results drawn from Bangladesh can be compared to other studies 

undertaken in both developed and developing nations. 
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The following sections contextualise and explain the study results, and outline 

how they contribute to the relevant theoretical and empirical literature on IPV. The 

discussion first focuses on the prevalence of different forms of IPV, followed by the 

changing patterns of IPV victimisation before, during, and after pregnancy. The 

correlates associated with different forms of IPV around the time of pregnancy are also 

discussed. The influence of maternal exposure to IPV on delayed entry into prenatal 

care, postpartum depression, and mothers’ exclusive breastfeeding is also examined.  

7.2 Prevalence of IPV before, during, and after pregnancy  

The first aim of this study was to identify the prevalence of IPV before, during, 

and after pregnancy. The findings concerning the prevalence of IPV before pregnancy 

will be discussed in the beginning of this section, followed by the prevalence of IPV 

during pregnancy and after childbirth. 

7.2.1 Prevalence of IPV before pregnancy 

Among the Bangladeshi women in this sample, the prevalence of physical IPV 

victimisation during the 12 months preceding the pregnancy was 52.8%. Physical IPV 

victimisation rate was the highest before pregnancy compared with that of during 

pregnancy and after childbirth. This finding is very similar to the estimates of the past 

year or current prevalence of physical IPV among women of Bangladesh that varies 

between 33 and 52% (BBS, 2013; Dalal, Rahman, & Jansson, 2009; Kabir, Nasreen, & 

Edhborg, 2014; Sambisa et al., 2010). When compared with a national-level study of 

Bangladesh, the current finding is slightly higher than the estimates (46%) found by 

Bangladesh Bureau of Statistics (BBS) (BBS, 2013). Furthermore, population-based 

studies from Bangladesh have revealed lifetime physical IPV prevalence anywhere from 

22% to as high as 70% (BBS, 2013; Bhuiya, Sharmin, & Hanifi, 2003; Garcia-Moreno, 
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Heise, Jansen, Ellsberg, & Watts, 2005; Kabir, Nasreen, & Edhborg, 2014; Naved, 

Azim, Bhuiya, & Persson, 2006; Steele, Amin, & Naved, 2001), with most of studies 

falling between 42 and 67%. 

The prevalence of sexual IPV victimisation during the 12 months preceding the 

pregnancy was 21.1%. As with physical IPV, the victimisation rate for sexual IPV was 

also highest before pregnancy compared to victimisation during pregnancy and after 

childbirth. Estimates from population-based studies of Bangladesh demonstrated that 

between 11% and 65% of married women were victims of past-year sexual IPV (BBS, 

2013; Hadi, 2000; Kabir, Nasreen, & Edhborg, 2014; Naved, 2013). 

Approximately 67.4% of women had experienced psychological IPV before 

pregnancy. Previous studies from Bangladesh revealed that 28–85% of women had 

experienced psychological IPV in their lifetime (Bhuiya, Sharmin, & Hanifi, 2003; 

Koenig, Ahmed, Hossain, & Mozumder, 2003; Steele, Amin, & Naved, 2001), and 24–

84% of women had experienced psychological IPV in the past year (Dalal, Rahman, & 

Jansson, 2009; Kabir, Nasreen, & Edhborg, 2014; Steele, Amin, & Naved, 2001). 

Our findings are also in line with the WHO multi-country study which reported 

that the lifetime prevalence of physical IPV in Bangladesh ranged from 40% (City) to 

42% (province), the sexual IPV ranged from 37–50%, and either physical or sexual IPV 

or both ranged from 53–62% (Garcia-Moreno, Jansen, Ellsberg, Heise, & Watts, 2006). 

The findings from the study are also consistent with a recent systematic review which 

revealed that 42% of South Asian women, 41% of Latin American women, and 66% of 

Sub-Saharan African (Central) women had experienced lifetime physical and/or sexual 

IPV (Devries et al., 2013). 
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7.2.2 Prevalence of IPV during pregnancy 

Findings from this study revealed that the prevalence of physical, sexual, 

psychological, and any IPV during pregnancy is 35.2%, 18.5%, 65.0%, and 66.4% 

respectively. The prevalence of physical IPV during pregnancy in our study is slightly 

higher than reported in the WHO multi-country study of between 1% and 28% (Garcia-

Moreno, Jansen, Ellsberg, Heise, & Watts, 2005), but consistent with two recent 

reviews that indicated a prevalence ranging from 1–30% (Taillieu & Brownridge, 2010) 

and 23–40% (Shamu, Abrahams, Temmerman, Musekiwa, & Zarowsky, 2011). The 

prevalence of psychological IPV during pregnancy in the present study is also higher 

than other reviews that revealed a prevalence rate between 1.5–36% (Taillieu & 

Brownridge, 2010) and 25–49% (Shamu, Abrahams, Temmerman, Musekiwa, & 

Zarowsky, 2011). The prevalence of sexual IPV during pregnancy in this study is in line 

with Shamu et al.’s (2011) documented rate of 3–27% but higher than Taillieu and 

Brownridge’s (2010) reported rate of 1–3.9%. Findings from this study are in 

accordance with one study from the USA with a reported rate of physical, sexual, and 

psychological IPV during pregnancy to be 27.9%, 20.2%, and 79.8%, respectively 

(Bailey & Daugherty, 2007).  

A number of studies in Bangladesh have previously estimated the prevalence of 

IPV in general; however, very few of them have also inquired about its presence during 

pregnancy. These studies indicated a range between 10% and 22% of women 

experiencing physical IPV during pregnancy (Åsling‐Monemi, Tabassum Naved, & 

Persson, 2008; Bates, Schuler, Islam, & Islam, 2004; Bhuiya, Sharmin, & Hanifi, 2003; 

Kabir, Nasreen, & Edhborg, 2014; Kamal, 2013; Naved & Persson, 2008), 10–21% 
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experiencing sexual IPV (Hadi, 2000; Kamal, 2013), and 38% experiencing 

psychological IPV during pregnancy (Bhuiya, Sharmin, & Hanifi, 2003).  

7.2.3 Prevalence of IPV during the postpartum period 

Previous IPV studies have focused predominantly on the period before and during 

pregnancy, and very few have explored postpartum IPV victimisation of new mothers 

(Woolhouse, Gartland, Hegarty, Donath, & Brown, 2012). Findings from this study 

revealed that the prevalence of physical, sexual, psychological, and any IPV during the 

postpartum period is 32.2%, 15.5%, 60.8%, and 63.6% respectively. The prevalence of 

physical, sexual, and psychological IPV during postpartum in the present study is lower 

than the reported rates of 52%, 65%, and 84%, respectively, from a study in Bangladesh 

(Kabir, Nasreen, & Edhborg, 2014). 

Past studies have revealed that the postpartum period is a time of increased risk 

for IPV victimisation (Hedin, 2000; Woolhouse, Gartland, Hegarty, Donath, & Brown, 

2012), affecting approximately 2–25% of new mothers worldwide (Charles & Perreira, 

2007; Gartland, Hemphill, Hegarty, & Brown, 2011; Hellmuth, Gordon, Stuart, & 

Moore, 2013; Martin, Mackie, Kupper, Buescher, & Moracco, 2001; Saito, Creedy, 

Cooke, & Chaboyer, 2012; Silva, Valongueiro, Araújo, & Ludermir, 2015). 

The wide variation in IPV prevalence estimates among studies may be due to 

differences in methodologies and definitions used, the mode and timing of inquiry, and 

cultural aspects of studies that make it challenging to compare the results (Jasinski, 

2004; Jeanjot, Barlow, & Rozenberg, 2008; Taillieu & Brownridge, 2010). For 

example, IPV during pregnancy more commonly occurs in low and middle-income 

countries (28–32%) compared with high-income countries (12–13%) (Devries et al., 

2010; James, Brody, & Hamilton, 2013). Nonetheless, findings from the present study 
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confirm that a significant segment of women in Bangladesh are at risk for experiencing 

IPV before, during, and after pregnancy. 

7.3 Changing patterns of IPV before, during, and after pregnancy  

Previous studies revealed that the relationship between IPV and pregnancy may 

start from one year prior to conception and last until one year following childbirth 

(Charles & Perreira, 2007; Saltzman, Johnson, Gilbert, & Goodwin, 2003; Taillieu & 

Brownridge, 2010). Recent research suggests that the effect of IPV can change 

depending on whether IPV occurs before, during, or after pregnancy (Desmarais, 

Pritchard, Lowder, & Janssen, 2014; Van Parys, Deschepper, Michielsen, Temmerman, 

& Verstraelen, 2014). Certainly, little is known about how physical, sexual, and 

psychological IPV changes throughout a woman’s transition to parenthood and why 

pregnancy provides a protective respite for some women while it represents an 

increased risk for others (Daoud et al., 2012; Taillieu & Brownridge, 2010). The 

findings from this study contribute to the existing literature by detailing the co-

occurring nature and changing patterns of physical, sexual, and psychological IPV 

before, during, and after pregnancy in a population-based sample of married women in 

Bangladesh. Understanding the co-occurrence and changing patterns of IPV 

victimisation during different periods has clinical implications regarding early detection 

and targeted preventative measures around the time of pregnancy to support at-risk 

women.  

There is an ongoing debate in the literature on whether pregnancy provides 

protection against or increases the risk for IPV victimisation. An increasing number of 

studies from high, middle, and low income countries have revealed that there is a 

decrease in IPV during pregnancy (Bacchus, Mezey, & Bewley, 2004; Bowen, Heron, 
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Waylen, & Wolke, 2005; Daoud et al., 2012; Farid, Saleem, Karim, & Hatcher, 2008; 

Heaman, 2005; Nasir & Hyder, 2003; Olagbuji, Ezeanochie, Ande, & Ekaete, 2010; 

Saltzman, Johnson, Gilbert, & Goodwin, 2003; Scribano, Stevens, & Kaizar, 2013; 

Thananowan & Heidrich, 2008), especially physical IPV. However, a few studies have 

documented that pregnancy can lead to an increased risk of IPV (Burch & Gallup, 2004; 

Charles & Perreira, 2007; Clark, Hill, Jabbar, & Silverman, 2009; James, Brody, & 

Hamilton, 2013; Mercedes & Lafaurie, 2015), and some have found that IPV remains 

unchanged during pregnancy (Martin, Mackie, Kupper, Buescher, & Moracco, 2001). 

Part of the discrepancy across studies can be attributable to the fact that some studies 

focus only on physical IPV, while others may use a broader measure but do not 

disaggregate by type of IPV. This particular study examined patterns of physical, 

psychological, and sexual IPV and found that physical IPV declines with pregnancy, but 

that this had almost no impact on IPV exposure more broadly when sexual and, 

particularly, psychological IPV were considered, especially since physical IPV almost 

always co-occurs with psychological IPV. In fact, only 1% of women in the sample 

experienced IPV for the first time during pregnancy, which is in accordance with 4% of 

the Turkish women (Karaoglu et al., 2005) and 3.8% of the Indigenous American 

women (Bohn, Tebben, & Campbell, 2004).  

Several explanations have been advanced and debated in regards to why IPV 

does not abate during pregnancy and the postpartum period. These include that 

pregnancy may cause stress and life changes in an intimate relationship that may initiate 

IPV during pregnancy (Martin et al., 2004). Jealousy and uncertainty regarding 

paternity may escalate IPV during and after pregnancy (Burch & Gallup, 2004). 

Increased levels of stress associated with having a newborn, including increased 

financial difficulties, changes in family dynamics, normative transitions associated with 
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parenthood, sleep deprivation, a crying baby, dissatisfaction with decreased sexual 

activity, and coping with physical and hormonal changes may result in increased tension 

and arguments between couples that may trigger IPV during the postpartum period 

(Macy, Martin, Kupper, Casanueva, & Guo, 2007; Stewart, 1994). In addition, women’s 

decreased physical and emotional availability during pregnancy may reduce her energy 

for and commitment to performing the expected traditional homemaker roles, leading to 

an increase in IPV (Bacchus, Mezey, & Bewley, 2006; Brownridge et al., 2011; 

Mercedes & Lafaurie, 2015). In some Asian cultures including Bangladesh, the birth of 

a female infant —when a son is desired by the father — may also exaggerate conflict 

between spouses and increase the risk of physical and psychological IPV during the 

postpartum period (Gausia, Fisher, Ali, & Oosthuizen, 2009; Gupta, Kishore, Mala, 

Ramji, & Aggarwal, 2013; Mohammadhosseini, Sahraean, & Bahrami, 2010). 

While some studies showed a decline in IPV following childbirth (Daoud et al., 

2012; Koenig et al., 2006; Martin, Mackie, Kupper, Buescher, & Moracco, 2001; 

Olagbuji, Ezeanochie, Ande, & Ekaete, 2010), and others showed an increase (Bowen, 

Heron, Waylen, & Wolke, 2005; Charles & Perreira, 2007; Guo, Wu, Qu, & Yan, 

2004b; Kabir, Nasreen, & Edhborg, 2014; Mahenge, Stockl, Abubakari, Mbwambo, & 

Jahn, 2016; Mohammadhosseini, Sahraean, & Bahrami, 2010; Scribano, Stevens, & 

Kaizar, 2013), findings from the present study are more in line with those highlighting 

stability in IPV exposure before, during, and after pregnancy (Bianchi, McFarlane, 

Cesario, Symes, & Maddoux, 2016; Farid, Saleem, Karim, & Hatcher, 2008; 

Finnbogadóttir, Dykes, & Wann-Hansson, 2014; Gartland, Hemphill, Hegarty, & 

Brown, 2011; Lutgendorf et al., 2009; Martin, Mackie, Kupper, Buescher, & Moracco, 

2001; Valladares, Pena, Persson, & Hogberg, 2005). Studies on IPV during the 

transition to marriage generally reported a slow but steady decline in IPV perpetration 
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in the transition to marriage, but our findings suggest that such a decline is not likely 

attributable to transitions to parenthood that often occur early in a marriage. In fact, 

abatement in IPV was only present for 6% of women during and after their pregnancy, 

thereby suggesting that a pregnancy and the subsequent postpartum period offer very 

little protection from IPV. An empirical focus on physical IPV may help explain these 

discordant findings. Physical IPV is the only form of victimisation for which our 

findings suggest some attenuation during and after childhood. However, almost all of 

the women who had experienced physical IPV prior to pregnancy also experienced 

psychological and/or sexual IPV, neither of which declined much during or after 

pregnancy. Reductions in physical IPV during the transition to parenthood may be due 

the stigma associated with a husband physically injuring his expectant wife (Castro, 

Peek-Asa, & Ruiz, 2003; Karaoglu et al., 2005) or concern for the health of the foetus 

and newborn (Mohammadhosseini, Sahraean, & Bahrami, 2010; Van Parys, 

Deschepper, Michielsen, Temmerman, & Verstraelen, 2014). Furthermore, women’s 

feelings of vulnerability during pregnancy may lead them to use more tactics to avert 

physically violent confrontations with their spouse (Van Parys, Deschepper, Michielsen, 

Temmerman, & Verstraelen, 2014). However, this does little to curb her overall 

experience of IPV, given continued exposure to psychological and sexual IPV.  

Regardless of the period, psychological IPV in this study was the most prevalent 

form of IPV, followed by physical and then sexual IPV, which accords with a growing 

number of other studies (Bowen, Heron, Waylen, & Wolke, 2005; Castro, Peek-Asa, & 

Ruiz, 2003; Charles & Perreira, 2007; Farid, Saleem, Karim, & Hatcher, 2008; Groves 

et al., 2014; Jackson et al., 2014; Karaoglu et al., 2005; Macy, Martin, Kupper, 

Casanueva, & Guo, 2007; Mercedes & Lafaurie, 2015; Perales et al., 2009; Valladares, 

Pena, Persson, & Hogberg, 2005; Van Parys, Deschepper, Michielsen, Temmerman, & 
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Verstraelen, 2014). More importantly, this study documents the co-occurring nature of 

different types of IPV, with the clear overlap of physical and psychological IPV, which 

is supported by past research (Dunkle et al., 2004b; Ellsberg, Peña, Herrera, Liljestrand, 

& Winkvist, 2000; Farid, Saleem, Karim, & Hatcher, 2008; Guo, Wu, Qu, & Yan, 

2004a; Ludermir, Lewis, Valongueiro, de Araújo, & Araya, 2010; Silva, Ludermir, de 

Araujo, & Valongueiro, 2011). This finding is not surprising because it is an established 

fact that physical IPV is generally accompanied by threats and humiliating and 

controlling behaviours by the male partner (Abeya, Afework, & Yalew, 2011). 

Evidence demonstrates that existing psychological IPV prior to pregnancy is associated 

with experiencing physical IPV during pregnancy (Brownridge et al., 2011; Martin et 

al., 2004), suggesting that physical and/or psychological IPV prior to pregnancy are 

important risk markers for continued exposure during pregnancy and beyond.  

Continuity and co-occurrence of the different forms of IPV throughout 

pregnancy are notable, not just for their theoretical and substantive implications for the 

literature on the developmental course of IPV in young adulthood, but also for its 

clinical implications. Previous studies have documented that women who experience 

IPV before pregnancy are more likely to initiate and enter prenatal care late (Islam, 

Broidy, Baird, & Mazerolle, 2017a; Koski, Stephenson, & Koenig, 2011; Moraes, 

Arana, & Reichenheim, 2010), experience perinatal mental health problems (Beydoun, 

Beydoun, Kaufman, Lo, & Zonderman, 2012; Howard, Oram, Galley, Trevillion, & 

Feder, 2013), and terminate exclusive breastfeeding early (Islam, Baird, Mazerolle, & 

Broidy, 2017; Moraes, Oliveira, Reichenheim, & Azevedo, 2011). Therefore, based on 

our findings, detection of a history of IPV through routine screening in antenatal care 

settings is advocated, especially in low and middle-income countries, including 

Bangladesh where the prevalence of IPV is high. Institutionalisation of effective 
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intervention with multidisciplinary and multi-agency engagement involving 

representatives from relevant sectors including healthcare, social services, voluntary 

organisations, victim support services, policy makers, lawmakers, and the criminal 

justice system would be the paramount objective of routine screening. Insufficient 

knowledge and training, and a lack of support for healthcare providers around the 

aspects of IPV, play an adverse role and make it more difficult for providers to 

recognise, understand, and provide support in situations of IPV (Baird, Saito, Eustace, 

& Creedy, 2015; Gregory et al., 2010). Healthcare organisations need to develop and 

implement specialised training for healthcare professionals including obstetricians, 

health workers, and midwives to recognise the signs IPV and offer responsive support 

to women experiencing IPV. However, before introducing a screening program 

particularly in developing nations including Bangladesh, well-trained staff, referral 

pathways, and support agencies must be in place thereby ensuring the wellbeing and 

safety of abused women (WHO, 2013). 

Though the present study is not longitudinal, it includes retrospective and time 

ordered measures of abuse, thus offering some insight into the stability and change in 

longitudinal patterns of IPV around the time of pregnancy. To the best of the 

researcher’s knowledge, this is the first study from South Asia, and particularly from 

Bangladesh, that specifically demonstrates the co-occurrence and changing patterns of 

IPV, considering the type and timing of IPV occurrence.  

7.4 Significant correlates of IPV during pregnancy 

Although a range of studies have explored correlates of IPV in general 

(Abramsky et al., 2011; Capaldi, Knoble, Shortt, & Kim, 2012; Flury, Nyberg, & 

Riecher-Rössler, 2010; Stith, Smith, Penn, Ward, & Tritt, 2004), this study contributes 
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to the empirical literature by demonstrating individual correlates of physical, sexual, 

and psychological IPV during pregnancy. This study is important because research on 

IPV during pregnancy in developing countries, including Bangladesh, is limited. 

Findings from the data revealed that holding strong traditional gender role 

attitudes is one of the foremost predictors for physical, psychological, and any IPV 

victimisation during pregnancy. Low decision-making power and any childhood 

exposure to violence are found to be risk factors for women for experiencing 

psychological and any IPV during pregnancy. Controlling behaviour by a husband is 

also a contributing factor for experiencing all forms of IPV during pregnancy. Results in 

relation to sexual IPV during pregnancy indicate that dowry demands at marriage is one 

of the risk factors for experiencing sexual IPV during pregnancy. Alternatively, women 

who have access to social support are found to be protected against all types of IPV 

victimisation during pregnancy. Being aged 19–24 years during pregnancy protects 

women against sexual IPV victimisation. Additionally, high self-esteem is protective 

against both physical and psychological IPV victimisation during pregnancy. 

Some researchers assert that IPV during pregnancy is a continuation of the 

ongoing violence and is therefore not actually related to pregnancy (James, Brody, & 

Hamilton, 2013; Taillieu & Brownridge, 2010). Therefore, risk factors for IPV during 

pregnancy are often similar to that for IPV in general (WHO, 2011). This finding is 

contrary to the general perception of a relationship between socio-demographic 

variables and IPV during pregnancy (Charles & Perreira, 2007; Datner, Wiebe, 

Brensinger, & Nelson, 2007; Farid, Saleem, Karim, & Hatcher, 2008; Heaman, 2005; 

Mahenge, Stockl, Abubakari, Mbwambo, & Jahn, 2016; Perales et al., 2009; Rådestad, 

Rubertsson, Ebeling, & Hildingsson, 2004; Thananowan & Heidrich, 2008; Valladares, 

Pena, Persson, & Hogberg, 2005). The present study found no significant difference in 
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age, education, family income, family structure, place of residence, or number of 

children (with the exception of age for sexual IPV). These findings suggest that IPV in 

Bangladesh can occur in all segments of society regardless of age, education, and 

income, which accords with past research (Bağcıoğlu, Vural, Karababa, Akşin, & Selek, 

2014; Olagbuji, Ezeanochie, Ande, & Ekaete, 2010; Pool, Otupiri, Owusu-Dabo, de 

Jonge, & Agyemang, 2013; Yimer, Gobena, Egata, & Mellie, 2014). Studies that are 

consistent with the present findings suggest that socio-economic status has minimal 

influence, particularly for women in low-income countries and in patriarchal societies, 

and ultimately does not reduce the likelihood of IPV victimisation during pregnancy 

(Hammoury, Khawaja, Mahfoud, Afifi, & Madi, 2009; Yimer, Gobena, Egata, & 

Mellie, 2014). Results from this study support other studies that find psycho-socio-

cultural characteristics of individuals and families rather than socio-economic and 

contextual elements (e.g. residence) more strongly influence IPV victimisation among 

pregnant women (Hammoury, Khawaja, Mahfoud, Afifi, & Madi, 2009). 

Similar to the findings of prior studies (Bacchus, Mezey, & Bewley, 2006; 

Burch & Gallup, 2004; Chambliss, 2008; Pallitto & O’Campo, 2005; Taillieu & 

Brownridge, 2010), and in line with feminist theory, results from the present study 

indicated that a husband’s controlling behaviours increase the risk of physical, sexual, 

and psychological IPV during pregnancy. Evidence suggests that intimate male partners 

commonly use threats and psychological violence to maintain control over their female 

partners (Johnson, 2006). Furthermore, male partners who justify wife-beating in order 

to control and discipline their wives are more likely to be physically violent than those 

who believe wife-beating is not acceptable (Johnson & Das, 2009; Sambisa et al., 

2010). The general perception of much of society in Bangladesh is that following 

marriage, a woman should be a dutiful wife and loyal only to her husband. Some men 
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want to control female sexuality and prevent infidelity, and so may use violence as a 

controlling strategy (Buss & Duntley, 2011; Cousins & Gangestad, 2007), especially 

during pregnancy.  

Also in line with feminist theory, this study examined whether cultural ideals 

such as endorsement of traditional gender roles and women’s decision-making 

autonomy have an influence on experiencing IPV during pregnancy. Women’s 

conservative attitude towards traditional gender roles was found to be a risk factor for 

experiencing physical and psychological IPV during pregnancy in this study, which is in 

line with the broader IPV literature (Fulu et al., 2013; Heise & Garcia-Moreno, 2002), 

but is rarely evaluated as a determinant for IPV during pregnancy (Clark, Hill, Jabbar, 

& Silverman, 2009). A possible explanation may be that during pregnancy, physical 

exhaustion, reduced mobility, and a lack of physical and emotional availability may 

limit women’s energy for her traditional duties as a homemaker, which frequently may 

lead to an increased risk of IPV (Pallitto, Campbell, & O'campo, 2005; Taillieu & 

Brownridge, 2010). In addition, consistent with expectations and findings from other 

studies (Sambisa, Angeles, Lance, Naved, & Thornton, 2011), women’s limited 

decision-making power is linked to increased likelihood of experiencing psychological 

IPV during pregnancy. These findings provide evidence and support for the feminist 

theory, which could be based on the foundation that a woman’s decision-making 

autonomy within the family reinforces her ability to combat any abusive situations or 

resist any disclaimer of her rights, thereby reducing her risk of violation (Atkinson, 

Greenstein, & Lang, 2005). In particular, women who endorse traditional gender roles 

and possess less decision-making autonomy are much more likely to be economically 

dependent on their male partners, making them susceptible to the husband’s increased 

controlling behaviours and thereby increasing vulnerability to experiencing IPV. 



189 
 

Findings from the present study reinforced the importance of empowering women, both 

socially and economically, so they can make independent family decisions and can 

recognise the risk IPV poses to both themselves and their children. Moreover, being 

financially independent supports their choices in regards to leaving an abusive 

relationship. 

Results further revealed that dowry demands at marriage are significantly 

associated with sexual IPV during pregnancy, but not with physical and psychological 

IPV. It is not clear why dowry demands are uniquely linked to sexual IPV for this 

sample. Previous evidence reveals that marriage involving dowry demands is positively 

associated with IPV during pregnancy in rural areas of Bangladesh (Naved & Persson, 

2008) and India (Peedicayil et al., 2004). Therefore, further research is warranted to 

enhance understanding of this finding and to ascertain the pathway through which 

dowry demands influence sexual IPV during pregnancy among Bangladeshi women. 

Feminist theory also suggests that IPV perpetrators often isolate their partners 

from the protective influence of family and friends and engage in various forms of 

emotional sabotage designed to lower women’s sense of autonomy and self-worth 

(Bacchus, Mezey, & Bewley, 2006; Taillieu & Brownridge, 2010). Consistent with past 

research (McMahon & Armstrong, 2012; Peedicayil et al., 2004), findings from this 

study suggest that adequate social support from friends, family, and significant others 

lessen a woman’s risk of experiencing IPV during pregnancy compared with their 

having low social support. Prior research showed that women who experienced IPV 

during pregnancy reported being socially isolated from family, friends, and other social 

support systems by their male partners due to partners’ jealousy of other close 

relationships (Bacchus, Mezey, & Bewley, 2006), and they also reported lower levels of 

social support from both partners and their families compared with non-victims 
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(Heaman, 2005). This social isolation may be imposed deliberately to curtail a pregnant 

woman’s social support networks in order to make her entirely dependent on the male 

partner (Taillieu & Brownridge, 2010). Furthermore, high self-esteem has emerged as a 

protective factor against physical and psychological IPV during pregnancy, which 

supports the findings from previous studies (Loft Abadi, Ghazinour, Nojomi, & Richter, 

2012). A possible explanation may be that a woman’s lowered sense of self-esteem 

creates a feeling of guilt, shame, unworthiness, helplessness, and powerlessness; a 

negative perception of the self that ultimately increases her frustration and depression; 

impairment of her problem-solving abilities; and isolation from others (Deyessa et al., 

2009). Consequently, she may no longer enjoy her interaction with her partner and 

others (Stewart, 2007), suggesting that a lowered sense of self-esteem makes women 

feel unworthy of being loved by others, which in turn creates a woman’s vulnerability to 

experiencing IPV (Bell & Mattis, 2000).  

Learning theories are also relevant for understanding IPV, and indicate that both 

perpetrators and victims often grow up in a violent family and social contexts, 

increasing their exposure to IPV behaviours and to attitudes supporting these 

behaviours. Evidence shows that a history of childhood victimisation (witnessed or 

experienced) makes women more susceptible to experiencing IPV during pregnancy 

(Jasinski, 2004; Taillieu & Brownridge, 2010; Tsai, Tomlinson, Comulada, & 

Rotheram-Borus, 2016). In the present study, women exposed to any childhood 

violence were about three times (AOR: 2.53, 95%CI [1.02–6.29]) more likely to report 

experiencing psychological IPV during pregnancy, supporting the social learning 

theory. This may happen due to poor emotional development or as a consequence of 

learning strategies designed to cope with conflict (Naved & Persson, 2005). Previous 

studies demonstrated that women who had a history of suffering from childhood 
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violence may experience posttraumatic stress disorder and low self-esteem (Haj-Yahia, 

Tishby, & de Zoysa, 2009). However, inconsistent with the previous studies (Bell & 

Naugle, 2008; Clark, Hill, Jabbar, & Silverman, 2009; Cochran, Branch, & Sellers, 

2005; Naved & Persson, 2008), witnessing of parental violence was not a significant 

risk factor for experiencing any type of IPV during pregnancy in our study. This 

inconsistent finding might be partially explained by the respondents’ perception of a 

father-to-mother violence as disciplining (Karakurt, Keiley, & Posada, 2013). Further 

research is needed to understand why witnessing of parental violence was not 

significant in predicting IPV during pregnancy among women in Bangladesh.  

Husbands’ alcohol consumption and/or use of illicit drugs were found to be a 

significant risk factor of physical IPV during pregnancy in the present study, which is 

consistent with other studies (Babu & Kar, 2010; Charles & Perreira, 2007; Díaz-

Olavarrieta et al., 2007; Martin, Beaumont, & Kupper, 2003; Wiemann, Agurcia, 

Berenson, Volk, & Rickert, 2000). In South Asian countries, such as India and 

Bangladesh, alcoholism and illicit drug addiction causes spousal conflict due to 

women’s repeated efforts to stop their husbands’ drinking habits and to stop them 

squandering money on the habit (Babu & Kar, 2010). Women repeatedly question their 

husbands’ drinking habits, and some men feel this behaviour questions and challenges 

their authority.      

A key reflection from the results of this study is the consistently high levels of 

exposure to varying forms of IPV for women during pregnancy as well as the consistent 

findings related to various risks factors. The consistency of the finding indicates clear 

support for a feminist interpretation of the statistical relationships that illustrate the male 

power, control, and entitlement over their female partners. These results have clear 
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implications for both the health and safety of pregnant women in Bangladesh as well as 

the associated risks for their developing children.   

7.5 Influence of IPV on delayed entry into prenatal care
3
 

This is the first study to specifically explore the association between IPV 

victimisation and delayed entry into prenatal care among women in Bangladesh using a 

population-based sample. Overall, this study adds to the existing literature on the effects 

of IPV on maternal health service utilisation in developing countries. Nearly 63% of 

women initiated prenatal care later into their pregnancy. This study revealed that 

women who experienced physical IPV during pregnancy were 2.61 times more likely to 

have delayed entry into prenatal care than women who have not experienced such 

violence. The introduction of potential covariates—women’s socio-demographic 

characteristics, decision-making autonomy, traditional gender roles, pregnancy 

intention, dowry demands at marriage, relationship with mother-in-law — do not 

considerably change the strength and significance of the relationship between physical 

IPV during pregnancy and delayed entry into prenatal care, displaying the independence 

of this association. Moreover, the model demonstrated considerable improvement in 

explanatory power with the inclusion of physical IPV during pregnancy, which 

highlights the importance of identifying women experiencing IPV and facilitating their 

access to timely prenatal care to help improve health outcomes for them and their 

babies. Findings also reinforce that IPV is not the only risk for delayed entry into 

prenatal care; teenage, multiparous, and rural mothers were found to initiate prenatal 
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care late, as were women with high acceptance of traditional gender roles and low 

decision-making autonomy. All of these factors are potentially malleable in response to 

social policy and these findings highlight the need to address multiple risk factors in an 

effort to increase women’s adoption of timely prenatal care. 

The findings of this study are consistent with findings from population-based 

studies from India (Koski, Stephenson, & Koenig, 2011), Brazil (Carneiro, 

Valongueiro, Ludermir, & Agraujo, 2016), and the USA (Goodwin et al., 2000; 

Silverman, Decker, Reed, & Raj, 2006b). Additionally, clinic-based studies from 

developed countries (Bailey & Daugherty, 2007; Díaz-Olavarrieta et al., 2007; 

McFarlane, Parker, Soeken, & Bullock, 1992; Perales et al., 2009; Taggart & Mattson, 

1996) have indicated a positive relationship between women’s physical IPV experiences 

and the delayed entry into prenatal care. There are several specific ways through which 

IPV can affect women’s reproductive behaviour and reproductive health service 

utilisation. Abused women have less decision-making autonomy, limited liberty of 

movement, and higher reliance on men for financial and logistic support (Ellsberg, 

Peña, Herrera, Liljestrand, & Winkvist, 2000; Zakar, Zakar, Mikolajczyk, & Krämer, 

2012), which may reduce their ability to make decisions for themselves and their 

families including the choice to receive healthcare services. Evidence shows that 

women in abusive relationships experience a lack of family support, social isolation 

from positive support systems, restricted access to healthcare services, and constrained 

relationships with employers and health providers (Bacchus, Mezey, & Bewley, 2006; 

Heise & Garcia-Moreno, 2002; Taillieu & Brownridge, 2010). Additionally, IPV can 

compromise women’s health-seeking due to the associated physical, mental, and 

psychological health disorders such as helplessness, chronic pain, anxiety, trauma, 

mental strain, depression, and functional disability (Coker et al., 2002; Ellsberg, Jansen, 
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Heise, Watts, & Garcia-Moreno, 2008; Jasinski, 2004; Sharps, Laughon, & Giangrande, 

2007), which in turn may limit women’s energy to use appropriate care-seeking 

behaviour. Furthermore, delayed initiation of prenatal care may be related to either 

controlling behaviour by the perpetrator (Díaz-Olavarrieta et al., 2007; Dietz et al., 

1997; Koski, Stephenson, & Koenig, 2011; Taggart & Mattson, 1996; Zakar, Zakar, 

Mikolajczyk, & Krämer, 2012) or concern of exposing evident signs of physical IPV, 

such as black eyes or injuries (Taggart & Mattson, 1996). 

The present study has uncovered factors that lead women to initiate early 

prenatal care and has also identified factors that seem to deter early entry into prenatal 

care. Women aged 14–18 years during their last pregnancy are more likely to have 

delayed entry into prenatal care compared with women aged 25 years or older. An 

explanation for the difference could be attributed to older women generally having more 

life experience and an accumulated knowledge of maternal health issues, as well as 

higher decision-making power than their counterparts, which ultimately guides them to 

seek maternal healthcare services positively (Rahman, Haque, & Zahan, 2011). 

Consistent with previous studies, the results from this study also revealed that 

multiparity is associated with an increased likelihood of late initiation of prenatal care 

compared with primiparity (Alderliesten, Vrijkotte, Wal, & Bonsel, 2007; Banda, 

Michelo, & Hazemba, 2012; Delvaux, Buekens, Godin, Boutsen, & Study Grp Barriers 

Incentives, 2001; Kupek, Petrou, Vause, & Maresh, 2002; Rahman, Nakamura, Seino, 

& Kizuki, 2012). This could be due to limited family resources (Rahman, Nakamura, 

Seino, & Kizuki, 2012) and negative perceptions regarding prenatal care resulting from 

previous pregnancy experiences (Banda, Michelo, & Hazemba, 2012). Another 

explanation may be that multiparous women feel more confident because they have had 

previous pregnancy experiences, which may lead them to think that early initiation of 
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prenatal care is not needed (Banda, Michelo, & Hazemba, 2012). Rural women were 

more likely to have delayed initiation of prenatal care compared with their urban 

counterparts. Other studies have revealed that rural women are less likely to receive 

sufficient prenatal care due to the distance they need to cover to reach service providers 

and because they do not have sufficient transport facilities (Rahman, Nakamura, Seino, 

& Kizuki, 2012). Therefore, it is important that midwives and health workers are 

diligent regarding teenage, multiparous, and rural pregnant women who are at risk of 

initiating prenatal care late. 

Consistent with prior research from other developing nations, the present study 

also revealed that women’s high decision-making autonomy is a contributing factor for 

early entry into prenatal care (Amin, Shah, & Becker, 2010; Rahman, Nakamura, Seino, 

& Kizuki, 2012). It is also important to illuminate the findings from this study regarding 

the interactive role of experiencing physical IPV during pregnancy and low decision-

making autonomy. Women who experienced physical IPV during pregnancy and who 

had low decision-making autonomy were significantly more likely to have delayed 

entry into prenatal care compared with the women who possessed high decision-making 

autonomy. Higher endorsement of traditional gender roles also emerged as a significant 

risk factor for delayed entry into prenatal care in our study. Another set of interactive 

effects between physical IPV victimisation and endorsement of traditional gender roles 

was also found suggesting that women who experienced physical IPV during pregnancy 

and who also held high traditional gender roles were significantly more likely to have 

delayed entry into prenatal care compared with the women who were less likely to 

embrace traditional gender roles. Since this study is the first to examine traditional 

gender role attitudes as a risk factor for delayed entry into prenatal care, it is therefore 

not possible to compare the findings with other literature. However, it is consistent with 
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the theoretical argument which implies that traditional gender roles act as cultural and 

social tools for the intimidation and control of women. Women who subscribe to such 

cultural schemas may be reluctant to, or indeed may not be permitted to, initiate prenatal 

care given the lack of autonomy such initiation represents. This finding, together with 

findings documenting the importance of decision-making autonomy, reinforces the 

importance of empowering disadvantaged women, both socially and economically, so 

that they can make independent healthcare decisions and can recognise the risks IPV 

poses to themselves and their children. 

In South Asian countries including Bangladesh, family planning, major 

infectious diseases, and malnutrition are key public health priorities (Hosain, Chatterjee, 

Ara, & Islam, 2007). Yet, IPV has never been acknowledged as a significant public 

health concern in South Asian countries, and this is particularly true in Bangladesh. The 

present research provides evidence that physical IPV during pregnancy is linked to 

delayed initiation of prenatal care, or more disturbingly, no prenatal care at all. 

Therefore, significant attention to IPV during pregnancy is crucial at the policy and 

planning level of health services in all developing countries including Bangladesh.  

7.6 Influence of IPV on postpartum depression
4
 

The relationship between experiencing physical, sexual and psychological IPV 

victimisation before, during, and after pregnancy and developing postpartum depressive 
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symptoms was examined in this study. Although a range of studies have explored 

associations between exposure to IPV during one period and experiencing postpartum 

depression (Howard, Oram, Galley, Trevillion, & Feder, 2013), this study contributes to 

the empirical literature by demonstrating individual effects of physical, sexual, and 

psychological IPV experienced during three different periods (before, during, and after 

pregnancy) on postpartum depression. IPV is clearly a significant problem in 

Bangladesh (Islam, Baird, Mazerolle, & Broidy, 2017), and findings from the current 

study indicate that postpartum depression is a similarly significant problem. Just above 

one-third of new mothers in this sample reported symptoms consistent with postpartum 

depression during the first six months after childbirth. Analyses suggest that these two 

problems have significant overlap, which has implications for prevention and 

intervention with both IPV and postpartum depression.   

The prevalence of postpartum depression was 35.2% in this study, which is 

higher than the recorded 10–20% prevalence demonstrated in some systematic reviews 

(Fisher et al., 2012; Gavin et al., 2005; O'Hara & Swain, 1996). One literature review 

(Klainin & Arthur, 2009) concluded that the prevalence of postpartum depression 

ranged anywhere from 3.5% to as high as 63.3% across Asian countries depending on 

the definitions used. However, there appears to be some consistency in prevalence rates 

in a range of studies conducted in various low- and middle-income countries. For 

example, the prevalence of postpartum depression was 38.3% in Pakistan (Husain et al., 

2011), 33.2% in Turkey (Ege, Timur, Zincir, Geçkil, & Sunar-Reeder, 2008), 33% in 

Vietnam (Fisher, Morrow, Nhu Ngoc, & Hoang Anh, 2004), 33% in Zimbabwe 

(Chibanda et al., 2010), and 27.9% in Brazil (Faisal-Cury, Menezes, d'Oliveira, 

Schraiber, & Lopes, 2013). Using the EPDS tool, a few studies in Bangladesh reported 

the prevalence of postpartum depression to be 22% at 6–8 weeks postpartum (Gausia, 
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Fisher, Ali, & Oosthuizen, 2008) and 32% at 6–8 months postpartum (Kabir, Nasreen, 

& Edhborg, 2014). The postpartum depression prevalence estimate in the present study 

is nearly in accordance with these findings. 

The primary interest in this analysis was to assess the association between IPV 

exposure and postpartum depression. Previous studies have suggested that women who 

experienced physical or sexual IPV before, during, or after pregnancy had higher levels 

of postpartum depressive symptoms than non-victims (Beydoun, Beydoun, Al-Sahab, & 

Tamim, 2010; Garabedian et al., 2011; Martin, Li, Casanueva, Britt, & Kupper, 2006; 

Quelopana, 2012; Savarimuthu et al., 2010; Urquia, O'Campo, Heaman, Janssen, & 

Thiessen, 2011). In this study, we found a particularly enduring association between 

physical IPV and experiencing postpartum depression. Among the new mothers in this 

study, exposure to physical IPV before, during, and after pregnancy increased the 

likelihood of experiencing postpartum depressive symptoms, even after controlling for 

key variables, including other forms of IPV. This comports with a range of studies 

linking physical abuse to postpartum depression symptoms (Beydoun, Beydoun, Al-

Sahab, & Tamim, 2010; Martin, Li, Casanueva, Britt, & Kupper, 2006; Urquia, 

O'Campo, Heaman, Janssen, & Thiessen, 2011). However, as findings from this study 

reinforce, other IPV experiences can also increase the likelihood of developing 

postpartum depression, especially when they occur during pregnancy. Although sexual 

and psychological IPV before and after pregnancy did not increase the odds of 

experiencing postpartum depression among the mothers in this particular sample, 

exposure to any type of IPV (physical, psychological, and sexual) during pregnancy 

significantly increased the odds of postpartum depressive symptoms. This study is not 

the first study to find that the timing of IPV around pregnancy is relevant to the 

likelihood of postpartum depression outcomes. A number of studies have documented 
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that psychological abuse during pregnancy is particularly consequential for postpartum 

depression relative to its influence before pregnancy (Illanes, Bustos, Vizcarra, & 

Munoz, 2007; Ludermir, Lewis, Valongueiro, de Araújo, & Araya, 2010; Martin, Li, 

Casanueva, Britt, & Kupper, 2006; Quelopana, 2012; Romito, Pomicino, Lucchetta, 

Scrimin, & Molzan Turan, 2009; Shamu, Zarowsky, Roelens, Temmerman, & 

Abrahams, 2016; Tiwari et al., 2008; Vizcarra et al., 2004). However, similar to the 

findings from this study with women of Bangladesh, Martin et al. (2006) have reported 

that psychological IPV during the year prior to pregnancy did not increase postpartum 

depressive symptoms among a sample of US women. 

This is the first study from South Asia, and particularly from Bangladesh, that 

specifically examined the association of IPV with postpartum depression as a function 

of the type and timing of IPV occurrence. The importance of both the type and timing of 

IPV for postpartum depression outcomes is notable. Clearly, physical IPV around the 

time of pregnancy introduces a variety of risks to the health and safety of the mother 

and it is not surprising that it increases postpartum depression symptoms regardless of 

when in the pregnancy timeline a woman experiences it. The distal and 

contemporaneous effect of physical IPV on the mental health of new mothers is 

consistent with common expectations. More surprising is the finding that the effect of 

psychological and sexual IPV on experiencing postpartum depression is limited to 

exposure during pregnancy. This result is found regardless of whether the influence of 

physical IPV is controlled, so this does not simply reflect the co-occurring nature of the 

three forms of abuse. Certainly this does not mean sexual and psychological abuse 

outside the pregnancy period are not problematic; a large body of literature provides 

evidence that these forms of IPV have multiple adverse effects on the lives of women 

and children (Gomez-Beloz, Williams, Sanchez, & Lam, 2009; Howard, Oram, Galley, 
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Trevillion, & Feder, 2013; Sørbø, Grimstad, Bjørngaard, Lukasse, & Schei, 2014; 

Valentine, Rodriguez, Lapeyrouse, & Zhang, 2011). But, where postpartum depression 

is concerned, they are particularly consequential during pregnancy. It may be that 

women are especially vulnerable to the effects of all types of IPV in this stage because 

of their heightened concern for the health and safety of their developing child. Indeed, 

past literature links women’s feelings of inadequacy around parenting to postpartum 

depression (Azziz-Baumgartner et al., 2014; Cerulli, Chin, Talbot, & Chaudron, 2010; 

Hegarty, 2011; Moraes, Oliveira, Reichenheim, & Azevedo, 2011; Silverman, Decker, 

Reed, & Raj, 2006a) and psychological and sexual IPV during pregnancy may magnify 

such concerns. Additionally, before and after pregnancy, it may be easier for a mother 

to minimise the potential influence of spousal psychological and sexual IPV on her 

child, compared to physical abuse, which she might worry would also extend to her 

child. Further qualitative research exploring these links would help to tease out some of 

these potential dynamics and would likely introduce other explanations.  

Consistent with other literature, findings from this study suggest that postpartum 

depression is higher for women with high stress (Leung, Martinson, & Arthur, 2005; 

Rodríguez et al., 2010; Wang & Chen, 2006; Wang, Jiang, Jan, & Chen, 2003), low 

educational attainment (Beydoun, Beydoun, Al-Sahab, & Tamim, 2010; Black et al., 

2007; Faisal-Cury, Menezes, d'Oliveira, Schraiber, & Lopes, 2013; Gupta, Kishore, 

Mala, Ramji, & Aggarwal, 2013; Kheirabadi et al., 2009), previous history of 

depressive symptoms or antenatal depression (Bilszta, Gu, Meyer, & Buist, 2008; 

Chandran, Tharyan, Muliyil, & Abraham, 2002; Gausia, Fisher, Ali, & Oosthuizen, 

2008; Glasser et al., 2000; Lee et al., 2007; Zainal, Kaka, Ng, Jawan, & Gill, 2012), a 

husband’s preference for a son (Abiodun, 2006; Chandran, Tharyan, Muliyil, & 

Abraham, 2002; Gupta, Kishore, Mala, Ramji, & Aggarwal, 2013; Nakku, Nakasi, & 
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Mirembe, 2007; Savarimuthu et al., 2010), and complications during childbirth 

(Limlomwongse & Liabsuetrakul, 2006). Women’s decision-making autonomy was 

found to have a significant inverse relationship with PPD. This may be because women 

with more personal freedom and decision-making autonomy tend to be less stressed 

compared with women who have the same level of household responsibilities but little 

power to exercise (Rahman, Iqbal, & Harrington, 2003).   

The cross-sectional design of this study does not allow the researcher to examine 

time-ordered associations between abuse and some of the mechanisms that may explain 

its links to subsequent postpartum depression. However, it includes retrospective and 

time ordered measures of abuse, thus offering some insight into the longitudinal link of 

experiencing IPV and postpartum depression. It is known for instance that women with 

reduced social support are more likely to report symptoms of postpartum depression 

(Beck, 2008; Beydoun, Beydoun, Al-Sahab, & Tamim, 2010; Edwards et al., 2006; 

Faisal-Cury, Menezes, d'Oliveira, Schraiber, & Lopes, 2013; Leung, Martinson, & 

Arthur, 2005; Martin, Li, Casanueva, Britt, & Kupper, 2006; Rodríguez et al., 2010). It 

may be that women who experience any form of IPV during pregnancy feel ashamed or 

worry, thinking that others will judge them for not adequately protecting their 

developing child and so cut themselves off from others, aggravating the likelihood of 

later postpartum depressive symptoms. These experiences may also heighten stress 

levels among women, which contribute to experiencing postpartum depression (Leung, 

Martinson, & Arthur, 2005; Rodríguez et al., 2010; Wang & Chen, 2006; Wang, Jiang, 

Jan, & Chen, 2003). Physical IPV also has psychological and physical effects, and can 

generate fear and depression in victims (Ulrich et al., 2006). Panel data would be 

necessary to assess these time ordered processes.   
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7.7 Influence of IPV on mother’s exclusive breastfeeding
5
  

The breastfeeding rate at birth was recorded as 99.3%; however, the number of 

women of Bangladesh continuing to exclusive breastfeeding at any point during the first 

six months of infant age had declined to 43.7%. Indeed, the prevalence of exclusive 

breastfeeding declined substantially with the increase of the age of the baby. In 

comparison, a study in Canada found that exclusive breastfeeding rates at one month 

and four months were 63.6% and 41.4% (Al-Sahab, Lanes, Feldman, & Tamim, 2010), 

in Australia 71% and 56% (Commonwealth of Australia, 2009), and in Turkey 91% and 

68.1% (Akman et al., 2008) compared with 71.0% and 42.7% in the present study. The 

prevalence of exclusive breastfeeding in Bangladesh was found to be between 43% 

(NIPORT et al., 2009) and 64% (NIPORT et al., 2013) during the first 6 months and 

only 36% at 4–5 months (NIPORT et al., 2013). These figures are consistent with this 

current study. The data from this study also suggest that intended pregnancy and higher 

social support are independent predictors for the continuation of exclusive 

breastfeeding. Conversely, physical IPV after childbirth, childhood sexual abuse, and 

postpartum depression are independent risk factors for non-exclusive breastfeeding. 

A recent systematic review highlighted that more research is required to 

examine exclusive breastfeeding rates up to six months postpartum (de Jager, Skouteris, 

Broadbent, Amir, & Mellor, 2013). This current study adds to the existing literature on 

psychosocial determinants of health and women’s breastfeeding practices by providing 

evidence of the negative effects of experiencing physical and psychological IPV after 

                                                           
5
 The discussion in full in section 7.7 has been published in the following article. The 

full reference is: 

 

Islam, M.J., Baird, K., Mazerolle, P., and Broidy, L. (2017). Exploring the influence of 

psychosocial factors on exclusive breastfeeding in Bangladesh, Archives of Women’s 

Mental Health. 20 (1): 173-188 
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childbirth, and their effect on early cessation of exclusive breastfeeding, even after 

controlling for key variables. During the first six months following childbirth, women 

who experienced physical IPV had an 82.0% greater risk of discontinuing exclusive 

breastfeeding than women who had not experienced physical IPV. Additionally, women 

who experienced psychological IPV were 49% less likely to exclusively breastfeed than 

women who had not experienced psychological IPV after childbirth. Current literature 

demonstrates that victims of IPV often struggle with poor social support, feelings of 

shame, inadequacy, reduced sense of self-efficacy, low self-esteem, and a higher 

incidence of depression (Azziz-Baumgartner et al., 2014; Beydoun, Beydoun, Kaufman, 

Lo, & Zonderman, 2012; Cerulli, Chin, Talbot, & Chaudron, 2010; Hegarty, 2011; 

Ludermir, Lewis, Valongueiro, de Araújo, & Araya, 2010; Moraes, Oliveira, 

Reichenheim, & Azevedo, 2011; Valentine, Rodriguez, Lapeyrouse, & Zhang, 2011). It 

is suggested that experiencing IPV affects a woman’s ability to perform daily household 

activities and care for her baby appropriately (Moraes, Oliveira, Reichenheim, & 

Azevedo, 2011). Thus, women who experience IPV during and after pregnancy are 

more likely to either not initiate breastfeeding or to stop breastfeeding early (Lau & 

Chan, 2007; Misch & Yount, 2014; Moraes, Oliveira, Reichenheim, & Azevedo, 2011; 

Silverman, Decker, Reed, & Raj, 2006a; Sipsma et al., 2013). Currently, there are no 

other studies available that explore the effect of IPV on feeding practices in Bangladesh 

to allow for a direct comparison with the present study. Consequently, the findings from 

this study are considered to be the first to explore the influence of IPV on exclusive 

breastfeeding in Bangladesh. 

The present study also revealed that women with increased symptoms of 

postpartum depression are much less likely to exclusively breastfeed their infants than 

women who are not depressed. It is also important to emphasise the findings of this 
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study regarding the interactive role of experiencing physical IPV after childbirth and 

postpartum depression. Women who experienced physical IPV after childbirth and had 

postpartum depression were significantly less likely to exclusively breastfeed compared 

with those who experienced neither physical IPV nor postpartum depression. Such 

findings reinforce the association between psychosocial determinants and breastfeeding 

cessation (Ystrom, 2012).  

A substantial number of other studies validated the findings from this study, 

signifying that depression after childbirth is one of the most significant risk factors 

contributing to exclusive breastfeeding (Borra, Iacovou, & Sevilla, 2015; de Jager, 

Skouteris, Broadbent, Amir, & Mellor, 2013; Dennis & McQueen, 2009; Dias & 

Figueiredo, 2015; Gagliardi, Petrozzi, & Rusconi, 2012; Hamdan & Tamim, 2012; 

Kehler, Chaput, & Tough, 2009; Pippins, Brawarsky, Jackson, Fuentes-Afflick, & Haas, 

2006; Seimyr, Edhborg, Lundh, & Sjögren, 2004; Ystrom, 2012; Zanardo et al., 2011). 

Previous research concluded that one in five women suffer from antenatal depression 

during the third trimester (Figueiredo & Conde, 2011; Figueiredo, Pacheco, & Costa, 

2007), and those who reported continual antenatal depression had a lower intent to 

breastfeed their infants (Insaf et al., 2011). This confirms that a higher level of 

depressive symptoms during the third trimester can be a predictor of the early 

termination of breastfeeding (Dias & Figueiredo, 2015). Women who were depressed 

during their pregnancy are generally found to also be depressed during the postpartum 

period (Beck, 2001; Figueiredo, Pacheco, & Costa, 2007). Indeed, some studies have 

demonstrated that postpartum depression preceded the cessation of breastfeeding 

(Akman et al., 2008; Gagliardi, Petrozzi, & Rusconi, 2012; Hatton et al., 2005; 

Henderson, Evans, Straton, Priest, & Hagan, 2003). The mediating pathway may be that 

antenatal depression precedes postpartum depression, and their individual or combined 
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effects may compromise a woman’s exclusive breastfeeding efforts through difficulties 

and dissatisfaction with breastfeeding. Other studies have found that sleep deprivation 

and difficulties with exclusive breastfeeding were also important risk factors for 

developing postpartum depression (Kendall-Tackett, Cong, & Hale, 2011). Another 

possible explanation is that psychological distress can undermine the milk ejection 

reflex by diminishing the release of oxytocin hormone, thus hampering the production 

of breast milk (O’Brien, Buikstra, & Hegney, 2008). Moreover, depression may have 

adverse effects on a woman’s self-esteem and cognition as well as on the mother–infant 

interaction and bonding that may contribute to early discontinuation of breastfeeding 

(Henderson, Evans, Straton, Priest, & Hagan, 2003).  

The literature on the influence of childhood sexual abuse on breastfeeding 

initiation and duration is relatively limited. A longitudinal study from Canada has 

revealed that women who experience childhood sexual abuse have a similar duration of 

breastfeeding compared with those who have not experienced childhood sexual abuse, 

after adjusting for socio-demographic factors (Coles, Anderson, & Loxton, 2015). Also, 

a study from the United States has reported that a history of childhood sexual abuse is 

related to an increased likelihood of breastfeeding initiation (Prentice, Lu, Lange, & 

Halfon, 2002). Bowman et al. (2009), however, found no significant difference between 

breastfeeding and formula-feeding mothers related to the experience of childhood 

sexual abuse. Yet, in contrast, this particular study found that childhood sexual abuse 

was positively associated with early cessation of exclusive breastfeeding compared with 

no such abuse in childhood (Sørbø, Lukasse, Brantsæter, & Grimstad, 2015; Watkins, 

Meltzer-Brody, Zolnoun, & Stuebe, 2011). One possible explanation for the early 

termination of exclusive breastfeeding due to childhood sexual abuse is that women 
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with exposure to childhood sexual abuse may be more anxious about caring for their 

newborn baby, which ultimately enhances their life stress (Kendall-Tackett, 2007).  

Previous studies have recorded an inconsistent association between social 

support and the continuation of exclusive breastfeeding. Consistent with other literature 

(Bai, Middlestadt, Peng, & Fly, 2010; Tenfelde, Finnegan, & Hill, 2011), findings from 

this study suggest that a higher level of social support increases the likelihood of 

exclusive breastfeeding compared with the lower level of social support. However, 

other studies have found that the influence of social support does not actually influence 

the success of exclusive breastfeeding (Akman et al., 2008; Blyth et al., 2004; Kronborg 

& Vaeth, 2004; Semenic, Loiselle, & Gottlieb, 2008). Previous studies have also 

recorded that women with intended pregnancies are significantly more likely to 

exclusively breastfeed than women whose pregnancies were unintended (Dye, 

Wojtowycz, Aubry, Quade, & Kilburn, 1997; Taylor & Cabral, 2002), which accords 

with the findings reported in the present study. 

IPV continues to affect millions of women and children across the world, and 

experiencing IPV appears to be magnified in developing countries. IPV has many direct 

and indirect consequences for victims and their extended families, and there is clearly a 

pressing need to provide additional support for women victims of IPV. Despite the 

profile-raising programs highlighting the benefits of exclusive breastfeeding, only 

43.7% of the infants aged up to six months were exclusively breastfed. In Bangladesh, 

where the infant mortality rate remains high at 45 deaths per 1,000 live births (NIPORT 

et al., 2012), mostly due to infectious diseases, increasing the prevalence of exclusive 

breastfeeding has the potential to considerably reduce child morbidity (Mihrshahi et al., 

2007). This study reinforces the need to detect and assist mothers experiencing IPV and 

postpartum depression, not only to offer required help and support but also to increase 
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exclusive breastfeeding rates. Healthcare providers need to be aware of the risk factors 

of IPV and be able to identify women who are at risk for early discontinuation of 

exclusive breastfeeding. 

7.8 Chapter Summary 

The findings of the study were discussed in this chapter and compared with 

findings from earlier studies (see Summary Table 7.1).  

The next chapter describes the significant contributions of this study for 

informing extant theory on IPV during pregnancy, the limitations of the study, and 

future research directions. 

Table 7.1 Summary of multivariate logistic regression analyses: influence of IPV on 

delayed entry into prenatal care, postpartum depression and exclusive breastfeeding  

 

Variables 

Delayed entry 

into prenatal care 

Postpartum 

depression 

Exclusive 

breastfeeding 

Significant Significant Significant 

IPV before pregnancy    

   Physical IPV ✘ ✓  ✓  

   Sexual IPV ✘ ✘ ✘ 

   Psychological IPV ✘ ✘ ✘ 

IPV during pregnancy    

   Physical IPV  ✓ ✓  ✓ 

   Sexual IPV  

 
✘ ✓  ✘ 

   Psychological IPV  ✘ ✓  ✓  

IPV after pregnancy    

   Physical IPV   ✓  ✓  

   Sexual IPV   ✘ ✘ 

   Psychological IPV  ✘ ✓  
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Chapter 8 

Conclusion 

 

8.1 Introduction 

The key aims of this dissertation were to examine intimate partner violence 

(IPV) victimisation and its health consequences among pregnant women in Bangladesh. 

The contribution of this study for informing extant theory on IPV during pregnancy, the 

limitations of the study, and directions for future research are presented in this chapter. 

8.2 Research contribution 

A number of important contributions arise from the results of this study. 

Although the present study is not longitudinal, it nevertheless includes retrospective and 

time-ordered measures of IPV, thus offering some insight into longitudinal patterns of 

IPV around the time of pregnancy and related health consequences in Bangladesh. 

Findings from this study revealed that the prevalence of physical abuse before 

pregnancy for this particular cohort of women was 52.8%, while the comparative 

figures for during and after pregnancy were 35.2% and 32.2%, respectively. The 

corresponding figures for sexual violence were 21.1%, 18.5%, and 15.5%, and for 

psychological IPV were 67.4%, 65%, and 60.8%, respectively. These figures confirm 

that a considerable number of Bangladeshi women are at risk of experiencing IPV 

during the transition to parenthood. 

This study documents the co-occurring nature of different types of IPV, with the 

clear overlap of physical and psychological IPV. Psychological IPV is the most 

prevalent form of IPV at all times, and it routinely co-occurs with other forms of IPV. 
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Given this co-occurrence, even though the data showed declines in physical IPV for 

pregnant women, this had almost no impact on IPV exposure more broadly because co-

occurring psychological and sexual IPV did not show a similar decline. Moreover, 

physical and/or psychological IPV prior to pregnancy are important risk markers for 

continued exposure during pregnancy and beyond. 

This study is the first to identify a range of psycho-socio-cultural correlates of 

IPV victimisation among Bangladeshi women during pregnancy. Of particular note, 

findings from the study revealed that women with highly traditional gender role 

attitudes were at a significantly increased risk for physical, psychological, and any IPV 

victimisation during pregnancy. Additionally, pregnant women who reported limited 

social support and controlling husbands were at significantly increased risk for all types 

of IPV during pregnancy. Women with low self-esteem exhibited increased risk for 

physical and psychological IPV during pregnancy. Psychological IPV during pregnancy 

was also correlated with low decision-making autonomy and childhood exposure to 

violence. Women whose husbands demand a dowry at marriage were at increased risk 

of sexual IPV during pregnancy. 

This is the first study in Bangladesh to explore the influence of IPV 

victimisation on the delayed entry into prenatal care, experiencing postpartum 

depression, and mothers’ exclusive breastfeeding practices. Findings from the data 

revealed that physical IPV victimisation was one of the strongest determinants leading 

to late entry into prenatal care, experiencing postpartum depressive symptoms, and early 

cessation of exclusive breastfeeding. Maternal exposure to psychological IPV during the 

pregnancy and in the postpartum periods was also a strong predictor of early cessation 

of exclusive breastfeeding. Similarly, psychological IPV during pregnancy was a risk 

factor for experiencing postpartum depressive symptoms. 
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In addition, most of the socio-demographic variables in this study were found to 

have no significant influence on experiencing postpartum depression and early 

termination of exclusive breastfeeding. However, some of the socio-demographic 

variables significantly influence delayed entry into prenatal care. Therefore, this finding 

suggests that psycho-socio-cultural variables and experiences of IPV before, during, and 

after pregnancy play a significant role in delayed entry into prenatal care, experiencing 

postpartum depressive symptoms, and early discontinuation of exclusive breastfeeding 

among women in Bangladesh.  

8.3 Implications for the field 

This study contributes to the body of knowledge that has applied feminist 

theories, social learning theories, and evolutionary psychology theory in explaining IPV 

during pregnancy by examining the influence of correlates such as traditional gender 

role acceptance, women’s decision-making autonomy, childhood exposure to violence, 

witnessing parental violence in childhood, and husband’s controlling behaviours. The 

findings support the view that feminist theories are useful in explaining IPV during 

pregnancy that stems from limited decision-making autonomy, endorsement of 

traditional gender roles, and dowry demands at marriage. This study is also distinctive 

in its application of evolutionary psychology theory in explaining IPV during pregnancy 

as the results show that a husband’s controlling behaviour is mainly due to suspicion of 

infidelity and jealousy, and is associated with IPV during pregnancy. The results 

provide evidence that explanatory variables from each of these theories are relevant and 

that integrating these theoretical frames might offer a more complete theoretical model 

for understanding IPV victimisation during pregnancy in developing countries, 

including Bangladesh. Building from the results of this study, Figure 8.1 presents an 

integrated model of IPV around the time of pregnancy. 
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Findings from this study have policy implications for developing countries, 

including Bangladesh. Currently, IPV experienced by pregnant and postpartum women 

generally remains undetected by health professionals, particularly in low and middle-

income countries. Evidence confirms that IPV before and during pregnancy is a strong 

predictor of IPV during the postpartum period. Moreover, the strong association 

between IPV victimisation around the time of pregnancy and the likelihood that a 

mother will enter into prenatal care late, exhibit postpartum depression, and terminate 

exclusive breastfeeding early reinforces the need to conduct routine screening in 

prenatal care settings to identify women with a history of IPV or those currently 

experiencing IPV. Given adequate funding resources, a useful strategy would involve 

conducting routine screening at multiple times and places in the childbearing period, 

particularly during family planning, prenatal care, and postpartum care. 

Institutionalisation of effective intervention with multidisciplinary and multi-agency 

engagement involving health care providers, social services, voluntary organisations, 

victim support services, policy makers, lawmakers, and criminal justice systems would 

be the paramount objective of routine screening. Routine screening for detecting a 

history of both IPV and depression in perinatal care settings represents an important 

option because pregnancy is one of the few times when most women will visit a health 

care setting on several occasions. Through prenatal screening, this particular cohort of 

women could benefit from a range of help and support offerings. However, before 

introducing a screening program particularly in developing nations including 

Bangladesh, well-trained staff, referral pathways, and support agencies must be in place 

thereby ensuring the wellbeing and safety of abused women (WHO, 2013). 

The high prevalence rate of IPV, its association with delayed entry into prenatal 

care, experiencing postpartum depression, and early termination of exclusive 
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breastfeeding reflect the importance of acknowledging IPV as a significant public health 

concern in Bangladesh. Results from this study suggest that, along with a number of 

socio-demographic and psycho-socio-cultural factors, dealing with IPV around the time 

of pregnancy and during the postpartum period needs to be emphasised as one of the 

important psychosocial determinants for early entry into prenatal care, preventing 

postpartum depression, and the continuation of exclusive breastfeeding in developing 

countries. The findings from this study call for significant attention to the planning of 

health education programs on women’s health, and for the implementation of holistic 

interventions aimed at improving maternal health service utilisation, maternal mental 

health, and child health in South Asian countries, including Bangladesh. The findings 

also call for attention to the need for gender equality teaching and training at all levels 

in the educational curriculum. Involvement of mass media is necessary to create 

awareness of relevant laws, issues of gender inequality, human rights violations, and to 

encourage women’s empowerment in the family and in society. 

The Bangladesh government has introduced a range of specific laws in an effort 

to prevent and reduce violence against women, including the Domestic Violence Act 

(2010), the Prevention of Women and Child Repression Act (2000), the Cruelty to 

Women Ordinance (1983), and the Dowry Prohibition Act (1980; 1986). However, 

these laws have had little effect in protecting the rights of women and reducing IPV 

(Johnston & Naved, 2008). The complexity of causes and multiple manifestations of 

IPV suggest that a range of strategies is needed to prevent this social problem, and that 

there is not a ‘one-size-fits-all’ preventive measure. Clear policies are needed to 

promote increased access to education and enhanced paid employment opportunities for 

women. The findings from this study also emphasise formulating policy on promoting a 

balanced male–female role in family and community, engaging women in the family- 
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and community-level economic activities, and facilitating women’s increased access to 

instrumental, material, and social resources.  

The findings from this study also reinforce the importance of formulating 

policies on promoting specialised education and training for healthcare professionals 

including obstetricians, health workers, and midwives to recognise the signs and 

symptoms of IPV and offer responsive support to women experiencing IPV. This is 

vitally important because insufficient knowledge and training, and a lack of support for 

healthcare providers around the aspects of IPV play an adverse role, and make it more 

difficult for healthcare providers to recognise and understand it, and to provide support 

in situations of IPV (Baird & Mitchell, 2013; Baird, Saito, Eustace, & Creedy, 2015). 

The investment in and the presence of well-trained health practitioners need to be 

ensured in both private and government maternal health care settings to provide 

counselling services to women and their families. The development of and introduction 

of a new model of care for vulnerable families such as the ‘nurse-family partnership 

program’ or ‘home visitation program’ (Olds et al., 2004) which has been successfully 

introduced in other countries, could be initiated to provide support to women and their 

families through home visits by specially trained midwives/health workers from early 

pregnancy onwards.  

8.4 Limitations of the study 

Several limitations need to be considered when interpreting results of this study. 

To illustrate this, one case in point would be that due to the cross-sectional design of 

this study, it is not possible to gauge the exact temporal relationship between exposure 

to IPV and the outcomes of interest. While a cross-sectional design was suitable for the 

purpose of the present study, it does not offer strong support for establishing causality. 

With a cross-sectional design, inferences cannot be made from the results regarding 
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whether a particular factor causes an outcome or vice versa. Another weakness of the 

cross-sectional design is that results may be more limited in their generalisability to the 

sampled population.  An additional limitation was that the focus on ascertaining the 

prevalence of IPV was important but overlooked other measures of IPV such as the 

frequency of IPV incidents. Further research should examine additional measures of 

victimisation including the incidence, frequency, escalation, as well as multiple forms 

of victimisation. 

As noted earlier, the data were collected from only one district in Bangladesh. 

The findings, therefore, cannot be considered representative of the general population of 

Bangladesh. Given the budget and time constraints, it was not possible to include 

further districts using random selection to minimise selection bias. In addition, the 

vaccination centre-based recruitment could have systematically excluded severely 

abused women who were restricted from receiving vaccines for their children, or those 

women who took their children to private vaccination centres.  

Due to budget and time constraints, the researcher was only able to collect 

survey data on exposure to IPV before, during, and after pregnancy at a single period, 

instead of interviewing women at multiple periods longitudinally. The comparison of 

prevalence of different forms of IPV during pregnancy to those of the period of 12 

months before pregnancy and up to six months after pregnancy should be interpreted 

with caution. The difference in time-frames of IPV before (12 months just before 

pregnancy), during (minimum 9 months), and after pregnancy (maximum six months) 

made it difficult to precisely compare both the prevalence and influences of IPV across 

the three periods, given the unequal observation periods. Therefore, the study cannot 

exclude that the findings are biased by the different measurement periods of IPV. 

However, the present study includes retrospective and time-ordered measures of IPV, 
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thus providing some insight into longitudinal patterns of IPV before, during, and after 

pregnancy, and related health consequences among women in Bangladesh.  

Another weakness of this study was that a qualitative study was not conducted 

prior to the survey. Although the questionnaire was developed based on the available 

literature, qualitative work would have been useful to extract and apply women’s voices 

in the design of the study questionnaire, and especially, in choosing the key independent 

and dependent variables in the model.  

The low Cronbach alpha of sexual IPV was another important limitation of this 

study, although previously validated items in Bangladesh (Naved & Akhtar, 2008) were 

employed in the current study to measure sexual IPV. However, sexual IPV was 

included in this study to understand it’s consequences to the health and wellbeing of the 

women of Bangladesh. Finally, although a substantial numbers of predictors were 

included in this study; other important variables were not controlled for, such as the 

economic violence, health of the baby or difficult infant temperament. 

However, this study serves as a foundation for future research on this important 

issue to explore how IPV victimisation before, during, and after pregnancy affects the 

health and wellbeing of the women and children of Bangladesh. 

8.5 Future research directions 

Our complete understanding of the whole scope of intimate partner violence 

before, during, and after pregnancy continues to be developed. The findings from the 

present study not only strengthen knowledge and understanding of the nature and 

patterns of IPV in Bangladeshi culture but also expand the concept of IPV in health and 

nursing research in Bangladesh. The findings of this study provide opportunities for 

future research that are outlined below:  



217 
 

Firstly, more research utilising a longitudinal approach is warranted to examine 

how IPV victimisation not only before and during pregnancy but also after childbirth 

may change over time and affect women’s physical and mental health. It is also 

important to focus on the experiences of children within a violent relationship, and the 

impact of IPV on the children across the life-course. 

Secondly, a national-level study on IPV during pregnancy utilising a large 

representative sample is needed to develop a clearer insight into the prevalence, and 

correlates associated with IPV against pregnant women, abused women’s help-seeking 

behaviours, impact on maternal and neonatal health, as well as social support and 

welfare needs of abused women. 

Thirdly, further research using in-depth qualitative techniques is needed to 

augment the quantitative findings, understand the context, and identify barriers in help-

seeking. For example, this study revealed that dowry demands at marriage was 

significantly associated with only sexual IPV during pregnancy, although this study is 

unable to explain why only sexual IPV, but not physical and psychological IPV, was 

significant. Moreover, this research was unable to give an explanation for why 

witnessing of parental violence was not significant in experiencing IPV during 

pregnancy among women in Bangladesh. For these reasons, in-depth qualitative 

research is warranted to enhance understanding of these findings. Moreover, this study 

examined husband’s preference for a son to be a correlate for experiencing IPV during 

pregnancy. Similarly, the gender preference of the mother may influence her wellbeing 

and would be an issue for future research.  

Fourthly, studies that include interdisciplinary research teams with professionals 

such as physicians, midwives, nurses, mental health practitioners, legal authorities, and 

other related-service providers are necessary to ascertain a more holistic view of this 
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endemic problem. These types of research will help in identifying areas that need 

significant attention such as academic and training programs, and service delivery 

models. 

Fifthly, further research is needed to ascertain intimate partner violence before, 

during, and after pregnancy from both a male and female perspective to understand 

violence behaviour and develop effective intervention strategies. Finally, more action 

research or intervention studies at different levels may be useful in order to minimise 

the impact of IPV on the morbidity and mortality of the women and their children. 

Prevention, treatment, and rehabilitation of victims and perpetrators should be the main 

focus areas of intervention studies. 

8.6 Conclusion 

A key outcome from this study is the consistently high levels of exposure to 

varying forms of intimate partner violence for women during pregnancy as well as the 

consistent findings related to various risks factors. With each comparison and 

multivariate model, the results consistently showed high levels of female vulnerability 

and male privilege. The consistency of the findings illustrates and confirms the role of 

male power, control and entitlement over female partners in perpetrating IPV. These 

results have clear and pressing implications for both the health and safety of pregnant 

women in Bangladesh as well as the associated risks for their developing children. The 

findings also emphasise the importance of formulating policies on promoting a balanced 

male–female role in family and community, engaging women in family- and 

community-level economic activities, and facilitating women’s increased access to 

instrumental, material, and social resources because these initiatives have the added 

value of increasing women’s social support network, their self-esteem, and autonomy.  
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In summary, clear policy and practice responses are required to better safeguard 

the health and wellbeing of women and their children while recognising the important 

work to be undertaken in relation to the wider cultural context of gendered relationships 

in Bangladesh.  
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APPENDIX-E 

 সেবাদানকারী প্রতিষ্ঠান কন্টাক্ট নম্বর 

১. নারী ও তিশু তনর্ যািন প্রতিররাধ ন্যিনাল সেল্পলাইন সেন্টার  সেল্পলাইন নম্বর ১০৯২১ 

২. ওয়ান স্টপ ক্রাইতেে সেন্টার, ঢাকা সেতিরকল করলজ েেতপটাল  সটতলর ানঃ ০২-৯৬৬৪৬৯৯, 

সোবাইলঃ ০১৭১৩৪২৩৪৯০ 

৩. ন্যািনাল ট্রো কাউরেতলিং সেন্টার সটতলর ানঃ ০২-৮৩২১৮২৫, 

সোবাইলঃ ০১৭১৩১৭৭১৭৫ 

৪. সরারকয়া েদন সেল্টার এন্ড তররেতবতলরটিন সেন্টার, বািংলারদি েতেলা পতরষদ সটতলর ানঃ ৯৫১১৯০৫, 

৯৫৮২১৮২ 

৫. বািংলারদি জািীয় েতেলা আইনজীবী েতেতি সটতলর ানঃ ৮১১২৮৫৮, 

৮১২৫৮৬৬, ৯১৪৩২৯৩,  

সোবাইলঃ ০১৭১১৮০০৪০০  

৬. আইন ও োতলে সকন্দ্র। ০২-৮১০০১৯২, ৮১০০১৯৫, 

৮১০০১৯৭, সোবাইলঃ 

০১৭১৪০২৫০৬৯ 

৭. নারীপক্ষ সটতলর ানঃ ০২-৮১১৯৯১৭, 

০২-৮১১৬১৪৮ 

৮. বািংলারদি তলগাল এইি এন্ড োতভ যরেে ট্রাস্ট (ব্লাস্ট) সটতলর ানঃ ০২-৮৩৯১৯৭০-২ 

৯. বািংলারদি উইরেন’ে সেলথ সকায়াতলেন সটতলর ানঃ ৯১৩১৬৮১-২, 

সোবাইলঃ ০১৮১৭৫৮৩৪০৩ 

১০. এতেি োভ যাইভরে  াউরন্ডেন সোবাইলঃ ০১৭১৩০১০৪৬১ 

১১. তভকটিে োরপাট য সেন্টার,   াে য সগইট, ঢাকা সটতলর ানঃ ৯১১০৮৮৫, 

সোবাইলঃ ০১৭৪৫৭৭৪৪৮৭ 

১২. ঢাকা আেোতনয়া তেিন। সটতলর ানঃ ০২-৮১১৯৫২১-

২২, ৯১২৩৪০২, ৯১২৩৪২০ 
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