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28.1	 �Domestic Violence

Violence against women is recognised by the World Health Organization (WHO) as 
a major public health problem, the majority of which comprises intimate partner 
violence (IPV) [1]. IPV is behaviour by an intimate partner or ex-partner causing 
physical, sexual or psychological harm. The broader definition of domestic violence 
and abuse (DVA) adopted in the United Kingdom (UK) includes such behaviour 
perpetrated by other family members aged 16 years or older, as well as by partners 
and ex-partners [2]. However, most research on the perinatal period focuses on 
IPV. Examples of DVA include physical aggression, sexual coercion, psychological, 
emotional, financial abuse and controlling behaviours. The growth of digital tech-
nology means that DVA may continue online, when survivors and perpetrators are 
not physically co-located.

IPV is common, worldwide. Global prevalence estimates suggest that around 
30% of ever-partnered women have experienced IPV [3]. The WHO multi-country 
study, which surveyed 24,000 women across 10 low-, middle-, and high-income 
countries, found high rates of physical IPV (13–61%), sexual IPV (6–59%) and 
psychological IPV (20–75%) [4]. In England and Wales, 29% of women and 14% 
of men have experienced DV [5]. In the United States (US), a national survey found 
that 36% of women and 33% of men experienced IPV in their lifetime [6].

IPV appears to be even commoner among people experiencing mental health 
problems. England’s Adult Psychiatric Morbidity Survey of over 7400 people iden-
tified elevated odds of lifetime IPV among women with common mental disorders 
(adjusted odds ratio (aOR) = 4.4) [7]. A UK survey also found higher odds of IPV 
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among female mental health service users than the general population (aOR = 2.7) 
[8]. A review of the literature found that lifetime prevalence of severe DV among 
people admitted to psychiatric inpatient wards ranged from 30% to 60%, although 
rates were lower for men, when disaggregated by gender. Routine detection of DV 
in clinical mental health settings was uncommon [9]. It is important that mental 
health professionals are aware of and consider DV as part of patient-centred bio-
psycho-social assessment and management plans.

28.2	 �Domestic Violence in Pregnancy

IPV during pregnancy is associated with a range of adverse health outcomes for the 
woman and foetus [10]. Fatal outcomes are homicide and suicide, whilst non-fatal 
outcomes include physical and mental ill-health and injuries, reproductive and sex-
ual health problems and deleterious health behaviours (see Fig. 28.1).

The WHO multi-country study of women’s health applied standardised instru-
ments and research methods to survey populations across ten countries. It found that 
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the prevalence of physical IPV during pregnancy ranged from 1% in urban Japan to 
28% in provincial Peru, ranging from 4% to 12% in most sites [11]. A meta-analysis 
of 92 studies of DV during pregnancy found an average reported prevalence of 28% 
for emotional abuse, 14% for physical abuse and 8% for sexual abuse [12]. In the 55 
studies reporting risk factors, pre-pregnancy abuse and lower education were strong 
predictors of IPV during pregnancy; lower socio-economic status, being unmarried 
and ‘unintended’ abuse were moderate predictors.

A meta-analysis of African studies found high heterogeneity of reported IPV 
prevalence (e.g. between 2% and 49% in Nigerian studies) during pregnancy but 
an overall prevalence of 15% across 13 studies [13]. Five studies showed a sig-
nificant association between HIV-positive status and experiencing IPV during 
pregnancy (OR = 1.48–3.10) after adjusting for confounders, although two stud-
ies found no association. Alcohol use by the partner (OR = 2.52–4.10) or the 
woman (OR = 4.59–11.60) was significantly associated with IPV during preg-
nancy in the five Nigerian, South African and Rwandan studies examining this 
relationship. Seven studies reported associations between prior abuse and IPV 
during pregnancy. It is therefore important that all health professionals are 
aware of the potential for DV during their contacts with pregnant and postpar-
tum women.

28.3	 �Impacts on Physical Health

Homicide and suicide are fatal outcomes associated with IPV. A study of female 
victims of reproductive age using the US National Violent Death Reporting System 
between 2003 and 2007 found pregnancy-associated suicide and femicide rates of 
2.0 and 2.9 per 100,000 live births, respectively [14]. Fifty-four percent of 
pregnancy-associated suicides featured contributory intimate partner conflict, and 
45% of pregnancy-associated femicides were associated with IPV. IPV during preg-
nancy is a risk factor for intimate partner femicide [15], making it particularly 
important that health professionals in contact with pregnant and post-partum women 
always consider the possibility of IPV. Risks, including femicide, can escalate when 
the woman tries (or is suspected of planning) to leave and after separation [16], 
making safety planning a central part of supporting women experiencing IPV (see 
Box 28.1).

IPV can cause a range of direct and indirect non-fatal injuries. The WHO 
multi-country study identified significant associations between lifetime IPV and 
self-reported poor health (OR  =  1.6), emotional distress, suicidal thoughts 
(OR = 2.9) and suicide attempts [17]. Lifetime IPV was also associated with past 
month pain (OR = 1.6), dizziness (OR = 1.7), memory loss (OR = 1.8), vaginal 
discharge (OR = 1.8), difficulty walking (OR = 1.6) and difficulty with daily activi-
ties (OR = 1.6).

Large studies [18] and meta-analyses [19] show that the risk of smoking during 
pregnancy is greater for women experiencing IPV. Smaller studies support a similar 
relationship for alcohol [20] and other substance use [21]. A review of research into 
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adverse health consequences of prenatal IPV proposed a range of intersecting path-
ways between maternal stress, mental ill-health, attachment, substance use, nutri-
tional intake, antenatal care use and infection and long-term child development 
[22]. The authors highlighted the need for more research in low- and middle-income 
countries (LMICs), studies designed to overcome confounding and research into 
interventions addressing these pathways.

28.4	 �Impacts on Pregnancy

Studies in low- [24] and high-income countries [25] indicate that IPV is associated 
with late presentation to antenatal care (ANC). A review of demographic and health 
surveys in 10 LMICs found that in the Dominican Republic and Zambia, women 
experiencing IPV were less likely to seek antenatal care within the first 3 months of 
pregnancy, after multivariate adjustment [26]. In Rwanda, women experiencing IPV 
were less likely to deliver at a health facility, after multivariate adjustment.

Analysis of WHO multi-country study data for over 17,500 women across 10 
countries found elevated odds of unintended pregnancy (aOR = 1.69) and abortion 
(aOR = 2.68) among women experiencing physical and/or sexual IPV after adjust-
ing for confounders [27]. Assaults during pregnancy are associated with immediate 

Box 28.1 Inquiring About DV in Perinatal Settings
WHO recommends the LIVES framework for providing women with first-
line support for IPV in any clinical context [23]. Healthcare profession-
als should:

•	 Listen closely, with empathy, without judging.
•	 Inquire about the woman’s emotional, physical, social and practical needs 

and concerns.
•	 Validate her: Show that you understand, respect and believe the woman, 

assuring her that she is not to blame.
•	 Enhance her safety: Does she feel safe to go home today? What would 

she do if DV recurred?
•	 Support her to make her own decisions. Help her to access information, 

services and social support. She may prefer you to refer her for support or 
to refer herself when she feels ready. DV agencies can advocate for women, 
help them to access accommodation and support them with safety planning 
to mitigate risks associated with continuing the relationship or leaving.

Antenatal care is a particularly important opportunity to provide women 
with first-line support, because the regularity of appointments and potential 
for continuity of care can build trusting relationships that enable women to 
disclose DV.
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(e.g. uterine rupture) and long-term (e.g. premature delivery) harm to the woman 
and foetus [28].

Meta-analyses support an association between DV and low birthweight 
(aOR = 1.53) and preterm birth (aOR = 1.46) [29]. A cohort study of 4750 pregnant 
women in Canada found an increased risk of antepartum haemorrhage (aOR = 3.79), 
intrauterine growth restriction (aOR = 3.06) and perinatal death (aOR = 8.06) in 
women experiencing physical IPV [30]. Mechanisms which may explain the rela-
tionship between IPV and adverse maternal and foetal outcomes include physical 
trauma, negative maternal coping, poor maternal nutrition, inadequate ANC and 
elevated stress levels [31].

28.5	 �Impacts on Mental Health

An analysis of WHO multi-country study data for almost 21,000 women across 13 
rural and urban sites showed that after adjusting for common mental disorders, the 
most consistent risk factors for suicide attempts were IPV, non-partner physical 
violence, relationship separation, childhood sexual abuse and maternal history of 
IPV [32]. Twenty-five to 50% of women with suicidal thoughts in the past 4 weeks 
had seen a health worker during that time, underscoring the role clinicians can play 
in supporting women experiencing DV.

IPV and mental health have a bidirectional relationship: IPV increases the risk of 
mental health problems, and mental health problems increase vulnerability to IPV. For 
example, systematic reviews show associations between IPV and subsequent depres-
sion and alcohol use disorders and that depressive symptoms and alcohol use disor-
ders predict later IPV [33, 34]. A meta-analysis found associations between the 
severity of IPV and the severity of depression and post-traumatic stress disorder 
(PTSD) and that rates of depression decrease with time since cessation of IPV [35]. A 
systematic review suggested that IPV frequency is associated with risk of depression 
and PTSD and that IPV severity was associated with anxiety symptoms [36].

Qualitative interviews with mental health service users and staff in South London 
identified a range of barriers to disclosing DV [37]. Survivor barriers to disclosure 
included fears of social services involvement and subsequent child protection pro-
ceedings, not being believed, disclosure leading to further violence and feelings of 
shame. Staff barriers to inquiry included concerns about their role and its boundar-
ies, their confidence and competence. Both groups considered the biomedical model 
of care to be a barrier to disclosure and inquiry but reported that a supportive and 
trusting relationship between service users and professionals is facilitative. A quali-
tative meta-synthesis of 12 studies found that mental health services often fail to 
inquire and facilitate disclosure of DV or to respond in ways that prioritise safety 
[38]. Insufficient consideration was given to the impact of DV in triggering or wors-
ening mental ill-health, and the stigma associated with DV obstructed effective 
responses. These findings demonstrate the need for strong leadership to prioritise 
DV in mental health settings, for high-quality training, clear referral pathways and 
supervision structures for staff.
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28.6	 �Impacts on Perinatal Mental Health

A meta-analysis of 67 studies found that the odds of postpartum depressive symp-
toms (OR = 3.1) were elevated in women who experienced IPV during pregnancy 
and that women with high perinatal depressive, anxiety and post-traumatic stress 
disorder symptoms had increased odds of having experienced DV [39]. A large UK 
birth cohort study of over 13,500 child-mother dyads found that after adjusting for 
potential confounders, antenatal DV was associated with antenatal (OR = 4.02) and 
postnatal (OR = 1.29) depressive symptoms [40]. Antenatal DV predicted future 
behavioural problems in children at 42 months of age (OR = 1.87), but the associa-
tion was not significant after adjustment for maternal antenatal or postnatal depres-
sive symptoms or postpartum DV.

A Swedish longitudinal cohort study of almost 1,700 pregnant women found that 
a history of childhood or adulthood abuse (including DV) was associated with 
depressive symptoms, lower stress management scores, unemployment, being sin-
gle, living apart from a partner and financial hardship [41]. Women with a history of 
abuse were more likely to have premature labour and to require caesarean section 
(OR = 1.33). Women with a history of emotional abuse were more likely to have a 
planned or emergency caesarean (OR = 1.5).

A prospective cohort study of over 1,500 nulliparous women in Australia found 
that postpartum depressive symptoms were associated with emotional abuse alone 
(aOR = 2.72), physical abuse (aOR = 3.94), antenatal depression (aOR = 2.89) and 
unemployment in early pregnancy (aOR = 1.6) [42].

Smaller studies have found associations between DV during pregnancy and 
maternal attachment [43] and maternal assessments of infant temperament [44]. A 
systematic review which included 16 papers found that in half or more of the stud-
ies reporting relevant data, IPV was associated with shorter breastfeeding duration 
and early cessation of exclusive breastfeeding [45]. Evidence for an association 
between IPV and reduced initiation of breastfeeding was mixed. One study of 
1,200 Chinese women in Hong Kong found that women who did not experience 
IPV during pregnancy were more likely to initiate breastfeeding (aOR = 1.84) than 
those who did, after adjusting for potential demographic, socioeconomic and 
obstetric confounders [46].

Box 28.2 Additional Considerations when Working Remotely
Increased help-seeking for DV and higher numbers of domestic homicides 
were reported in the UK [47] and internationally [48] during the coronavirus 
(COVID-19) pandemic [49]. Many in-person clinical services stopped, with 
much routine healthcare (including some ANC) being delivered remotely. 
Telemedicine has a range of potential benefits but limits women’s opportuni-
ties to disclose DV to clinicians outside their home. During any national 
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emergency, women and families may have less contact with schools, com-
munity centres, voluntary sector agencies and other settings where DV might 
usually be detected. Guidance on safeguarding [50] and responding to DV 
[51] during COVID-19 remains relevant to any remotely delivered perina-
tal care:

•	 Consider social, emotional and financial stressors women are experienc-
ing. Ask them about their life and relationships as well as their health.

•	 Remember that DV can happen to anyone. Do not assume that a pregnant 
woman cannot be experiencing DV because she does not look or act 
distressed.

•	 Do not forget that DV is perpetrated by family members as well as intimate 
partners. During national emergencies, family members may be living in 
more confined proximity for longer periods of time than is usual, increas-
ing the risk of abuse.

•	 In cases of social distancing and lockdown, remember that women and 
children experiencing DV may be trapped at home with an abuser, isolated 
from support.

•	 For all telephone and video consultations, check who else is in the room or 
at home and if it is safe to talk.

•	 For remote contact via email, text messaging or apps, discuss with the 
woman whether an abusive partner has access to her phone or computer.

•	 Consider using closed ‘yes’- or ‘no’-answered questions, so that the con-
tent of discussion cannot be understood by someone else in the room.

•	 Agree a ‘safe phrase’ which the woman will use if interrupted by an abu-
sive partner during the contact, such as ‘thanks but I am not interested’. 
Agree how you will contact her to follow up, if the call is terminated in 
this way.

•	 Do not use friends, family members or carers to provide language interpre-
tation. Plan a separate call involving a professional interpreter at a time 
when the conversation will not be overheard.

•	 Offer telephone follow-up at another time.
•	 Encourage women to use telephone or online means to connect with 

friends, family and professionals.
•	 Share contact details of relevant support organisations, and inform women 

that DV is a justification for breaking lockdown rules.
•	 Consider whether a face-to-face assessment is required where you have 

concerns about a woman’s safety. Call the police in an emergency.
•	 In maternity settings, accompaniment by partners to routine appointments 

is sometimes restricted. Whilst this increases opportunities to enquire 
about DV, abusive partners may try to control women’s hospital atten-
dance. Ensure that all unattended appointments are followed up.
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428

28.7	 �Perinatal Mental Health Interventions for Women 
Experiencing DV

Given the risks to the health and wellbeing of the woman and foetus during preg-
nancy, ANC is an important opportunity to support women experiencing DV.  In 
low-resource contexts, ANC may be a woman’s only healthcare contact. Furthermore, 
regular appointments, potential for continuity of care provider and postpartum fol-
low-up make ANC well-suited to building the trust and rapport required to discuss 
sensitive subjects [10].

A systematic review identified 17 interventions for pregnant women experienc-
ing IPV, of which two targeted mental health and three addressed both mental health 
and violence [52]. The first mental health-focused study was a randomised feasibil-
ity study of five sessions of interpersonal psychotherapy between pregnancy and 
2  weeks postpartum, for women with low incomes experiencing IPV in Rhode 
Island [53]. The intervention was associated with lower PTSD symptoms at 
3 months postpartum but not fewer perinatal depressive episodes. The second men-
tal health-focused study was an uncontrolled pilot study of weekly perinatal child-
parent psychotherapy from the third trimester until 6 months postpartum, for women 
experiencing IPV in San Francisco [54]. The intervention was associated with 
improvements in depressive and post-traumatic stress symptoms, but drop-out rates 
were high (44%).

One integrated intervention for mental health and IPV was evaluated by a clus-
ter-randomised trial of 12 months of weekly at-home befriending, advocacy, parent-
ing support and referrals, from trained, supervised English- and Vietnamese-speaking 
local mothers in Melbourne [55]. The authors found significant reductions in IPV 
scores for the intervention group compared with the control group, but only non-
significant differences in depression and mental wellbeing.

A Hong Kong randomised controlled trial (RCT) of a one-off ANC empower-
ment intervention for women experiencing IPV found improved physical function-
ing and role limitation due to physical and emotional problems in the intervention 
group [56]. Women in the intervention group reported less psychological and minor 
physical abuse, but the same levels of sexual and severe physical abuse as women in 
the control group, post-participation. Women who received the intervention had 
lower postnatal depression scores but reported more body pain than control 
participants.

Four studies identified by the systematic review [52] evaluated the (Washington) 
DC Healthy Outcomes of Pregnancy Expectations (DC-HOPE) integrated educa-
tion and counselling intervention. Aimed at African American women experiencing 
at least one of smoking, environmental tobacco smoke exposure, depression and 
IPV, DC-HOPE was delivered in four to eight sessions. The RCT found no differ-
ence between the intervention and control groups in depressive symptom improve-
ment at follow-up [57], but frequency of minor IPV during pregnancy and severe 
IPV postpartum was reduced in the intervention group [58]. Obstetric findings were 
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lower rates of very preterm birth in the intervention group [59] but no difference in 
a range of other adverse pregnancy and neonatal outcomes [60].

A systematic review of interventions for pregnant women reporting DV in 
LMICs identified only six eligible studies [61]. Of these, only one reported impacts 
on depression. This quasi-experimental study evaluated an empowerment-based 
three-session psychosocial intervention focused on explaining gender-based vio-
lence, safety assessment and signposting to support in Kisumu, Kenya. Women in 
the intervention group had lower mean depressive symptom scores post-participation 
than women in the control arm [62].

Reviews of the evidence show that most DV-focused and mental health-DV inte-
grated interventions have only limited impacts on perinatal mental health. Our 
recent meta-analysis found that five generic psychological interventions (n = 728) 
for common mental disorders in LMICs showed greater improvements in anxiety 
symptoms among women reporting IPV than women not reporting IPV [63]. There 
was no significant difference in women’s treatment response for depression (12 
interventions, n = 2940), PTSD (8 interventions, n = 1436) or psychological distress 
(4 interventions, n = 1591), by IPV status. Only three included studies were con-
ducted with pregnant women, and several listed pregnancy as an exclusion criterion. 
These findings suggest that psychological interventions delivered by appropriately 
trained and supervised health-care staff in LMICs are effective for women experi-
encing IPV, even when not tailored for this population or targeting violence directly. 
More research is required to determine whether tailoring perinatal mental health 
interventions for the needs of women experiencing IPV improves their feasibility, 
acceptability and efficacy.

28.8	 �Conclusion

DV is common worldwide, both during and outside the perinatal period. DV has a 
range of consequences for the health, wellbeing and safety of pregnant women, the 
foetus and other children. Women with pre-existing mental health disorders are at 
increased risk of experiencing DV, and people who have experienced DV are at risk 
of developing mental health problems. A relatively small number of studies have 
evaluated integrating DV and mental health support for pregnant women, with 
mixed results. In LMICs, brief psychological interventions for common mental dis-
orders are at least as effective for women experiencing IPV as for women not expe-
riencing IPV, but more research is needed that explores tailoring perinatal mental 
health treatments for survivors. The ‘LIVES’ framework of listening, inquiry, vali-
dating, enhancing the woman’s safety and connecting her with sources of support 
should be used by all clinicians to provide first-line support to women experiencing 
DV. Holistic perinatal mental healthcare requires clinicians to identify and respond 
to all bio-psycho-social factors precipitating and perpetuating symptoms, to pro-
mote women and families’ health, wellbeing and safety.
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