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Introduction

Intimate partner violence (IPV) is defined as “behaviors 
exhibited by an intimate partner including physical, sexual, 
and psychological violence or controlling behaviors that 
cause physical, sexual, or psychological harm.”1

Worldwide, about 35% of women were estimated to expe-
rience either sexual or physical violence perpetrated by an 
intimate partner.2 The prevalence was even worse in sub-
Saharan Africa where women face a wide range of violence 
both at home and community level. About 46.5% of women 
in the African region have experienced at least one form of 

IPV in their life time.2 The overall prevalence of IPV among 
pregnant women in Ethiopia was 26.1%.3
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Perinatal intimate partner violence (P-IPV) is the experi-
ence of violence during the perinatal period (a year before 
pregnancy, during pregnancy, and a year after childbirth).4 
P-IPV is worth more attention than any other form of life-
time IPV because it is associated with pregnancy related 
deaths from homicide, suicide, and drug overdose.5

Victims of P-IPV and their families experience long-term 
psychological problems like anxiety, depression and post-
traumatic stress disorder, other health problems like physical 
injury or trauma, and sexually transmitted infections.6–8 
Evidence has shown that children born to IPV victim moth-
ers during pregnancy will develop internalizing problems 
and expressive problems such as depression and aggressive 
behaviors, respectively.9

Women with P-IPV are at an increased risk of increased 
blood pressure, vaginal bleeding, vomiting, premature rup-
ture of membrane, and fetal complications like miscarriage, 
preterm birth, and intrauterine growth retardation, which 
were common.10–12 Moreover, women victims of IPV are 
less likely to breastfeed but more likely to discontinue breast-
feeding during the postpartum.13

The United Nations released an alarming statement 
regarding the surge of IPV risk across the globe on 27 March 
2020.14 The COVID-19 pandemic has been associated with 
an increased risk of IPV exposure.15,16 Conditions such as 
movement restrictions, staying home, and school closures 
may increase the risk of domestic violence against women.17–19 
Evidence has shown an increase in IPV during public-spir-
ited disasters, and many countries, including high-income 
countries, have reported an increase in IPV since the COVID-
19 pandemic.16,17,20–23

The principle of staying safe by staying at home during 
COVID-19 pandemic has created a contradiction for the 
public. The government has called the public to stay at home 
to minimize the spread of COVID-19; however, this princi-
ple has created critical conditions for women with abusive 
relationships.6 For instance, women in abusive relationships 
with their partners and who spent more time at home were 
more likely to experience violence from their intimate 
partners.24,25

Studies have shown that poor socioeconomic status, 
uneducated, and young women are at an increased risk of 
IPV.20,26,27 Additionally, women who used or whose partners 
used substances and/or alcohol have reported higher IPV 
during the COVID-19 pandemic restrictions.14,28–31

Similar strategies have been adopted in Ethiopia to mini-
mize the spread of the COVID-19 pandemic. These include 
closures of institutions such as schools, work places and rec-
reational places, movement restrictions, establishment of 
isolation and quarantine centers, and declaration of the state 
of emergency nationwide.32,33

Despite the increased reports of IPV cases during the ongo-
ing COVID-19 pandemic,34–36 there is a paucity of studies 
conducted to assess the prevalence of P-IPV and its associated 
factors during the pandemic in Ethiopia. Therefore, the 

present study aimed to assess the prevalence and associated 
factors of P-IPV among postpartum mothers attending new-
born immunization at governmental health institution found in 
southern Ethiopia during the COVID-19 pandemic.

Methods

Study setting and context

This study was conducted at selected governmental health 
facilities found in the south-west region of Ethiopia. There 
are five zones in the region, namely, Bench Sheko, Dawro, 
Keffa, Sheka, and West Omo zone. Three zones were ran-
domly selected for this study, including Bench Sheko, Keffa, 
and West Omo zones. The Bench Sheko zone has 25 health 
centers and one teaching hospital, with approximately 800 
mothers giving birth each month. The Keffa zone has 44 
health centers, one general hospital, and two primary hospi-
tals with an average monthly birth report of 1000, while the 
West Omo zone has 11 health centers and one primary hospi-
tal with an average monthly birth report of 200. Each hospital 
and health center provided basic healthcare services, includ-
ing maternal healthcare services and newborn immunization 
services during the COVID-19 pandemic.

The first confirmed COVID-19 case was reported in 
Ethiopia on 13 March 2020 and the federal government of 
Ethiopia declared a national state of emergency on 1 April 
2020 for 6 months applicable to all regional governments in 
the country. As a result, all public institutions (schools, uni-
versities, recreational centers, etc.) were closed, and other 
mandatory public services such as health facilities were run 
with limited manpower.

Study design and period

A cross-sectional study was employed. Data were collected 
from 1 to 30 March 2021.

Study population

All postpartum mothers who visited the selected hospitals or 
health centers for newborn immunization and met the inclu-
sion criteria were included in the study. Mothers were 
recruited if they met the following inclusion criteria: being 
pregnant for at least 9 months since the COVID-19 outbreak 
in Ethiopia and at least 42 days postpartum at the time of the 
interview, and 18 years of age or older. Mothers who had no 
intimate partners were excluded because the study was 
aimed to assess P-IPV during the COVID-19 pandemic 
restriction period by their intimate partner. Additionally, 
women unable to hear and severely ill were excluded. 
Moreover, women who were not permanent resident in the 
study area were also excluded because they are more prone 
to mobilize to different places and therefore, they can’t rep-
resent the population in the study area.
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Sample size determination

The sample size was determined using a single population 
proportion formula with the following assumptions; consid-
ering 26.1% of women had IPV during pregnancy in 
Ethiopia,3 5% marginal error (d), 95% confidence interval 
(CI), 15% for non-response rate and using a design effect of 
2, the final total sample size was 681.

Sampling procedure

Three zones (Bench Sheko, Kaffa, and West Omo) were ran-
domly selected from the total of five zones (Bench Sheko, 
Sheka, Kaffa, West Omo, and Dawro). The governmental 
health facilities were stratified into hospitals and health centers. 
Hospital(s) and health centers were selected from each zone 
using a simple random sampling method. A 6-month report of 

postpartum mothers who visited the selected hospitals and 
health centers for immunization services (11,382) was taken 
and the average 1 month report (1897) was calculated. Then, 
the desired sample size (681) was proportionally allocated to 
each selected hospital and health center. The sampling interval 
was calculated by dividing the total number of postpartum 
mothers who visited hospitals or health centers for newborn 
immunization services per month by the total sample size 
(1897/681). Finally, every two mother was included in the 
study using a systematic random sampling method (Figure 1).

Data collection tools and procedures

A data collection tool was adopted from the WHO standardized 
questionnaire,37 and developed by reviewing different litera-
tures.4,6,23,29,38 The tool consists of sociodemographic, socio-
economic and behavioral characteristics of women and their 

Figure 1. Schematic presentation of sampling procedure to assess the P-IPV during COVID-19 pandemic among postpartum mothers 
attending newborn immunization in southern Ethiopia, 2021.
P-IPV: perinatal intimate partner violence.
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partners, and various components of IPV (Supplemental 
Material 1). Face-to-face interview using a structured question-
naire was conducted by two diploma holder midwives and 
supervised by a BSc holder nurse. The supervisor and data col-
lectors were trained for 2 days regarding the data collection 
technique, and the aim of the study. A pretest was performed 
among 5% (34) of eligible women in an unselected health 
facility. Then, the consistency of the data was checked, and 
necessary modifications on order, wording, and skipping pat-
tern of the questionnaire and adequacy of variables were made. 
After the necessary modification of the questionnaires, the 
actual data collection and supervision were performed by data 
collectors and supervisors, respectively. Data completeness 
was checked on a daily basis by the supervisors.

Study variables

Dependent variables: Perinatal intimate partner violence 
(P-IPV).

Independent variable: Sociodemographic characteristics 
such as age, residence, level of education, occupation, 
religion, ethnicity, partner’s educational status, partner 
occupation, income loss, and partner relationship with 
women and behavioral characteristics such as mother’s 
substance use and mother’s alcohol use, and partner’s 
substance use and partner’s alcohol use.

Operational definitions and measurements

Perinatal intimate partner violence: In this study, P-IPV is 
defined as experiences of violence that occur during preg-
nancy, and within the postpartum period only. It was 
measured using the WHO tool on violence against women 
by intimate partners which is validated in low and middle 
income countries.37,39 The tool has a reliable and valid 
measure of each type of violence. Cronbach alphas for 
physical violence, sexual violence, and controlling behav-
iors were 0.81, 0.66, and 0.73, respectively.39 This tool 
consists of two scales. Scale one comprised of seven 
items (yes/no) that measured the different forms of regu-
lar controlling behavior exhibited by the partner. Scale 
two comprised of 13 items (yes/no) that measured the act-
based forms of IPV including emotional violence (four 
items), physical violence (six items), and sexual violence 
(three items). These items were computed and women 
experiencing any regular controlling behavior or act-
based forms of IPV were considered victims of P-IPV.

Permanent resident: If study participants resided in the 
study area for at least 6 months.

Intimate partner: A male partner who has a relationship 
with the woman either in the form of marriage, cohabita-
tion, or as a boyfriend.

Drug/substance use: The use of chat, tobacco, shisha, 
ganja, morphine, and cocaine in their lifetime.

Chat: It (also known as Qat, Kat, Khat, Mirra, Quaadka) is 
a leafy green plant containing stimulant drugs (cathinone 
and cathine) which speed up the mind and the body.

Alcohol: The use of beer, wine, and other traditionally 
fermented alcoholic drinks including “tela,” “teji,” 
“areki,” “borde,” and “shamita” in their lifetime.

Data quality control

A questionnaire was first prepared in English, translated into 
Amharic, and then back to English to check its consistency. 
Training was given for data collectors and supervisor. A pre-
test was also done among 34 postpartum women. Moreover, 
the collected data were checked daily for completeness by 
the supervisor, and the overall quality of the data collection 
process was monitored by the principal investigators.

Statistical analysis

Data were cleaned, coded, entered into Epidata manager ver-
sion 4.2, and then exported into IBM statistical software for 
social science (SPSS) version 26 for analysis.40 Descriptive 
analysis was done and the results were presented using fre-
quency tables, figures, and summary measures.

A binary logistic regression analysis was used to assess the 
association between the outcome variable (P-IPV) and each 
predictor variable such as age, residence, level of education, 
marital status, occupation, drug/substance use, alcohol use, 
and others. Thus, predictor variables with a p-value of less 
than 0.25 were eligible for multivariate logistic regression. 
Model fitness was also checked using the Hosmer–Lemeshow 
model fitness test. Finally, multivariable logistic regression 
analysis was performed to control for potential confounders 
and identify the factors associated with P-IPV. The strength of 
the association was determined using adjusted odds ratio 
(AOR) with 95% CI and the statistical significance level was 
declared at a p-value of less than 0.05.

Results

Sociodemographic and behavioral characteristics 
of women and their partner

A total of 657 postpartum mothers participated in the study 
with a response rate of 96.47%. The median age of the study 
participants was 26 years with an interquartile range (IQR) of 
12 years. More than half of the study participants, 407 (61.9%) 
were urban residents, and about one-fourth, 169 (25.7%) com-
pleted primary school education. Concerning the marital status, 
more than three-fourth, 513 (78.1%) were husbands. The 
median and IQR of monthly income of study participant were 
2000 Ethiopian birr (ETB) and 4500 ETB, respectively. Of the 
total study participant, about 400 (60.9%) of women replied 
that partners used drug or substance. About 293 (44.6%) of 
partners and 14 (2.1%) of women used alcohol (Table 1).
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Table 1. General characteristics of study participants who have given birth during COVID-19 in south-west Ethiopia, 2021 (n = 657).

List of variables Variable category Frequency Percentage

Age of women in years ⩽24 233 35.5
25–29 253 38.5
30–34 103 15.7
⩾35 68 10.3
Median (IQR) age in years 26 (12)

Residence Urban 407 61.9
Rural 250 38.1

Women educational status Cannot read and write 131 19.9
Can read and write 108 16.4
Primary education 169 25.7
Secondary education 154 23.4
College and above 95 14.5

Women occupation Housewife 451 68.6
Private business 139 21.2
Government employee 80 12.2
Othersa 27 4.1

Ethnicity Keffa 286 43.5
Bench 201 30.6
Menit 91 13.8
Othersb 79 12.1

Religion Protestant 265 40.3
Orthodox 233 35.5
Muslim 159 24.2

History of violence in her family Yes 199 30.3
No 458 69.7

Previous victimization of violence Yes 194 29.5
No 463 70.5

Partner’s educational status Cannot read and write 110 16.7
Can read and write 230 35.0
Primary school (1–8) 107 16.3
Secondary school (9–12) 172 26.2
College and above 38 5.8

Marital status Husband 513 78.0
Cohabiting partner 87 13.0
Boyfriend 57 9.0

Partner occupation Farmer 231 35.2
Private business 192 29.2
Government employee 187 28.5
Othersc 47 7.2

Partner’s drug/substance use Yes 400 60.9
No 257 39.1

Partner’s alcohol use Yes 293 44.6
No 364 55.4

Women drug/substance use Yes 11 1.7
No 646 98.3

Women alcohol use Yes 14 2.1
No 643 97.9

Income (Ethiopian birr) <500 167 25.4
501–2000 178 27.1
2001–5000 160 24.4
⩾5001 152 23.1
Median (IQR) 2000 (4500)

Income loss due to COVID-19 Yes 106 16.1
No 551 83.9

IQR: interquartile range.
aStudent and private employee.
bAmhara, Tigre, and Gurage.
cPrivate employee and daily laborer.
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Perinatal intimate partner violence

The overall P-IPV was 410 (62.4%) with 95% CI of (58.8%, 
66.2%). Of these, 104 (15.8%) reported regular controlling 
behavior from their partners, 368 (56%) reported an act-
based form of IPV and 62 (9.4%) reported both. About 226 
(61.4%) participants reported that they experienced the act-
based form of IPV in multiple time periods (Table 2).

The most common form of regular controlling behavior 
from a partner was restricting contacts with her family of 
birth (7.3%) and ignoring or treating her indifferently (4.3%) 
(Figure 2). Regarding the form and timing of an act-based 
IPV, 208 (31.7%) and 113 (17.2%) were reported during 
pregnancy and postpartum periods, respectively. Physical 
violence was the most common form of IPV reported by par-
ticipants during pregnancy and postpartum periods followed 
by sexual violence (Figure 3).

Factors associated with P-IPV during COVID-19 
pandemic

The selected covariates include: the age of women, educational 
status of women, partner’s educational status, partner’s rela-
tionship with women, income loss due to COVID-19, part-
ner’s alcohol drinking status since COVID-19, partner’s 
substance use, and previous victimization of violence and 
history of violence in her family. In this study, income loss 
due to COVID-19 (AOR: 12.00, 95% CI: 5.60, 25.71, 
p < 0.001) was the strongest factor associated with P-IPV. 
Young women (AOR: 5.82, 95% CI: 2.72, 12.46, p < 0.001), 
partner alcohol use (AOR: 2.21, 95% CI: 1.37, 3.56, 
p = 0.001), partner substance use (AOR: 2.07, 95% CI: 1.12, 
3.83, p = 0.021), and partner relationships (cohabitation) 
(AOR: 1.88, 95% CI: 1.06, 3.34, p = 0.032) were also 
strongly associated with P-IPV (Table 3).

Table 2. Different forms of violence and combinations committed by intimate partner during COVID-19 pandemic in south-west 
Ethiopia, 2021 (n = 657).

P-IPV measures Variable category Frequency Percentage

Act-based form of IPV or regular controlling behaviors Yes 410 62.4
No 247 37.6

Act-based form of IPV Yes 368 56.0
No 289 44.0

Regular controlling behaviors Yes 104 15.8
No 553 84.2

Act-based form of IPV and regular controlling behaviors Yes 62 9.4
No 595 90.6

Frequency of act-based form of IPV Single time period 142 38.6
Multiple time periods 226 61.4

P-IPV: perinatal intimate partner violence; IPV: intimate partner violence.

Figure 2. Different forms of regular controlling behaviors from partner during COVID-19 pandemic in south-west Ethiopia, 2021 
(n = 657).
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Discussion

Although the global pandemic of IPV existed before COVID-
19 pandemic, nowadays it is considered a pandemic within 
the pandemic.41 Several countries have reported an increase 
in IPV cases, including serious cases that resulted in deaths 
during COVID-19.20 In developing countries, including sub-
Saharan African countries, data regarding IPV were under-
reported due to differences in cultural norms where some 
actions were not considered as violence.20 This study inves-
tigated P-IPV during the COVID-19 pandemic in Ethiopia. 
The prevalence of P-IPV among women who gave birth dur-
ing the COVID-19 was higher than the national prevalence 
reported prior to COVID-19 pandemic.38

This study indicated that the overall prevalence of P-IPV 
was 62.4%. This finding was higher than the studies reported 
during the COVID-19 pandemic in the United States (33%),42 
Canada (24.07%),14 and Congo (11.7%).28 It was also higher 
than the studies reported during the COVID-19 pandemic in 
Ethiopia.29–31 The possible justification for this discrepancy 
may be the tool differences used to measure IPV (type of vio-
lence), study periods, study population, and timing of IPV 
screening among different studies. For instance, many of the 
researchers used the act-based form of IPV only (physical, 
emotional, and sexual). However, in the current study we 
used the broad WHO definition of IPV (both act-based and 
controlling behaviors) that included all form of IPV com-
pared with other scales.43–45 Moreover, our study incorporates 
IPV during pregnancy and postpartum.

This finding was consistent with the study finding in Peru 
where IPV was reported as 60%46 but it was lower than the 
study finding reported in Hubei province, China (90%)16 and 
Jordan (80%) during COVID-19 pandemic. This discrep-
ancy might be due to the differences in the study period, 
study population, and sampling technique. The study in 
China was conducted during the early phase of COVID-19 
lockdown period while a study in Jordan was conducted 
among pregnant women only using snowball sampling.

This study was consistent with the study reported in the 
Bale zone, Oromia region (59%)47 but lower than the studies 
reported in the Amhara region, north-eastern Ethiopia 
(78%),48 Addis Ababa,49 and the Oromia region (64.7%)50 
before the COVID-19 pandemic. This discrepancy might be 
due to sociocultural differences and the differences in strength 
of legal frames implemented to control violence against 
women at national and regional levels. Another possible jus-
tification could be the differences in the timeframes of the 
studies. For example, in our study women were asked about 
their experience of IPV during the perinatal period but the 
previous studies reported the experience of IPV at any time 
(lifetime IPV).

However, it was higher than the studies reported in west-
ern Ethiopia (44.5%)51 and Jimma town, Oromia region 
(44%)52 among pregnant women before the COVID-19 pan-
demic. This discrepancy could be due to tool differences and 
the timing of IPV screening. Those studies used the abuse 
assessment screening tool to measure life-time IPV while the 

Figure 3. Form and timing of act-based IPV measures among mothers who have given birth during the COVID-19 in south-west 
Ethiopia, 2021 (n = 657).
IPV: intimate partner violence.
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current study used WHO tool to measure IPV during the 
perinatal time only.

In this study, income loss due to COVID19 was strongly 
associated with P-IPV. This finding was strongly supported 
by different literatures.53–55 This might be due to the fact that 
the COVID-19 prevention and control measures such as 
staying at home has contributed to an individual woman’s 
income loss which poses a greater risk of P-IPV.

In this study, young maternal age was also found as a sig-
nificant factor of P-IPV. This finding was in line with the 
previous study reports.3,48,50,53 This might be due to the fact 
that younger women are less likely to possess positive rela-
tionship skills than older women but they are more likely to 
develop violent behavior when dealing with conflicts with 

intimate partners. The other possible justification could be 
that younger women may not have good communication and 
negotiation skills with their intimate partner concerning the 
healthcare needs in general and about their reproductive life 
plan in particular.

This study revealed that women whose partners use sub-
stances or alcohol were two times more likely to experience 
any form of P-IPV compared to those women whose partners 
did not use it. This finding was supported by previous study 
reports.3,48,50,53 This could be justified by the fact that use of 
substances or alcohol can affect the thinking and cognitive 
potential of the users. Therefore, women whose partners use 
substances or alcohol are more likely to be violated com-
pared to those women whose partners did not use.

Table 3. Factors associated with IPV during COVID-19 pandemic in south-west Ethiopia, 2021 (n = 657).

List of predictors COR (95% CI) p-Value AOR (95% CI) p-Value

Age of women in years
 <24 1.89 (1.06–3.41) 0.032 5.82 (2.72–12.45)* <0.001
 25–29 0.73 (0.42–1.28) 0.272 1.59 (0.82–3.09) 0.174
 30–34 0.35 (0.18–0.65) 0.001 0.24 (0.64–1.27) 0.236
 ⩾35 Reference Reference  
Women’s education
 Cannot read and write 0.49 (0.28–0.86) 0.014 0.93 (0.39–2.21) 0.874
 Can read and write 0.45 (0.25–0.82) 0.009 1.04 (0.42–2.62) 0.930
 Primary education 0.83 (0.47–1.43) 0.497 0.91 (0.38–2.17) 0.831
 Secondary education 0.56 (0.32–0.98) 0.040 0.44 (0.18–1.10) 0.080
 College and above Reference Reference  
Partner’s education
 Cannot read and write 0.33 (0.53–1.33) 0.010 0.76 (0.28–2.07) 0.592
 Can read and write 0.39 (1.14–5.57) 0.022 1.27 (0.42–3.82) 0.670
 Primary education 0.97 (1.46–4.07) 0.939 2.46 (0.89–6.81) 0.082
 Secondary education 0.61 (1.02–2.32) 0.233 1.12 (0.39–3.19) 0.830
 College and above Reference Reference  
Marital status
 Husband Reference Reference  
 Cohabited 1.81 (1.08–3.03) 0.024 1.88 (1.06–3.34)* 0.032
 Boyfriend 0.55 (0.32–0.96) 0.034 0.54 (0.29–1.02) 0.059
Income loss due to COVID-19
 Yes 5.83 (3.12–10.88) 0.000 12.00 (5.60–25.71)* <0.001
 No Reference Reference  
Partner alcohol use
 Yes 1.85 (1.25–2.74) 0.002 2.21 (1.37–3.56)* <0.001
 No Reference Reference  
Partner substance use
 Yes 1.83 (1.33–2.53) 0.000 2.07 (1.12–3.83)* 0.021
 No Reference Reference  
Previous victimization of violence
 Yes 0.80 (0.57–1.13) 0.208 0.52 (0.14–1.91) 0.328
 No Reference  
History of violence in her family
 Yes 0.80 (0.57–1.13) 0.213 1.41 (0.41–4.89) 0.584
 No Reference Reference  

IPV: intimate partner violence; COR: crude odds ratio; AOR: adjusted odds ratio; CI: confidence interval.
*Significant.
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Moreover, partner relationship status was also found sig-
nificantly associated with P-IPV. Women with cohabiting 
relationship status were more likely to experience P-IPV as 
compared with those in legal marriages. This finding was 
also supported by previous study reports.56–58 This might be 
due to the fact that married women were more likely to be 
governed by law than cohabited.

The strength of this study includes the detailed description 
of the different forms of IPV (act-based and regular controlling 
behaviors), timing of IPV screening, and frequency of IPV 
including revictimization that happened in multiple perinatal 
time periods. In this study, regular controlling behavior by a 
male intimate partner was considered as type of violence. Even 
though it was the most common type of IPV that women expe-
rience, it was not commonly reported in previous studies 
regardless of WHO recommendation. However, this study was 
not free of limitations. First, we were unable to estimate the 
change in prevalence of IPV attributable to the COVID-19 
pandemic because we did not have a comparison group of par-
ticipants prior to the pandemic. Secondly, the cross-sectional 
study design of this study did not permit distinction between 
cause and effect relationship.

Conclusion

This study showed a relatively higher prevalence of P-IPV. It 
is important that public-health decision-makers should be 
aware that restrictive measures due to COVID-19 pandemic 
may lead to increased income loss and IPV. Therefore, such 
measures should be implemented with great caution and it is 
critical to prioritize the health and safety of the women during 
the perinatal period in public health planning to ensure that 
they are fully supported and risks are mitigated. Moreover, 
future qualitative study is required to identify the underlying 
multifactorial reasons for IPV and to uncover the IPV preven-
tive mechanisms. Such information is required to develop 
and implement interventions to prevent IPV and support 
healthcare providers in reducing its harmful consequences.
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