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Introduction: Birth preparedness and complication readiness (BPCR) strategy is a key to reducing delays of appropriate care for
maternal and child health. Women’s autonomy in the decision of receiving care during pregnancy is essential for improvements in
maternal health. However, there is a scarcity of information on the effect of intimate partner violence (IPV) on BPCR in Southwest
Ethiopia.
Methods: A comparative cross-sectional study was conducted among 688 women (340: women who had experienced IPV and 348:
women who had not experienced IPV). A multi-stage sampling technique was used to select study participants. Bivariate and
multivariable logistic regression models were done. A P-value <0.05 at a 95% confidence interval was used to declare a statistical
significance.
Results: BPCR among IPV women was 30.59%, lower compared with 46.84% women who did not experience IPV. Higher education
[AOR=4.00 (1.20, 13.28)], partner did not drink alcohol [AOR=2.53 (1.34, 4.78)], no childhood violence [AOR=2.70 (1.37, 5.32)],
partner’s pregnancy desire [AOR=3.61 (1.41, 9.21)], and good knowledge of BPCR [AOR=8.59 (3.56, 20.70)] were more likely to
practice BPCR among women who experienced IPV, whereas among women who did not experience IPV, no previous pregnancy
complications [AOR=2.22 (1.08, 4.55)], good knowledge of BPCR [AOR=4.90 (2.59, 9.26)] and pregnancy danger signs [AOR=5.23
(1.47, 18.56)] were more likely practice BPCR.
Conclusion: BPCR among IPV women was lower compared with women who did not experience IPV. Likewise, women’s knowl-
edge of BPCR, obstetric danger signs during pregnancy, labor, and postpartum were lower among women who faced IPV. Therefore,
minimizing women’s IPV help to improve BPCR.
Keywords: birth preparedness, complication readiness, intimate partner violence, Ethiopia

Introduction
BPCR is recognized as a key component of safe motherhood programs that play a great role in reducing maternal
mortality. BPCR is a comprehensive package to promote timely access to skilled maternal and neonatal health services. It
also promotes active preparation and decision-making for birth among pregnant women and their families.1

Though skill-attendance is the most important intervention to prevent life-threatening complications, most sub-
Saharan African women still give birth at home in the absence of skilled birth attendants.2 Studies were conducted in
Ethiopia, nearly two-thirds of women received antenatal care (ANC) services, half of the pregnant women gave birth at
a health institution, and one in every three women received postnatal care service, respectively.3–5

Poor access to and low utilization of key interventions due to different socio-cultural and economic factors are still
major obstacles to optimum maternal health.3,6,7 Domestic violence against women, and men’s controlling behaviors in
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intimate relationships are factors that influence women’s ability to make decisions concerning their health, pregnancy,
and health service care utilization.8

Intimate partner violence (IPV) of women is a violation of human rights and major public health concerns of
women.9,10 Domestic violence against women has a complex structure in its occurrence, which can relate to different
factors at individual, family, community and societal level.11 Globally, nearly one-third of all women have faced IPV or
non-partner sexual violence.9 A meta-analysis study was conducted in Africa reveals the prevalence of IPV during
pregnancy is 15.23%.12 In Ethiopia, the lifetime risk of IPV ranged from 20 to 78%.,13,14 and women who have
experienced IPV during the pregnancy period are 40.8% and 41.1%, respectively.14,15 IPV should be given special
concern during pregnancy when not one, but two lives are at risk.16 Studies indicate that IPV during pregnancy
contributes to miscarriage, premature labour, low birth weight, postnatal depressive symptoms, and not breastfeeding
at birth.10,16,17

In 2016, Sustainable Development Goals developed an agenda to eliminate all forms of violence against all women
and girls in public and private spheres.18 Currently, WHO recommends screening IPV at ANC visits when assessing
conditions that may be caused or complicated by IPV.19 Recognizing the opportunity that ANC provides for early
identification and prevention of the recurrence of such violence.10 Although the Government of Ethiopia, incorporated
and coordinated with other stakeholders, made concerted efforts to achieve millennium development goals still promote
gender equality and empower women and improve maternal health were not successfully achieved.20

Therefore, this study aimed to assess the effect of IPV of women on BPCR by comparing women who had IPV and
women who had not IPV during recent pregnancy of Benchi-Sheko zone, southwest Ethiopia.

Method
Study Setting
The study was conducted at public health facilities in a bench-sheko zone from Feb 1, to July 30, 2021. In this zone, there
are 7 districts and 1 city administration as well as 26 health centers and 1 teaching Hospital. All public health facilities
provide maternal and child care services. Based on the 2017 population forecasting, a total of 826,611 population, among
them, 418,916 were females who lived in the Benchi-Sheko zone.21 An institutional-based comparative cross-sectional
study was conducted among women who gave birth in the last 12 months and visited the public health facilities
regardless of the birth outcome.

Sample Size Determination
The minimum sample size for each group was calculated using the formula of two-sample comparisons of proportion by
using Epi-Info V.7 StatCalc, cohort or cross-sectional, based on the following assumptions: confidence level 95%, power
80, and the proportion of women prepared for BPCR and experienced IPV was assumed to be 50% due to the absence of
a previous study based on which the proportion could be assumed. The proportion of prepared for BPCR in Farta district,
in South Gondar Zone, Ethiopia: 34%22 (ie, a proportion difference of 16%; this was just an assumption as there was no
previous study based on which this difference could be estimated). Adding of 10% non-response rate and a design effect
of 2; the final minimum sample size calculated for both groups was 716.

Sampling Techniques
In our study, a multi-stage sampling technique was used to recruit 358 study participants from each group. Three districts
and a city administration were selected randomly using lottery methods (considering at least 50% of districts in the zone).
All public health facilities (13 health centers and 1 teaching Hospital) in selected districts were included in this study.
First, a woman who gave birth within 12 months and visited health facilities was screened with a standard tool of IPV.
Based on screening, two study populations (women who had an experience of IPV and women who had not experienced
IPV) were created. The IPV screening was conducted in a private room, one-on-one, and in the absence of a third body.
Then, women in both groups were assessed for the practice of BPCR. A systematic random sampling technique was used
to select study participants in each health facility. The number of women who visited the health facilities was obtained by
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reviewing the post-partum register in each health facility before the actual data collection. A sampling (K) interval was
calculated using the summation of 6 months of women who visited health facilities within 12 months of delivery, which
were 2972. K=N/n, 2972/716=4.15≈4. Every 4th study participant was interviewed. The first interview started after 2
were selected from 1 to 4 by lottery method.

Operational Definition
IPV is physical violence, sexual violence, and psychological aggression by a current or former partner.23 If the
respondent says “Yes” to any one of the ranges of sexually, psychologically, and physically or any combination of the
three coercive acts used against adult and adolescent women, regardless of the legal status of the relationship with
current/former intimate partner, it was considered as IPV.24

BPCR contains the following components; identifying a place of delivery, saving money, preparing essential items for
childbirth, identifying a skilled provider, identifying a mode of transportation, arranging blood donors, arranging a way
for communication, designating decision-maker on her behalf, identifying emergency funds, being aware of the obstetric
danger signs and the need to act immediately.25

BPCR Practice: When a woman applied/implemented at least 6 items among 12 constituents of BPCR.
Knowledgeable for BPCR: When a woman mentioned a minimum of 6 items among 12 constituents of BPCR.
Knowledgeable for danger signs of pregnancy: When she mentioned a minimum of 3 among 6 components of key

danger signs of pregnancy.
Knowledgeable for danger signs of labor and delivery: When she mentioned a minimum of 3 among 6 components of

key danger signs of labor and delivery.
Knowledgeable for danger signs of postpartum: When she mentioned a minimum of 3 among 6 components of key

danger signs of postpartum.

Data Collection Procedure and Quality Assurance
Validated tool, based on the standard of WHO (2005) Multicounty consider on women’s health and domestic violence
against women were used to gather information related to IPV24 and the questionnaire for BPCR was taken from safe
motherhood questionnaires developed by maternal and neonatal health programs of JHPIEGO.25 Data were collected by
using a pre-tested and structured questionnaire (Supplementary Material). The interviewer administer a face-to-face
interview was used to collect the data. To assure the quality of the data, technical training was given before data
collection for data collectors, supervisors and also pre-testing was conducted on 10% (72) of a sample size to pilot test
the survey tool on health facilities outside the actual data collection site that have similar characteristics to the study
population. Data collection was done by 14 trained BSc. midwives and supervised by 5 MSc. Throughout the data
collection period, the supervisor monitored the way of data collection and checked each filled questionnaire for its
completeness. Finally, the data were cleaned after entry to ensure completeness.

Data Processing and Analysis
Data were checked, coded, and entered into Epi-data version 3.1 and exported to SPSS (Statistical Package for Social
Science) version 22 for analysis. In descriptive statistics tables, graphs and chart was used to present the information. An
independent variable that had a p-value <0.2 in the bivariate analysis was taken to multivariable logistic regression
models for controlling confounding effects. An adjusted odds ratio (AOR) with a 95% confidence interval (CI) was used
to identify factors associated with BPCR. A P-value less than 0.05 in multivariable logistic regression was set to consider
a statistical significance.

Result
Socio-Demographic Characteristics of Respondents
In this study, 340 women with IPV experience and 348 women with no IPV experience were included in the analysis, and
this made the response rate 95% and 97.2%, respectively. One hundred sixty-nine (49.7%) of women with IPV
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experience (50%) women with no IPV experience were in the age group of 25–34 with mean age 27.38±5.86 and 26.23
±5.67, respectively. One hundred fifty-two (44.7%) IPV and two hundred thirty-eight (68.4%) women with no IPV
experience lived in urban. Almost all (92.4%) IPV and (92%) women with no IPV experience married. Nearly one-fifth
(20.3%) of IPV and one-third (35.6%) of women with no IPV experience were attended secondary and above levels of
education. Approximately one-third (31.2%) of IPV and more than half (56%) women with no IPV experience were
living within 30 minutes of walking from the nearest health facilities. Almost all (93.5%) IPV and (96.3%) women with
no IPV experience were currently living with their partners (Table 1).

In this study, nearly half (47.9%) women with IPV experience and one every four (24.4%) women with no IPV
experience partners drink alcohol. Seventy-seven (22.6%) women with IPV experience and 56 (16.1%) women with no
IPV experience partners chew-chat. Forty (11.8%) women with IPV experience and 12 (3.4%) women with no IPV
experience partners smoke a cigarette. Ninety-two (27.1%) women with IPV experience and 49 (14.1%) women with no
IPV experience mothers hit by father during childhood. One hundred twenty-five (36.8%) of women with IPV experience
and 59 (17%) of women with no IPV experience faced childhood violence (Table 2).

Obstetric Characteristics
Two hundred eighty-nine (85%) women with IPV experience and 307 (88.2%) women with no IPV experience became
pregnant for the first time at the age of ≥18 years old. One in every four (24.7%) women with IPV experience and one in
every three (31.9%) women with no IPV experience gave birth to their first child. Concerning to desire for pregnancy,
278 (81.8%) women with IPV experience and 328 (94.3%) women with no IPV experience partners had the desire for the
recent pregnancy. One hundred ninety-nine (59.2%) women with IPV experience and 257 (76.5%) women with no IPV
experience had 4 and more ANC follow-up visits (Table 3).

Knowledge of Respondents About BPCR and Key Obstetric Danger Signs
Nearly two-thirds (64.12%) of women with IPVexperience and three-fourths (76.73%) of women with no IPVexperience
were knowledgeable for BPCR. The majority of (54.42%) women with IPVexperience and nearly three-fourths (74.43%)
women with no IPV experience were knowledgeable of danger signs that occurred during pregnancy. The majority of
(58.2%) women with IPV experience and nearly three-fourths (76.44%) women with no IPV experience were knowl-
edgeable of danger signs that occurred during labor and delivery. The majority of (55.89%) women with IPV experience
and seven of 10 (70.12%) women with no IPV experience were knowledgeable for danger signs that occurred during the
post-partum period (Figure 1).

The Practice of BPCR
Nearly, three out ten (30.59%) women with IPV experience and nearly half (46.84%) of women with no IPV experience
have practiced BPCR (Figure 2).

Factors Associated with BPCR
Bivariable and multivariable logistic regression analyses were done to assess the effect of IPV on BPCR. In bivariable
analyses, age of women, residence, level of education, income, time taken to reach health facility, partner drinks alcohol,
partner smoke cigarette, childhood violence, parity, previous pregnancy complication, pregnancy desire, partner’s desire
of pregnancy, knowledge of BPCR, pregnancy, labor delivery and postpartum knowledge of danger sign were signifi-
cantly associated with BPCR in both group.

Level of education, the partner who drinks alcohol, childhood violence, partner’s desire of pregnancy, and BPCR
knowledge were significantly associated with BPCR among women who faced IPV. Whereas, among women who did not
face IPV previous pregnancy complications, BPCR knowledge and pregnancy danger sign knowledge were significantly
associated with BPCR. The odds of educated women whose level of education secondary (9–12) and secondary and
above were 3.2 and 4 times more likely to implement BPCR compared to no formal education [AOR=3.28 (1.02, 10.45)]
and [AOR=4.00 (1.20, 13.28)], respectively. Women whose partners did not drink alcohol were 2.5 times as likely to
implement BPCR compared to women whose partners drink alcohol [AOR=2.53 (1.34, 4.78)]. The odds of women who
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Table 1 Socio-Demographic Characteristics of Women Who Gave Birth in the Past One Year, in the
Context of Exposure Status to IPV in Benchi-Sheko, Southwest Ethiopia, 2021

Variables Variable
Categories

IPV Women
(N=340)

Non-IPV Women
(N=348)

N (%) N (%)

Age of women <25 115 (33.8) 137 (39.4)

25–34 169 (49.7) 174 (50)

≥35 56 (16.5) 37 (10.6)

Age of partner <25 129 (37.9) 24 (6.9)

25–34 145 (42.6) 186 (53.4)

≥35 66 (19.4) 138 (39.7)

Religion Orthodox 140 (41.2) 149 (42.8)

Protestant 101 (29.7) 106 (30.5)

Muslim 75 (22.1) 74 (21.3)

Catholic 24 (7.1) 19 (5.5)

Residence Rural 188 (55.3) 110 (31.6)

Urban 152 (44.7) 238 (68.4)

Ethnicity Benchi 146 (42.9) 127 (36.5)

Kafficho 61 (17.9) 64 (18.4)

Shakicho 26 (7.6) 36 (10.3)

Othersa 107 (31.5) 121 (34.8)

Marital status Single 8 (2.3) 28 (8)

Married 314 (92.4) 320 (92)

Divorced/widowed 18 (5.3) 0 (0)

Age of marriage <18 79 (23.8) 62 (19.4)

≥18 253 (76.2) 258 (80.6)

Women educational status No formal education 83 (24.4) 52 (14.9)

Primary (Grade1–8) 128 (37.6) 102 (29.3)

Secondary (9–12) 60 (17.6) 70 (20.1)

Secondary & above 69 (20.3) 124 (35.6)

Partner educational status No formal education 33 (9.7) 36 (10.3)

Primary (Grade1–8) 169 (49.4) 115 (33)

Secondary (9–12) 59 (17.4) 80 (23)

Secondary & above 80 (23.5) 117 (33.6)

(Continued)
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did not face childhood violence were 2.7 times more likely to practiced BPCR compared to women who faced childhood
violence [AOR=2.70 (1.37, 5.32)]. Women whose partners had a desire of pregnancy were 3.6 times as likely to
implement BPCR compared to women whose partners did not have a desire of pregnancy [AOR=3.61 (1.41, 9.21)].

Table 1 (Continued).

Variables Variable
Categories

IPV Women
(N=340)

Non-IPV Women
(N=348)

N (%) N (%)

Women occupational status House wife 165 (48.5) 129 (37.1)

Farmer 58 (17.1) 37 (10.6)

Students 13 (3.8) 32 (9.2)

Private employee 18 (5.3) 24 (6.9)

Government

employee

63 (18.5) 107 (30.7)

Merchant 23 (6.8) 19 (5.5)

Partner occupational status Farmer 181 (53.2) 110 (31.6)

Private employee 21 (6.2) 34 (9.8)

Government

employee

70 (20.6) 90 (25.8)

Merchant 68 (20) 114 (32.8)

Monthly income <2500 104 (30.6) 77 (22.1)

2500–5000 157 (46.2) 171 (49.1)

>5000 79 (23.2) 100 (28.7)

Time taken to reach health facility

(minute)

<30 106 (31.2) 195 (56)

30–60 94 (27.6) 103 (29.6)

61–120 79 (23.2) 26 (7.5)

>120 61 (17.9) 24 (6.9)

Family size ≤4 145 (42.6) 184 (52.9)

5–6 131 (38.5) 109 (31.3)

≥7 64 (18.8) 55 (15.8)

Currently living with partner Yes 318 (93.5) 335 (96.3)

No 22 (6.5) 13 (3.7)

Decision making in household

(n=318)

Husband 160 (47.1) 88 (26.3)

Wife 5 (1.5) 3 (0.9)

Equally 153 (45) 224 (70.1)

Mental illness Yes 11 (3.2) 7 (2)

No 329 (96.8) 341 (98)

Notes: aAmhara, Oromo, Tigre and Guarage.
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Table 2 Substance Experience of Partner and Childhood Violence, in the Context of IPV
Exposure Status, in Benchi-Sheko, Southwest Ethiopia, 2021

Variables Variable
Categories

Women with IPV
Experience (N=340)

Women with No IPV
Experience (N=348)

N (%) N (%)

Partner drink alcohol Yes 163 (47.9) 85 (24.4)

No 177 (52.1) 263 (75.6)

Partner drink alcohol
frequency

Daily 53 (32.5) 20 (23.5)

1–2 times/week 55 (33.7) 19 (22.5)

1–3 times/month 32 (19.6) 33 (38.8)

Less than 1 time in
a month

23 (14.1) 13 (15.3)

Partner chat chewing Yes 77 (22.6) 56 (16.1)

No 263 (77.4) 292 (83.9)

Partner chat chewing
frequency

Daily 36 (46.8) 13 (23.2)

1–2 times/week 29 (37.7) 25 (44.6)

1–3 times/month 12 (15.6) 13 (23.2)

Less than 1 times in
a month

0 (0) 5 (8.9)

Partner cigarette smoking Yes 40 (11.8) 12 (3.4)

No 300 (88.2) 336 (96.6)

Partner cigarette smoking
frequency

Daily 30 (75) 4 (33.3)

1–2 times/week 10 (25) 7 (58.3)

1–3 times/month 0 (0) 1 (8.3)

Less than 1 times in
a month

0 (0) 0 (0)

Childhood mother hit by
father (her husband)

Yes 92 (27.1) 49 (14.1)

No 70 (20.6) 168 (48.3)

Not remember 178 (52.4) 131 (37.6)

Childhood Violence Yes 125 (36.8) 59 (17)

No 215 (63.2) 289 (83)

Justifiable reasons to be
bitten by her partner

Fail to complete
housework

136 (40) 127 (36.5)

Argue with partner 71 (20.9) 58 (16.7)

Goes out without
telling her partner

34 (10) 27 (7.8)

Refuse sex with her
partner

37 (10.9) 35 (10.1)

Suspected unfaithful 129 (37.9) 168 (48.3)

Others 10 (2.9) 6 (1.7)
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The odds of women who had good knowledge of BPCR were 8.5 more likely to implement BPCR compared to women
who did not have good knowledge of BPCR [AOR=8.59 (3.56, 20.70)] (Table 4). Women who did not face previous
pregnancy complications were 2.2 times as likely to implement BPCR as compared to women who faced previous
pregnancy complication [AOR=2.22 (1.08, 4.55)]. The odds of women who had good knowledge of BPCR were 4.9
times more likely to implement BPCR as compared to women who had no good knowledge of BPCR [AOR=4.90 (2.59,
9.26)]. The odds of women who had good knowledge on pregnancy danger signs had 5.2 times more likely to practice
BPCR as compared to women who did not have good knowledge on pregnancy danger signs. [AOR=5.23 (1.47, 18.56)]
(Table 4).

Discussion
Assessment of the effect of IPVon BPCR is essential to improve maternal and child health. Currently, the study showed
that the involvement of men was a significant determinant of BPCR practice,26, and empowering the women improves
maternal health service utilization.27

According to this study, the proportion of BPCR among women with IPV experience was 30.59% lower compared
with 46.84% of women with no IPV experience. This finding is supported by a study done in Nepal, in which women
who experienced domestic violence had a lower chance of preparing for birth (35.5% vs 54.2%).28 This might be due to;
women who experienced IPV had a lower chance of receiving adequate ANC service, which leads to a lower chance to
prepare for birth and its complication.29

Table 3 Obstetric Characteristics of Women Who Gave Birth in the Past One Year; in
the Context of Exposure Status to IPV, in Benchi-Sheko, Southwest Ethiopia, 2021

Variables Variable
Categories

Women with IPV
Experience
(N=340)

Women with No
IPV Experience
(N=348)

N (%) N (%)

Age of 1st perganancy <18 51 (15) 41 (11.8)

≥18 289 (85) 307 (88.2)

Parity 1 84 (24.7) 111 (31.9)

2–4 196 (57.6) 183 (52.6)

≥5 60 (17.6) 54 (15.5)

Desire of pregnancy Yes 279 (82.1) 333 (95.7)

No 61 (17.9) 15 (4.3)

Partner’s desire of pregnancy Yes 278 (81.8) 328 (94.3)

No 62 (18.2) 20 (5.7)

ANC follow up Yes 336 (98.8) 336 (96.6)

No 4 (1.2) 12 (3.4)

No ANC follow up 1 9 (2.7) 2 (0.6)

2 70 (20.8) 24 (7.1)

3 58 (17.3) 53 (15.8)

≥4 199 (59.2) 257 (76.5)

Pregnancy complication Yes 124 (36.5) 65 (18.7)

No 216 (63.5) 283 (81.3)
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The odds of BPCR implementation among women with IPV experience who had secondary and college/university
levels of education were higher as compared to the primary level of education. This finding is in line with studies done in
Ethiopia, Nepal, Tanzania, and Thailand in which a lower level of education was associated with poor BPCR.22,28,30,31

This might be due to women who had a higher level of education being more likely to prepare for birth and its
complication readiness.22,32 This could also be due to, the level of maternal education having a positive association with
maternal health care service utilization (ANC visit and skill birth attendant).33 Utilization of ANC is one of the
determinants for maternal BPCR.22,34
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Figure 1 Distribution of knowledge on BPCR, danger sign of pregnancy, labor and delivery and postpartum in the context of IPV of women, Benchi-sheko, Southwest,
Ethiopia, 2021.

Figure 2 Distribution of BPCR practice in the context of IPV of women in Benchi-Sheko, Southwest, Ethiopia, 2021.
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Table 4 Factors Affecting Birth Preparedness and Complication Readiness, in the Context of Exposure Status to IPV in Benchi-Sheko,
Southwest Ethiopia, 2021

Variables IPV Non-IPV

BPCR (340) COR AOR BPCR (348) COR AOR

Yes No Yes No

Age

<25 36 79 1 68 69 1

25–34 50 119 0.92 (0.55, 1.54) 84 90 0.94 (0.60, 1.48)

≥35 18 38 1.03 (0.52, 2.06) 11 26 0.42 (0.19, 0.93)

Residence

Rural 42 146 1 54 56 1

Urban 62 90 2.39 (1.49, 3.83) 109 129 0.87 (0.55, 1.37)

Educational status

No formal education 15 68 1 20 32 1

Primary (Grade1_8) 29 99 1.32 (0.66, 2.66) 1.63 (0.65, 4.07) 50 52 1.53 (0.77, 3.03)

Secondary (9–12) 29 31 4.24 (1.99, 9.01) 3.28 (1.02, 10.45)* 31 39 1.27 (0.61, 2.64)

Secondary & above 31 38 3.69 (1.77, 7.69) 4.00 (1.20, 13.28)* 62 62 1.60 (0.82, 3.09)

Income

<2500 19 85 1 37 40 1

2500–4999 56 101 2.48 (1.36, 4.49) 80 91 0.95 (0.55, 1.62)

≥5000 29 50 2.59 (1.32, 5.10) 46 54 0.92 (0.50, 1.67)

Time taken to health facility

<30 41 65 3.21 (1.47, 7.03) 85 110 1.08 (0.45, 2.55)

30–60 32 62 2.63 (1.18, 5.86) 52 51 1.42 (0.58, 3.50)

61–120 21 58 1.84 (0.79, 4.28) 16 10 2.24 (0.72, 6.95)

>120 10 51 1 10 14 1

Partner drink alcohol

Yes 36 127 1 45 40 1

No 68 109 2.20 (1.36, 3.55) 2.53 (1.34, 4.78)* 118 145 0.72 (0.44, 1.18)

Partner smoke cigarette

Yes 6 34 1 5 7 1

No 98 202 2.74 (1.11, 6.76) 158 178 1.24 (0.38, 3.99)

Childhood Violence

Yes 17 108 1 30 29 1

No 87 128 4.31 (2.41, 7.70) 2.70 (1.37, 5.32)* 133 156 0.82 (0.47, 1.44)

Parity

(Continued)
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Women with IPV experience whose partners did not drink alcohol were more likely to implement BPCR as compared
to women whose partners drink alcohol. This might happen due to women whose partners drink alcohol more frequently
being at risk of IPV.15,35 IPV results in a lower chance of receiving adequate ANC service,29,36 which leads to a lower
chance of preparing for birth and its complication.22

The odds of BPCR were lower among women with IPV experience who faced childhood violence compared to
women who did not face childhood violence. This might be due to the continuous nature of violence from childhood to

Table 4 (Continued).

Variables IPV Non-IPV

BPCR (340) COR AOR BPCR (348) COR AOR

Yes No Yes No

1 31 53 1.60 (0.78, 3.31) 60 51 2.00 (1.02, 3.89)

2–4 57 139 1.12 (0.58, 2.16) 83 100 1.41 (0.75, 2.63)

≥5 16 44 1 20 34 1

Previous pregnancy complication

Yes 35 89 1 21 44 1

No 69 147 1.19 (0.73, 1.93) 142 141 2.11 (1.19, 3.73) 2.22 (1.08, 4.55)*

Desire of pregnancy

Yes 96 183 3.47 (1.58, 7.60) 159 174 2.51 (0.78, 8.05)

No 8 53 1 4 11 1

Partner’s desire of pregnancy

Yes 96 29 3.56 (1.62, 7.78) 3.61 (1.41, 9.21)* 153 175 0.87 (0.35, 2.15)

No 8 182 1 10 10 1

BPCR knowledge

Not knowledgeable 8 114 1 15 66 1

Knowledgeable 96 122 11.21 (5.21, 24.09) 8.59 (3.56, 20.70)* 148 119 5.47 (2.97, 10.07) 4.90 (2.59, 9.26)*

Pregnancy danger sign

Not knowledgeable 31 124 1 22 67 1

Knowledgeable 73 112 2.60 (1.59, 4.26) 141 118 3.63 (2.12, 6.24) 5.23 (1.47, 18.56)*

Labor and delivery danger sign

Not knowledgeable 36 106 1 26 56 1

Knowledgeable 68 130 1.54 (0.95, 2.48) 137 129 2.28 (1.35, 3.86)

Postpartum danger sign

Not knowledgeable 32 118 1 27 77 1

Knowledgeable 72 118 2.25 (1.38, 3.66) 136 108 3.59 (2.16, 3.59)

Note: *P < 0.05: statistically significantly variables.
Abbreviation: BPCR, birth preparedness and complication readiness.
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adulthood.37,38 IPV affects pregnant women’s chance of receiving adequate ANC service,29,36 which leads to a lower
chance of preparing for BPCR.22

Women with IPV experience whose partners had a desire for pregnancy were more likely to implement BPCR as
compared to their counterparts. This could be due to wanted pregnancy being related to being more likely to receive
ANC.39,40 This might also be due to male partner involvement in ANC had improved maternal health services
utilization41 as well as women whose partners participated in counseling on BPCR during ANC improves women’s
preparation for BPCR.42

In both groups, the odds of women who had good knowledge of BPCR were more likely to implement BPCR as
compared to their counterparts. This is similar to the study done in Ethiopia, women’s knowledge of BPCR had a positive
association with the practice of BPCR.22 The possible reason might be that women who know the importance of BPCR
have more chances to implement BPCR.

Women who experienced previous pregnancy complications were less likely to implement BPCR as compared to
women who did not experience previous pregnancy complications. This finding is not supported by a study done in
Ethiopia, in which women who had a history of abortion were more likely to prepare for birth and its complication.22

A pregnant woman who faced disrespect while receiving care has less chance of coming to health facility for delivery.43

The odds of women with no IPV experience who had good knowledge of pregnancy danger signs had more likely to
practice BPCR as compared to their counterparts. This is similar to a study done in Ethiopia where women who were
knowledgeable of pregnancy danger signs were more likely to implement BPCR compared to non-knowledgeable women.22,44

This might happen; women who had a good knowledge of danger signs will also have a good knowledge of BPCR.45

Limitation of the Study
The limitation of this study that needs consideration while interpreting the result is that there might be an under-report of IPV
due to the research title being sensitive to some women who may not be a volunteer to disclose their violence (social
desirability bias). Some variables had wider confidence intervals; this might be due to the smaller sample size. There might
be recall bias since the women did not remember all plans and activities related to BPCR that happened during pregnancy.

Conclusion
The practice of BPCR among women with IPV experience was lower compared with women with no IPV experience.
Similarly, women’s knowledge of BPCR, obstetric danger signs during pregnancy, labor, and postpartum were lower
among women with IPV experience. Higher educational level, partner not drinking alcohol, no childhood violence,
partner’s desire for pregnancy, and good knowledge of BPCR increased the likelihood practice of BPCR among women
who experienced IPV, whereas women who did not experience IPV, had no previous pregnancy complications, had good
knowledge of BPCR, and pregnancy danger signs were more likely to practice BPCR. Therefore, minimizing women’s
IPV help to improve preparation for birth and its complication through improving women’s knowledge on BPCR,
empowering women through education, decreasing partner alcohol consumption, avoiding childhood violence, and male
involvement in preconception care. It is better to use ANC for screening of IPV of women for early identification,
prevention of recurrence violence as well as a way to improve BPCR.

Abbreviations
ANC, ante-natal care; BPCR, birth preparedness and complication readiness; IPV, intimate partner violence; WHO,
World Health Organization.
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