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Do maternal depression and self-esteem moderate and mediate the association between 
intimate partner violence after childbirth and postpartum suicidal ideation? 

 

Abstract 

Intimate partner violence (IPV) during the perinatal period is believed to have an adverse 

effect on maternal mental health. Given the risks of suicide and related public health 

concerns, the aim of this study is to examine: 1) the association of experiencing physical, 

psychological, and sexual IPV after childbirth on postpartum suicidal ideation (SI); and 2) 

whether postpartum depression and self-esteem act to mediate or moderate the relationship 

between IPV and postpartum SI. A cross-sectional survey was conducted from October 2015 

to January 2016 in the Chandpur District of Bangladesh among 426 new mothers, aged 15–49 

years, who were in the first six months postpartum. Multivariate logistic regression models 

were used to examine the association between experiencing IPV and postpartum SI, 

controlling for a range of other known influences. The prevalence of postpartum SI was 

30.8%. Accounting the influence of other confounders, the odds of postpartum SI were 

significantly higher among women who reported physical IPV victimization (AOR: 2.65; 

95% CI = 1.36, 5.18) at any point during the first six months following childbirth as opposed 

to those who did not. In addition, postpartum depression increased postpartum SI, while high 

self-esteem significantly reduced reports of SI. Both postpartum depression and maternal self-

esteem notably mediate and moderate the effect of physical IPV after childbirth on 

postpartum SI. The findings illuminate that IPV victimization after childbirth significantly 

increases the odds of postpartum SI. This study reinforces the need to detect women with a 

history of IPV who may be at risk for SI, not only to offer them help and support but also to 

prevent or reduce SI. 

 

Keywords: Intimate partner violence; women’s mental health; postpartum suicidal ideation; 

postpartum depression; self-esteem; Bangladesh. 
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Introduction 

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

of new challenges and adjustments within a family (Bost, Cox, Burchinal, & Payne, 2002; 

Deave, Johnson, & Ingram, 2008). Culturally, for most women and their families; pregnancy, 

childbirth, and parenting are viewed as a time of great joy and happiness. At the same time, 

pregnancy and the transition to parenthood can be stressful and anxiety-provoking life events 

(Bondas & Eriksson, 2001; Islam, Broidy, Baird, & Mazerolle, 2017b), and during this 

period, many women experience perinatal mental health problems, including antenatal 

depression, postpartum depression, anxiety, posttraumatic stress disorder, and suicidality 

(Almond, 2009; Fisher et al., 2012). Maternal suicidality is the most severe mental health 

outcome to manifest in the postpartum period, and is a critical contributor to maternal 

mortality worldwide (Oates, 2003; Palladino, Singh, Campbell, Flynn, & Gold, 2011; World 

Health Organization, 2014). Recent evidence suggests that suicide is the seventh leading 

cause of maternal mortality within six months postpartum (Cantwell et al., 2011), accounting 

for 20% of maternal postpartum deaths (Lindahl, Pearson, & Colpe, 2005). Such fatal events 

in the perinatal period are especially notable because they impact the growth and development 

of the baby, and the function of the family as well as the community as a whole (Gold, Singh, 

Marcus, & Palladino, 2012; Muzik, Brier, Menke, Davis, & Sexton, 2016). Therefore, 

addressing maternal perinatal mental health problems is crucial to achieving the health and 

development goals stated in the Sustainable Development Goals (United Nations Secretary-

General, 2015; WHO, 2014). 

Suicidal ideation (SI) — a terminology used in the medical and psychological arena to 

characterize an individual’s thoughts of suicide — is a precursor to attempted and completed 

suicide, and common during pregnancy and the postpartum period (Tabb et al., 2017). SI is an 

important predictor of suicidal behaviour because suicidal thoughts influence suicidal 

behaviour. This highlights the importance of better understanding the pathways to SI, which 

can ultimately help better identify pathways to suicide. Although the rate of attempted and 
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completed suicides is reportedly lower among pregnant and postpartum women than in the 

general population of women, it is not trivial; estimated at approximately 4–15% worldwide 

(Lindahl, Pearson, & Colpe, 2005; Newport, Levey, Pennell, Ragan, & Stowe, 2007) with 

varying risk factors.  

A range of risk factors are associated with suicidal behaviors during the perinatal 

period. Previous  research on suicide demonstrates the influence of a number of individual 

and contextual factors, including younger age, unmarried status, unemployment, low 

educational attainment, unintended pregnancy, maternal and infant health status, lack of social 

support, low self-esteem, experience of childhood abuse, a history of self-harm or suicide 

attempts, alcohol or drug abuse, and psychiatric disorders (Amiya, Poudel, Poudel-Tandukar, 

Pandey, & Jimba, 2014; Czeizel, 2011; Gavin, Tabb, Melville, Guo, & Katon, 2011; Kim et 

al., 2014; Mauri, Oppo, Borri, & Banti, 2012; Pinheiro et al., 2012). While some of these 

factors are well established, recent evidence introduces that intimate partner violence (IPV) 

around the time of pregnancy as one of the potential psychosocial risk factors for suicide and 

SI during the perinatal period (Alhusen, Frohman, & Purcell, 2015; Gold, Singh, Marcus, & 

Palladino, 2012; Gulliver & Fanslow, 2013; Tabb et al., 2017). Not only do we need more 

studies validating this finding from a public health perspective, but it is also important to 

identify malleable factors that mediate or moderate the relationship between experiencing IPV 

around the time of pregnancy and subsequent postpartum SI. These factors represent potential 

intervention targets for suicide prevention programs geared towards new mothers 

experiencing IPV and thus, at risk for SI.  

IPV and suicidality around the time of pregnancy: Links and consequences 

IPV is the most frequent form of violence against women, and includes acts of 

physical, sexual and emotional coercion, as well as controlling behaviors by an intimate 

partner or husband (World Health Organization, 2013). Regrettably, pregnancy and childbirth 

do not offer women protection against experiencing IPV (Devries et al., 2010; Islam, Broidy, 
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Baird, & Mazerolle, 2017a; James, Brody, & Hamilton, 2013). 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). New mothers are also at increased risk for IPV (Adesina, 

Oyugbo, Oladokun, & Olubukola, 2011; Woolhouse, Gartland, Hegarty, Donath, & Brown, 

2012) with a prevalence ranging from 2% to 25% (Saito, Creedy, Cooke, & Chaboyer, 2012). 

Evidence suggests that IPV around the time of pregnancy may escalate in frequency (Martin 

et al., 2004) and severity (Brownridge et al., 2011). Experiencing IPV in the postpartum 

period is linked to negative health and parenting practices among mothers, parental stress, 

infant temperament, and children’s cognitive and behavioural problems (Gold, Singh, Marcus, 

& Palladino, 2012; Muzik, Brier, Menke, Davis, & Sexton, 2016; Tsai, Tomlinson, 

Comulada, & Rotheram-Borus, 2016). Thus, IPV around the time of pregnancy has been 

considered as a threat to the health of the women in general, and to women and infants during 

the postpartum period, in particular (World Health Organization, 2013). 

A growing number of studies have revealed a positive relationship between IPV 

around the time of pregnancy and experiencing perinatal mental health problems (Howard, 

Oram, Galley, Trevillion, & Feder, 2013; Islam, Broidy, Baird, & Mazerolle, 2017b; Leiner, 

Compton, Houry, & Kaslow, 2008; Tsai, Tomlinson, Comulada, & Rotheram-Borus, 2016). 

More specifically, experiencing IPV, particularly physical IPV can considerably elevate levels 

of post-traumatic stress disorder and depression, which may contribute to greater risk for SI 

(Almond, 2009; Pico-Alfonso et al., 2006). Previous studies have revealed a significant 

association between low self-esteem and SI and suicide attempts in women, as well as 

depression and hopelessness (Sharaf, Thompson, & Walsh, 2009). Prior work suggests that 

low self-esteem intensifies the influence of IPV victimization on mental health and SI, and 

high self-esteem act as a protective buffer against IPV and SI (Bodnar-Deren, Klipstein, 

Fersh, Shemesh, & Howell, 2016; Brausch & Decker, 2014; Islam, Broidy, Baird, & 
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Mazerolle, 2017b; Islam, Mazerolle, Broidy, & Baird, 2017; Joiner, 2005; Muzik, Brier, 

Menke, Davis, & Sexton, 2016).  

Woman’s lowered sense of self-esteem creates a feeling of guilt, shame, unworthiness, 

helplessness, and a negative perception of the self that ultimately increase her frustration, 

depression, and motivational impairment of problem-solving ability (Deyessa et al., 2009). 

According to the Joiner’s (2005) Interpersonal-Psychological Theory of Suicide, the 

likelihood of having thoughts of suicide is greater when individuals have the desire to die, and 

the desire for death is influenced by two perceived psychological states: thwarted 

belongingness and perceived burdensomeness. The former refers to feelings of social 

isolation, alienation, and being detached from social networks, whilst the latter refers to the 

belief that the self is so incompetent (low self-esteem ) that one’s existence is a liability for or 

a burden on others (Ribeiro & Joiner, 2011). This theory also posits that an individual will act 

on that desire only if he or she has an ‘acquired capability’ to do so, and this capability is 

developed by repeated exposure to painful and provocative events that act to increase pain 

tolerance and reduce the fear of death (Joiner, 2005; Ribeiro & Joiner, 2011). Muzik et al. 

(2016) have stated that exposure to pain and life stressors potentially increases the likelihood 

of suicide owing to the process of becoming habituated to fearful or painful stimuli, which 

may diminish death-related apprehension. IPV may be a precursor to developing ‘acquired 

capacity’ (Joiner, 2005), and the experience of IPV around the time of pregnancy may 

heighten stress levels among women, ultimately contributing to postpartum depression 

(Leung, Martinson, & Arthur, 2005; Rodríguez et al., 2010; Wang & Chen, 2006; Wang, 

Jiang, Jan, & Chen, 2003). Past research also reveals perinatal SI among women with 

comorbid depression (Alhusen, Frohman, & Purcell, 2015; Siegel & Brandon, 2014; Tabb et 

al., 2013). Thus, it is important to examine possible interactions among IPV, self-esteem, and 

postpartum depression on postpartum SI.  
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In spite of the fact that research regarding the association between IPV and SI in the 

general population is advancing, significant gaps still remain. Few studies have examined 

whether IPV victimization during the transition to parenthood impacts the likelihood of a 

mother’s SI in the postpartum period (Fonseca-Machado, Alves, Haas, Monteiro, & Gomes-

Sponholz, 2015; Rochat, Bland, Tomlinson, & Stein, 2013). In their recent review of studies 

assessing the relationship between IPV during pregnancy and maternal mental health 

disorders in high- and low-income countries, Fonseca-Machado et al. (2014) found no studies 

investigating the association between IPV and SI. Although previous studies have revealed a 

possible association between IPV and SI in reproductive-aged women in high-income 

countries, only a limited number of studies have explored the extent of this association in low- 

and middle-income countries where approximately 76% of suicides occur (WHO, 2014). 

Furthermore, very few studies have accounted for potential confounders, such as self-esteem, 

which can predict both postpartum depression and IPV victimization in the postpartum period 

(Islam, Broidy, Baird, & Mazerolle, 2017b). Therefore, further research is required to better 

understand the mechanisms involved in the relationship between IPV around the time of 

pregnancy and postpartum SI. 

The current study 

Although South Asia has the highest proportion of maternal deaths for various 

reasons, very few studies have investigated the association between IPV victimization and SI 

in this context. In relation to Bangladesh, only one study (see Naved and Akhter (2008)) has 

explored the association between lifetime IPV victimization and SI among reproductive-aged 

women, and another study by Gausia et al. (2009) has revealed that IPV victimization before 

or during pregnancy is a determinant of antenatal SI. However, Gausia et al. (2009)’s study 

has not considered some key psychosocial factors such as self-esteem, postpartum depression 

and childhood sexual abuse. We are not aware of any studies from South Asia that have 

particularly examined the influence of IPV victimization in the postpartum period on 
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postpartum SI, despite this being a very critical period for maternal and child health. Given 

the devastating consequences of postpartum IPV victimization for women and children 

including difficulties in the maternal-infant bonding, and disturbances in child development 

(Gold, Singh, Marcus, & Palladino, 2012; Muzik, Brier, Menke, Davis, & Sexton, 2016), 

identifying mediators and moderators in relation to abuse after childbirth and postpartum SI is 

important in broadening our understanding of SI and for predicting who is at the greatest risk 

for postpartum SI. To date, it is unclear whether the relation between IPV victimization and 

SI in the postpartum period is moderated by the same factors that operate in the general 

population or whether there are other specific moderators that need to be considered for 

postpartum SI. To further contribute to this important knowledge base, the aim of the current 

study is to examine: 1) the association of experiencing physical, psychological, and sexual 

IPV after childbirth with postpartum SI; and 2) whether postpartum depressive symptoms and 

self-esteem act to mediate or moderate the relationship between IPV and postpartum SI. The 

current study included self-esteem as a protective factor that may mediate or moderate the 

relationship between IPV and SI. The study also considered the additional risk for SI that 

postpartum depression might introduce among women who experience IPV. Taking into 

account these interaction effects, it is also possible that IPV impacts on SI by reducing 

women’s self-esteem and increasing depression. Particularly considering the high rates of IPV 

in Bangladesh, examining the connection between IPV victimization around the time of 

pregnancy and postpartum SI in women of Bangladesh is imperative for early detection and 

targeted preventative measures to support at-risk women.  

Methods 

Setting and participants 

A cross-sectional survey of new mothers was conducted from October 2015 to January 

2016 in two upazilas (sub-district) of the Chandpur district of Bangladesh. Women who 

turned up the Expanded Program on Immunization (EPI) centers to receive immunization 
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services for their children were the target population for this study. Eligibility criteria for 

selecting subjects were married women between 15–49 years of age currently living with their 

husbands, and who had at least one baby aged six months or younger.  

Data collection 

The necessary sample size for this study was estimated to be approximately 426 to 

obtain a 95% confidence interval with a 5% margin of error around a prevalence estimate of 

48%. On the basis of previous studies, approximately 48% of women have experienced 

physical and/or sexual IPV in Bangladesh (NIPORT et al. 2009). A multistage random 

sampling procedure was adopted to draw samples. Step by step, two Upazilas (sub-district), 

10 Unions (i.e. the administrative unit of an Upazila, 5 Unions per upazila), and 80 EPI or 

vaccination centers (8 EPI centers per Union) were randomly chosen to implement the survey. 

EPI centers were selected from a Union-wide EPI center lists collected from the Upazila 

Health Complex (i.e. regulator of all EIP centers). After choosing Unions randomly, starting 

with the second EPI center on the list, every third center was selected for the study. Instead of 

households, EIP centers were chosen because they represent a safe and private setting, and 

husbands usually do not accompany their wives to these centers (Mohammadhosseini, 

Sahraean, & Bahrami, 2010). 

Two local female interviewers, with knowledge and experience in anthropology, 

sociology, and quantitative data collection procedures, were recruited for data collection. The 

project PI provided a two-day intensive training to interviewers on many important issues, 

including questionnaire and interview techniques, mechanism of handling sensitive questions, 

ethical issues, confidentiality, and the safety precautions of both interviewers and respondents 

in the study. The questionnaire was developed in English but then translated into the local 

language (i.e. Bengali) by the project PI, who is a native of Bangladesh but also fluent in 

English. The Bengali version was verified by a bilingual senior academician specializing in 

the Bengali language and cultural anthropology, and also was very conversant in English. 
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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 feedback and responses from the pilot study, the format 

of the questionnaire was revised, a number of sections were reorganized and the wording of 

some questions was modified. In a safe and private room, interviewers conducted face-to-face 

structured interviews with eligible women who agreed to participate in the study. Spending 

one day at each of the selected EPI centers, interviewers approached every mother, and 

invited each of the eligible women to partake in the study. In total, 453 postpartum mothers 

were approached to reach the desired sample size, yielding a response rate of 94%. 

Each interview required approximately 40–50 minutes. Most women usually come to 

the EPI centers leaving their household works, even possibly taking leave from their 

employers. Therefore, each participant received a modest monetary ‘thank-you gift’ (500 

Bangladeshi Taka (BDT) ~ 6.50 USD) as a partial compensation for their time. Moreover, 

each respondent was provided with a brochure containing information on community 

resources on IPV and mental health, including helplines, phone numbers, legal services, 

which they could access free of charge from government facilities and from NGO’s with a 

nominal charge. Taking safety issues into account, the respondents were cautioned not to take 

the brochure home if it made them feel unsafe to do so, but rather to leave it with a close 

family member or friend. 

The women were informed 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 centers. Primary counseling services and referrals to local social and 

psychological services were offered to women who reported IPV victimization. Moreover, 

women who scored ≥10 on the Edinburgh Postpartum Depression Scale (EPDS) were referred 

to the nearby District Hospital for further follow-up (Gausia, Fisher, Ali, & Oosthuizen, 

2008).  
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Ethical considerations 

Ethics approval was received from the National research ethics committee of 

Bangladesh Medical Research Council (BMRC/NREC/2013-2016/305) and Griffith 

University Human Research Ethics Committee (CCJ/41/14/HREC) before conducting the 

study. The study was also undertaken following the WHO’s ethical issues for violence 

research guidelines (Ellsberg, Heise, Pena, Agurto, & Winkvist, 2001). In consideration of the 

sensitive nature and cultural context of the study, interviewers received a verbal informed 

consent from each respondent by explaining the objectives of the survey, the confidentiality 

of the interview, and the respondents’ rights to withdraw from the study at any time without 

consequences.  

Measures 

Suicidal ideation 

The main outcome of the present study was postpartum SI assessed by using question 

10 of the Bangla version of the Edinburgh Postpartum Depression Scale (EPDS) (Cox, 

Holden, & Sagovsky, 1987). This suicidal ideation item is widely accepted as an indicator of 

suicidal, rather than non-suicidal self-harm (Alhusen, Frohman, & Purcell, 2015; Howard, 

Flach, Mehay, Sharp, & Tylee, 2011; Sit et al., 2015). This question asks respondents 

whether, in the past 7 days, ‘the thought of harming herself or suicide has occurred to her’. 

Response categories range from 0 to 3 (‘never’ = 0, ‘hardly ever’ = 1, ‘sometimes’ = 2, or 

‘yes, quite often’ = 3). Consistent with other studies definition using the EPDS, women who 

responded with a 2 or 3 on this question were categorized as exhibiting SI (Alhusen, 

Frohman, & Purcell, 2015; Howard, Flach, Mehay, Sharp, & Tylee, 2011; Sit et al., 2015). 

Postpartum SI was then categorized as: no = 0 and yes = 1. 

Intimate partner violence 

For the purpose of the study ‘intimate partner’ refers to the respondent’s current 

spouse. IPV was measured using a modified version of domestic violence questionnaire of the 
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WHO Multi-country study which has been validated for use in Bangladesh and other 

countries (Garcia-Moreno, Jansen, Ellsberg, Heise, & Watts, 2005). A woman was coded as 

having experienced physical IPV if she reported to any one of the following seven 

behaviours: (1) pushing, shaking, or throwing something at her; (2) slapping; (3) twisting her 

arm or pulling her 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. Each woman was asked if she had 

experienced any of these indicators of physical IPV after the birth of her last baby. In the 

present study, the Cronbach’s α for this measure was .078.   

Sexual IPV was measured if the woman 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. For example, one of the sample questions 

includes “After this childbirth, has your husband physically forced you to have sexual 

intercourse with him even when you did not want to?” Due to small numbers of items 

comprising the scale (n = 3) in the present study, the Cronbach’s alpha for sexual IPV was 

0.47, which is slightly lower when compared to the 0.66 reported in the WHO Multi-country 

study (Garcia-Moreno, Jansen, Ellsberg, Heise, & Watts, 2006).   

 Psychological violence was assessed by at least one positive answer to questions 

asking whether or not the respondent’s husband 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. For example, in the present study, the Cronbach’s α for 

psychological IPV was 0.75.    

Binary variables were created as no (= 0) and yes (= 1) to estimate the prevalence of 

physical, sexual, and psychological IPV after childbirth. For example, to measure the 

prevalence of physical IPV, a woman’s responses across the seven items on physical IPV 
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after childbirth were summed. If she had not experienced any physical IPV, received a 0, and 

if she had experienced one or more acts of physical IPV, received a 1. Sexual and 

psychological IPV were estimated following the same procedure.  

 

Intervening Mechanisms—postpartum depression and self-esteem 

Depression. The EPDS was used to measure postpartum depression, which was 

hypothesized to mediate or moderate the influence of IPV on SI. This measure has 10 items 

with four response categories scored from 0 to 3. However, since item 10 is used to measure 

SI, we removed it from the depression measure, and used the other 9 items to assess post-

partum depression. Postpartum mothers were asked whether they experienced a range of 

depressive symptoms in the seven days preceding the interview (Islam, Broidy, Baird, & 

Mazerolle, 2017b). A higher score refers to higher depressive symptoms. The EPDS cannot 

confer a diagnosis of depression, however, 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 9 points in the 

present study to classify women as non-depressed (score <9 = 0) and depressed (score ≥9 = 1) 

because we removed item 10 from the depression measure. In the present study, the 

Cronbach’s α for this scale was 0.90.   

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 (1 = strongly disagree, 2 = disagree, 3 = agree, and 4 = strongly 

agree). After reverse scoring for some items, total score ranges from 0–30. Higher scores refer 

to higher self-esteem. The Bangla version of RSES was validated in Bangladesh (Islam, 

Broidy, Baird, & Mazerolle, 2017b; Uddin, Islam, & Asaduzzaman, 2012). No predetermined 

cut-points for low self-esteem exist (Isomaa, Vaananen, Forojd, Kaltiala-Heino, & Marttunen, 
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2013). However, the cut-off score was set for this analysis at 15 points to classify women with 

low self-esteem (score <15 = 0) versus high self-esteem (score ≥15 = 1) following the 

guidelines of some organizations (The Participation and Quality of Life Tool-Kit, 2016; 

W.W. Norton and Company, 2016). In this study, the internal consistency for this scale was 

very good (Cronbach’s α = .84). 

Sociodemographic, reproductive, and psychosocial characteristics 

Measures of sociodemographic, reproductive, and psychosocial variables were 

included in the analyses as control variables. Theoretically and empirically associated socio-

demographic variables (Gelaye, Kajeepeta, & Williams, 2016) were included in this study to 

control for their influence on the postpartum SI. The maternal age during the last pregnancy 

was grouped into three categories, roughly representative of adolescence (14–18 years = 0), 

young adulthood (19–24 years = 1), and adulthood (25 years and over = 2). The maternal 

education level was classified with regard to the formal education system of Bangladesh: no 

education (0 year s= 0), primary (1–5 years = 1), and secondary and higher (6 years or 

more=2). Family monthly income was categorized according to the national average of 

Bangladesh (8500 BDT ~ 109 USD) as ≤ 8500 BDT (= 0) versus > 8500 BDT (= 1).  

Theoretically and empirically associated reproductive characteristics (Gausia, Fisher, 

Ali, & Oosthuizen, 2009; Gavin, Tabb, Melville, Guo, & Katon, 2011; Mauri, Oppo, Borri, & 

Banti, 2012; Pinheiro et al., 2012) such as pregnancy intention (unintended = 0, intended = 1), 

parity (primiparous = 0, multiparous = 1), complications during childbirth (no = 0, yes = 1), 

maternal general health status (good = 0, fair = 1, bad = 2), and husband’s preference for a 

son while delivered a daughter (no = 0, yes = 1) were included in the study.  

Childhood sexual abuse. A woman was coded as having experienced childhood 

sexual abuse if she had ever been forced to have sex, kissed, or forced to undress or perform 

sexual acts against her will before 15 years of age. Respondents answered either no (0) or yes 

(1). 
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Social support. We controlled for social support given its protective impacts on 

mental health in general and SI in particular (Brausch & Decker, 2014; da Cunha Coelho et 

al., 2014; Peltzer, 2015; Pinheiro et al., 2012). Chan et al.(2011) adopted 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. These items have been described in detail elsewhere 

(Islam, Baird, Mazerolle, & Broidy, 2017). The total score was derived by summing all items, 

with higher scores indicating greater social support (instrument range: 10–40). For the 

analysis, total scores were categorized into low, medium, and high levels of social support by 

tertiles. More specifically, women with total scores in the bottom third tertile 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 items 

showed good internal consistency in the present study (Cronbach’s α = .90).  

Statistical analyses 

Coding and analyzing the data was performed using SPSS version 22.0 for Windows 

(SPSS Inc., Chicago, IL, USA). Descriptive statistics were calculated for mother’s postpartum 

SI, IPV experiences as well as other control variables. Analysis of this study proceeded in two 

stages. First, a series of cross-tabulations were conducted to assess the bivariate associations 

between postpartum SI and the relevant covariates and controls, and report chi-squares as our 

measure of significance. A two-tail p-value of <.05 was set to refer the level of statistical 

significance for all analyses. A series of multivariate logistic regression models were then 

estimated to assess the strength of any association between each of the IPV variables and 

postpartum SI, controlling for other known variables. The multicollinearity of the variables 

was checked by inspecting the variance inflation factors (VIF’s<2.5), but there was no 

evidence that this was a problem. To evaluate the influence of different forms of IPV on the 
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odds of postpartum SI, four adjusted multivariate logistic regression models were estimated— 

one for each type of IPV to determine the independent effect of different types of IPV on 

postpartum SI (Table 2, Models 1–3), and one model for all types of IPV together to evaluate 

the influence of each type of IPV, controlling for the other (Table 2, Model 4).  

We performed another set of multivariate analyses to assess whether women’s 

postpartum depressive symptoms and low self-esteem mediate or moderate any relationship 

between IPV after childbirth and postpartum SI. In the first instance (mediation), we 

introduced postpartum depression and self-esteem into the model to see if any association of 

IPV with postpartum SI attenuated once postpartum depression and self-esteem were taken 

into account (Table 2, Model 5). In the second instance (moderation), we included an 

interaction term for postpartum depressive symptoms and IPV after childbirth, and assessed 

whether experiencing postpartum depressive symptoms exaggerates the impact of IPV on 

postpartum SI (Fig. 2). Additionally, we included an interaction term for self-esteem and IPV, 

and examined whether the interaction of self-esteem and IPV after childbirth was such that 

the effect on IPV is greater for women with less self-esteem (Fig. 3). For assessing the 

interaction effect, we only considered physical IPV because one of our recent studies (XXX) 

have revealed that only physical IPV has a direct effect on postpartum depression and other 

studies have demonstrated that high self-esteem act as a protective buffer against physical 

IPV (Islam, Mazerolle, Broidy, & Baird, 2017; Loft Abadi, Ghazinour, Nojomi, & Richter, 

2012).    

Results 

Profile of the respondents 

Table 1 displays the socioeconomic and demographic characteristics of the women in 

our sample. Just less than half of the women (43.9%) were 19–24 years old during their most 

recent pregnancy, approximately 8.2% of women had no formal education, and about 38.3% 

women had an average monthly income less than or equal to the national average. One-fourth 
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of the women’s most recent pregnancies were unintended, about 16.2% of women had 

complications during childbirth, and 35.2% of women reported postpartum depressive 

symptoms. Furthermore, approximately 41% of women had only one child1, and 20.4% of 

women had husbands whose preference was for a son, while the mother delivered a daughter.  

Table 1 Sociodemographic and other characteristics of women, and bivariate association of 
these characteristics with postpartum SI (N=426) 
 

Characteristics n (%) 
Suicidal ideation 

% p-value 
Socio-demographic characteristics    
Maternal age during pregnancy    
   14–18 106 (24.9) 31.1 .20 
   19–24 187 (43.9) 26.7  
   ≥ 25 133 (31.2) 36.1  
Maternal education    
   No formal education 35 (8.2) 51.4 <.001 
   Primary education 104 (24.4) 51.0  
   Secondary and higher education 287 (67.4) 20.9  
Family monthly income, Bangladeshi Taka    
   ≤8500 163 (38.3) 46.0 <.001 
   >8500 263 (61.7) 21.3  
Reproductive characteristics    
Parity    
   Primiparous 175 (41.1) 28.6 .42 
   Multiparous 251 (58.9) 32.3  
Pregnancy intention¥    
   Unintended 107 (25.1) 38.3 .05 
   Intended 319 (74.9) 28.2  
Complications during childbirth    
   No 357 (83.8) 31.1 .73 
   Yes 69 (16.2) 29.0  
Maternal health status    
   Good 247 (58.0) 25.9 .03 
   Fair 135 (31.7) 35.6  
   Bad 44 (10.3) 43.2  
Husband preferred a son while delivered  a daughter    
   No  339 (79.6) 27.7 .01 
   Yes 87 (20.4) 42.5  
Psychosocial characteristics    
Childhood sexual abuse    
   No 364 (85.4) 28.0  
   Yes 62 (14.6) 46.8 .003 
Postpartum depressive symptoms    
   Non-depressed 276 (64.8) 9.4 <.001 
   Depressed 150 (35.2) 70.0  
Social support    
   Low 128 (30.0) 58.3 <.001 
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Characteristics n (%) 
Suicidal ideation 

% p-value 
   Medium 158 (37.1) 29.6  
   High 140 (32.9) 1.5  
Self-esteem    
   Low 249 (58.5) 51.0 <.001 
   High 177 (41.5) 2.3  
Physical IPV after childbirth    
   No 289 (67.8) 12.8 <.001 
   Yes 137 (32.2) 68.6  
Sexual IPV after childbirth    
   No 360 (84.5) 27.2 <.001 
   Yes 66 (15.5) 50.0  
Psychological IPV after childbirth    
   No 167 (39.2) 3.6 <.001 
   Yes 259 (60.8) 48.3  
 Total 30.8  

¥ Intended: live birth wanted at the time of conception or unintended: live birth wanted later or 
not at all. 

 
Prevalence of IPV and postpartum SI 

Overall, approximately 64% of women in this sample reported any IPV victimization 

during the postpartum period (see Table 1). More specifically, the prevalence of physical IPV 

after childbirth was 32.2%. The most common form of IPV reported by the women was 

psychological IPV after childbirth (60.8%), and the least common form was sexual IPV 

(15.5%).  

 

Fig.1 Postpartum SI and experience of IPV after childbirth 
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Out of 426 respondents, 131 indicated that either “quite often” or “sometimes” had 

thoughts of harming themselves, which translates into 30.8% prevalence for SI among these 

post-partum women. As shown in Fig. 1, those who reported SI symptoms were also more 

likely to report psychological, physical and sexual IPV after childbirth. It is notable that 

amongst respondents reporting suicidal ideation “quite often”, all of them had also 

experienced psychological IPV. 

IPV and postpartum SI: Bivariate associations 

The results of the bivariate analysis illustrated several significant differences in the 

likelihood of postpartum SI as a function of sociodemographic, reproductive, and 

psychosocial characteristics (see Table 1). As expected, physical, sexual, and psychological 

IPV after childbirth were all significantly linked with postpartum SI among the women in this 

sample. On an average, 68.6% of women who experienced physical IPV, 50% of those who 

experienced sexual IPV, and 48.3% of women who experienced psychological IPV after 

childbirth also reported postpartum SI. Bivariate outcomes also underscore the significance of 

controlling for other covariates that influence women’s likelihood of postpartum SI. We 

directly test these relationships with multivariate models that are detailed below. 

IPV and postpartum SI: Multivariate analysis 

Results reported in Table 2 demonstrate outcomes of multivariate models investigating 

the impacts of IPV on postpartum SI controlling for a number of covariates included in the 

survey. Each type of IPV after childbirth was examined separately (Table 2, Models 1–3), 

then jointly (Table 2, Model 4). Analyses then assessed whether the inclusion of postpartum 

depression and self-esteem mediated any effects of IPV on postpartum SI (Table 2, Models 

5). Given overlap across types of IPV, the combined model allows us to evaluate whether the 

impact of any specific type of IPV holds controlling for other forms of IPV. Models 1–3 

demonstrate that physical and psychological IPV following childbirth significantly impacted 

postpartum SI, and only physical IPV remained significant in the full model (Table 2, Model 

5). After childbirth, women with no physical IPV were 2.78-fold more likely to have 
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postpartum SI than women who were not exposed to such violence. Childhood sexual abuse 

was not significant in the full model (Model 5). In addition, sexual IPV did not significantly 

impact the odds of postpartum SI, this may be an artefact of the low rate of postpartum sexual 

IPV compared to the other two forms of IPV we examined.  

We also examined whether the relationship between IPV and postpartum SI was 

partially mediated by postpartum depression and self-esteem. Results in Model 5 indicate that 

postpartum depression increased the odds of postpartum SI, and high self-esteem significantly 

reduced the odds of postpartum SI. More notably, the inclusion of postpartum depression and 

self-esteem in the model significantly reduced the impact of physical IPV after childbirth on 

postpartum SI. This indicates that part of the reason postpartum IPV is correlated with SI is 

due to its influence on depression and self-esteem among postpartum women.
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Table 2: AORs for the association between IPV victimization after childbirth and the postpartum SI (N=426) 

Independent variable Postpartum SI, AOR (95% CI)  
Model 1 Model 2 Model 3 Model 4  Model 5 (Full 

 Physical IPV after childbirth      
   No 1.00 - - 1.00 1.00 
   Yes 7.20 (4.04-12.83)* - - 5.35 (2.94-9.78)* 2.65 (1.36-5.18)** 
Sexual IPV after childbirth      
   No  - 1.00 - 1.00 1.00 
   Yes - 1.76 (0.93-3.33) - 1.02 (0.51-2.03) 1.18 (0.55-2.54) 
Psychological IPV after childbirth      
   No - - 1.00 1.00 1.00 
   Yes - - 8.84 (3.48-22.48)* 4.88 (1.83-13.00)** 3.10 (0.99-9.65) 
Childhood sexual abuse      
   No    1.00 1.00 
   Yes    1.24 (0.62-2.48) 1.36 (0.63-2.94) 
Postpartum depression      
   Non-depressed - - - - 1.00 
   Depressed - - - - 7.78 (3.97-15.25)* 
Self-esteem      
   Low - - - - 1.00 
   High - - - - 0.15 (0.04-0.56)*** 

-2 log likelihood 326.23 373.19 345.21 313.97 237.25 
R2 (Cox & Snell) .37 .30 .35 .39 .49 
R2 (Negelkerke) .53 .43 .49 .55 .69 

Model χ2 
 

199.53* 152.58* 180.56* 211.79* 288.52* 
Overall model prediction rate 84% 76% 80% 84% 88% 

Note: AOR = Adjusted Odds Ratio; CI = Confidence interval; IPV= Intimate partner violence. 
Here *p< 0.001; **p< 0.01; ***p< 0.05 
Model 1: Influence of physical IPV after childbirth adjusted for maternal age during pregnancy, maternal education, family income, parity, pregnancy 
intention, complications during childbirth, maternal health status, husband preferred a son while delivered a daughter, and social support. 
Model 2: Influence of sexual IPV after childbirth adjusted for the above variables. 
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Model 3: Influence of psychological IPV after childbirth adjusted for the above variables. 
Model 4: Influence of all types of IPV after childbirth and childhood sexual abuse adjusted for the above variables. 
Model 5: Influence of all types of IPV after childbirth and childhood sexual abuse adjusted for the above variables including postpartum depression and 
self-esteem.
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Fig. 2 Interaction of physical IPV AND postpartum depression on postpartum SI 
 

 

Note: The model adjusted for sexual and psychological IPV after childbirth, age during 
pregnancy, education, family income, parity, pregnancy intention, complications during 
childbirth, maternal health status, husband preferred a son while delivered a daughter, social 
support, self-esteem, and childhood sexual abuse. 
Here, *p< 0.001, ***p< 0.05 

Fig.3 Interaction of physical IPV after childbirth AND self-esteem on postpartum SI 
 

 

Note: The model adjusted for sexual and psychological IPV after childbirth, age during 
pregnancy, education, family income, parity, pregnancy intention, complications during 
childbirth, maternal health status, husband preferred a son while delivered a daughter, social 
support, childhood sexual abuse and postpartum depression. 
Here, **p< 0.01; ***p< 0.05 
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Results from Fig. 2 and 3 illustrate the interaction of physical IPV with postpartum 

depression and self-esteem. The multivariate logistic regression model revealed that the 

interaction effect between physical IPV and postpartum depression on postpartum SI was very 

high (AOR: 23.29; 95% CI = 10.04, 54.02) compared with mothers who experienced neither 

physical IPV nor postpartum depression (Fig. 2). In addition, the interaction between 

experiencing physical IPV and low self-esteem had a significant effect on the postpartum SI 

(AOR: 2.57; 95% CI = 1.30, 5.06) compared with no physical IPV and low self-esteem (Fig. 

3). 

Discussion 

In this study, we examined the association between experiencing IPV after childbirth 

and postpartum SI in a sample of new mothers in Bangladesh. Even though a number of 

studies have explored the influence of experiencing IPV on women’s SI in general 

(McLaughlin, O'Carroll, & O'Connor, 2012), our study contributes to the literature by 

demonstrating independent effects of experiencing physical, sexual, and psychological IPV 

after childbirth on SI in the postpartum period. Findings from this study signify that IPV after 

childbirth and postpartum SI are clearly two notable issues in Bangladesh. Almost one-third 

of women in this sample reported postpartum SI. Moreover, the risk for postpartum SI is 

significantly higher among women who experienced physical IPV after childbirth.  

In this study, the prevalence of postpartum SI was 30.8%, which is slightly higher than 

the 28.8% prevalence in Zimbabwe (Shamu, Zarowsky, Roelens, Temmerman, & Abrahams, 

2016), and lower than the 37% prevalence in the USA (Muzik, Brier, Menke, Davis, & 

Sexton, 2016), and the 41.2% prevalence in South Africa (Peltzer, 2015). A literature review 

including studies from the United States as well as other developed and developing countries 

reported that 4–15% women had expressed SI or self-harming thoughts during pregnancy and 

the postpartum period (Lindahl, Pearson, & Colpe, 2005). Our postpartum SI prevalence 

estimate is much higher than the reported prevalence of 11–14% during lifetime (Naved & 
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Akhtar, 2008), and 14% during pregnancy among ever-married women in Bangladesh 

(Gausia, Fisher, Ali, & Oosthuizen, 2009). The variation in the prevalence estimate across 

studies is possibly due to the difference in instruments and method used (cross-sectional or 

longitudinal), varying sample size (mostly small), and differing timeframes for assessment. 

As participants in our study were not at the same stage in their postpartum period (1–6 

months), their experience of postpartum depression and SI may be different, which might be a 

reason for the variation in prevalence.    

Our primary aim in this study was to assess the association between maternal IPV 

victimization after childbirth and postpartum SI. This study joins a growing but limited body 

of evidence on the relationship between IPV experiences around the time of pregnancy and 

postpartum SI (Alhusen, Frohman, & Purcell, 2015; Onah, Field, Bantjes, & Honikman, 

2017; Palladino, Singh, Campbell, Flynn, & Gold, 2011; Pinheiro et al., 2012; Rodriguez, 

Cook, Peltzer, & Jones, 2017; Shamu, Zarowsky, Roelens, Temmerman, & Abrahams, 2016; 

Sit et al., 2015; Tabb et al., 2017). This study reveals that experiencing physical IPV 

following childbirth increases the likelihood of postpartum SI among the new mothers, even 

after controlling for key covariates. This result comports with limited studies associating 

physical IPV to perinatal SI (Pinheiro et al., 2012; Rodriguez, Cook, Peltzer, & Jones, 2017; 

Shamu, Zarowsky, Roelens, Temmerman, & Abrahams, 2016).  

In this study, we were particularly interested in how postpartum depression (a 

comorbid risk factor) and self-esteem (a potential protective factor) might both mediate and 

moderate the effects of postpartum IPV on SI during the postpartum period. Prior work has 

found that experiencing IPV, in particular, physical IPV can significantly raise levels of stress 

and depressive symptoms (Almond, 2009; Pico-Alfonso et al., 2006), which might explain 

how IPV translates into elevated risk for SI. Further, self-esteem is known to buffer the 

effects of victimization on mental health symptoms and SI (Bodnar-Deren, Klipstein, Fersh, 

Shemesh, & Howell, 2016; Brausch & Decker, 2014; Joiner, 2005; Muzik, Brier, Menke, 
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Davis, & Sexton, 2016). Our findings suggest that depression and self-esteem are important 

mechanisms that help account for the relationship between IPV victimization and postpartum 

SI. Mediation models indicate that a significant portion of the relationship between IPV and 

SI operates through depression and self-esteem. Further, interaction models indicate that SI is 

significantly higher among those who experience IPV and have either above average levels of 

postpartum depression or below average levels of self-esteem. This is consistent with a 

growing body of literature that shows disproportionately elevated perinatal SI among women 

with comorbid depression (Alhusen, Frohman, & Purcell, 2015; Bodnar-Deren, Klipstein, 

Fersh, Shemesh, & Howell, 2016; Howard, Flach, Mehay, Sharp, & Tylee, 2011; Jones et al., 

2003; Siegel & Brandon, 2014; Tabb et al., 2013).  

Clearly, physical IPV after childbirth leads to a range of risks to the health and 

wellbeing of the mother, and it is not astounding that it escalates postpartum SI. The 

contemporaneous impact of experiencing physical and psychological IPV on the maternal 

mental health is congruent with our expectations. The reason may be that physical IPV 

following childbirth intensifies their concern for the health and safety of their developing 

child (Islam, Broidy, Baird, & Mazerolle, 2017b). Undeniably, past literature associates 

women’s feelings of insufficiency around parenting to postpartum SI (da Cunha Coelho et al., 

2014), and physical IPV victimization after childbirth may augment such concerns.  

Similar to previous research (Bodnar-Deren, Klipstein, Fersh, Shemesh, & Howell, 

2016; Brausch & Decker, 2014; Liu & Mustanski, 2012; Wilson, Droždek, & Turkovic, 

2006), this study revealed that high self-esteem is protective against postpartum SI. We also 

found a significant interactive effect suggesting that women who have low self-esteem with 

physical IPV after childbirth are significantly more likely to have postpartum SI compared to 

women with no physical IPV and low self-esteem. Results underscore the importance of 

examining protective factors for SI during the perinatal period, as they have the potential to 

reduce suicide. Surprisingly, and in contrast to the findings of some studies that found social 
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support as a protective factor (Brausch & Decker, 2014; da Cunha Coelho et al., 2014; 

Peltzer, 2015; Pinheiro et al., 2012), we did not find any contribution of social support on 

Postpartum SI. 

This is the first known study from South Asia that particularly investigated the 

association of experiencing IPV after childbirth on postpartum SI. One of the strengths of this 

study is the large sample size, and the introduction of a range of various socio-demographic, 

reproductive, and psychosocial covariates. Most importantly, the findings of this study are 

internationally comparable because of the use of internationally recognized measures. 

Furthermore, the potential recall bias of women in this study is minimized because the 

mothers were surveyed within six months of the birth. Nevertheless, some limitations should 

be taken into consideration when interpreting our findings. It is not possible to determine the 

causal relationship between IPV victimization and postpartum SI due to the cross-sectional 

nature of this study. To ascertain postpartum SI, a single item from the EPDS was used which 

may not have captured other significant aspects of SI. We did not focus on the frequency of 

IPV over time. Furthermore, the survey was conducted in one district only; hence, the 

findings may not be generalized to the general population. Although a considerable number of 

covariates were adjusted in this study, some of the important variables were not controlled 

for, such as shame and prior suicide attempts.  

Conclusion 

The excessive prevalence of IPV and postpartum depression, and their associations 

with postpartum SI demonstrate the significance of acknowledging each of them as an 

important public health issue in Bangladesh. The results suggest that we cannot simply 

address IPV among this population, but also need to consider and address its psychological 

correlates—namely, depression and self-esteem—if we want to reduce the risk of postpartum 

SI among women. We suggest implementing holistic interventions to prevent or reduce all 

sorts of IPV, emphasizing the physical and mental health care needs of the victims. The 
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results from this study also necessitate considerable attention in the planning of health 

education programs for health professionals to detect the vulnerability of experiencing IPV 

and SI. Longitudinal studies exploring the relationship between IPV over the transition to 

parenthood and postpartum SI are needed to acquire a clear understanding of the association. 

Footnote 

1. Among the children, 88 were 1-2 months old, 168 were 3-4 months, and 170 children 

were 5-6 months old. 
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