
Introduction
 The IPV against women is a global issue, which is known 
as a public health problem violating human rights for 
several reasons such as serious adverse effects on women’s 
physical, mental, and reproductive health. According 
to the World Health Organization (WHO), 30% of the 
women experience physical assault or sexual coercion 
by their sexual partners at least once in their lifetime (1). 
Moreover, a recent review including 31 studies indicated 
that the prevalence of intimate partner violence (IPV) in 
Iran was estimated to be 66% ranging from 20%-93% in 
different cities (2).

As it is stated, IPV is a major offense committed by the 
men against their women during the postpartum period, 
when the mother should pay full attention to taking care 
of herself and her baby (1). However, most women are 
subjected to IPV during this period. According to a review, 
the frequency of IPV against women has been reported to 
be higher during the first postpartum year than pregnancy 
in the majority of studies. Besides, a number of women 

experience IPV for the first time during the postpartum 
period (3).

Female IPV victims are at the risk for a number of 
diseases including depression, chronic mental illnesses, 
anxiety, posttraumatic stress, suicide, smoking, drug 
and alcohol abuse, unintended pregnancies, sexually 
transmitted diseases such as HIV/AIDS, physical injuries 
resulting in amputation, and even death (4-6). Moreover, 
negative impact of postpartum IPV on children’s health 
such as increased risk for infant sleep disorders has 
been previously reported (7). Apart from its devastating 
physical and psychological effects on women and child 
health, IPV was believed to cause serious damages to the 
entire family. Violence was also found to incur enormous 
cost on countries including the costs of legal services, 
social support, and health care provision (4).

Further complications can be prevented by identifying 
predictive factors and taking preventive measures for 
those who are at risk of IPV. Low family income, low level 
of women’s education, alcohol and drug abuse by women 
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Introduction 
Throughout the history of the world, the ones who had 
confronted the bitterest face of poverty and war had al-
ways been the women. As known poverty and war affects 
human health either directly or indirectly, the effects of 
this condition on health and status of women in the so-
ciety should not be ignored. This study intends to cast 
light on the effects of war and poverty on the reproductive 
health of women. For this purpose, the face of war affect-
ing the women, the problem of immigration, inequalities 
in distribution of income based on gender and the effects 
of all these on the reproductive health of women will be 
addressed.

War and Women’s Health
Famine, synonymous with war and poverty, is clearer for 
women; war means deep disadvantages such as full de-
struction, loss of future and uncertainty for women. Wars 
are conflicts that destroy families, societies and cultures 
that negatively affect the health of community and cause 
violation of human rights. According to the data of World 
Health Organization (WHO) and World Bank, in 2002 
wars had been among the first ten reasons which killed 
the most and caused disabilities. Civil losses are at the rate 
of 90% within all losses (1).
War has many negative effects on human health. One of 
these is its effect of shortening the average human life. 
According to the data of WHO, the average human life is 
68.1 years for males and 72.7 years for females. It is being 

thought that severe military conflicts in Africa shorten 
the expected lifetime for more than 2 years. In general, 
WHO had calculated that 269 thousand people had died 
in 1999 due to the effect of wars and that loss of 8.44 mil-
lion healthy years of life had occurred (2,3).
Wars negatively affect the provision of health services. 
Health institutions such as hospitals, laboratories and 
health centers are direct targets of war. Moreover, the wars 
cause the migration of qualified health employees, and 
thus the health services hitches. Assessments made indi-
cate that the effect of destruction in the infrastructure of 
health continues for 5-10 years even after the finalization 
of conflicts (3). Due to resource requirements in the re-
structuring investments after war, the share allocated to 
health has decreased (1).

Mortalities and Morbidities
The ones who are most affected from wars are women and 
children. While deaths depending on direct violence af-
fect the male population, the indirect deaths kill children, 
women and elders more. In Iraq between 1990-1994, in-
fant deaths had shown this reality in its more bare form 
with an increase of 600% (4). The war taking five years 
increases the child deaths under age of 5 by 13%. Also 47% 
of all the refugees in the world and 50% of asylum seekers 
and displaced people are women and girls and 44% ref-
ugees and asylum seekers are children under the age of 
18 (5).
As the result of wars and armed conflicts, women are 
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or their sexual partners (8-10), sexual relationship for less 
than a year (9,10), young age (8-10), chronic advanced 
physical disease, chronic psychological disease (11), and 
raising more than two children under the age of five (8) 
were mentioned as predictive factors for the IPV.

Several studies have investigated IPV during pregnancy 
in many countries including Iran (12, 13). However, the 
literature review showed a lack of studies on prevalence 
of postpartum IPV and its predictive factors in the world; 
only one study was found on the prevalence of postpartum 
violence (14) but no study regarding its predictive factors 
in Iranian context. Accordingly, the present study aimed 
to investigate the prevalence of overall IPV and its 
different forms during the first postpartum year and their 
predictive factors.

Materials and Methods
In this cross-sectional study, a total of 398 primiparous 
or multiparous women were examined, that is, those 
who had given birth 12 to 12 months and 29 days prior 
the study and also those that had visited the public health 
centers or posts in Tabriz to vaccinate their one-year-old 
children. The data were collected from October 2015 to 
April 2016.

Other inclusion criteria were as follows: 1) women’s 
willingness to participate in the study; 2) having healthy 
singleton term babies; 3) having at least 9 years formal 
school education (to be able to fill out the questionnaire 
by themselves); and 4) being permanently married and 
living with the husband during the past year. 

Exclusion criteria were the occurrence of a horrible 
incident (such as death of a first-degree relative) during 
the past year, a history of known depression before the 
pregnancy, and known serious health problems in the 
woman or her husband.

The sample size of 398 individuals were estimated, given 
the 53% prevalence of IPV reported in a similar study, 
(14), significance level of 0.05, and 5% margin of error. 
This sample size was high enough to achieve other main 
research objectives with an acceptable confidence level.

Sampling was performed, in all the public health centers 
(29 health centers and 59 health posts) in Tabriz after 
obtaining the code of ethics from the Ethics Committee of 
Tabriz University of Medical Sciences. 

According to the census issued in 2016, the capital 
city of East Azerbaijan province, namely, Tabriz, has a 
population of 1.77 million and 32 000 births per year 
(15). In Iran, regular childhood immunization including 
the measles, mumps and rubella (MMR) vaccine is only 
done at the public health centers. The first dose of MMR 
vaccine, with higher than 95% coverage in the country, 
is injected at 12 months of age, often 1-2 days a week at 
each center. Therefore, this setting is an appropriate place 
for easy access to almost all the mothers one year after 
childbirth, because in almost all the cases, mothers bring 
their children to the centers for the immunization.

Considering the days when the MMR vaccine was 
injected at each health center and post, the researcher (first 
author of the paper) visiting the centers in person selected 
the participants using random sampling technique. All the 
eligible women were enrolled at the visiting day. Before 
enrollment, the aims of the study were explained to the 
participants, they were assured of confidentiality of their 
information, and their informed consent were obtained. 
The participants filled out anonymous questionnaires in 
a private room before the injection of MMR vaccine. The 
participants’ husbands or one of their relatives usually 
accompanied them and took care of their children while 
the women were filling out the questionnaires. In case that 
no person was accompanied the woman, the researcher 
helped them with child care so they could carefully 
complete the questionnaires. For those who could not 
fill out the questionnaires on the same day due to being 
in a hurry, another suitable time was arranged for the 
appointment.

Data collection instruments included socio-demographic 
and reproductive characteristics questionnaires, and 
the revised CTS2. The CTS2 is a standardized tool to 
measure IPV in the past year which is widely used in 
the studies. This scale consists of 78 questions (39 pair 
items) measuring the frequency and chronicity of IPV 
against men and women including five dimensions, 
namely, negotiation, psychological aggression, physical 
assault, sexual coercion, and injury. In this study, IPV 
against women was only measured in four dimensions 
(i.e., psychological aggression, physical assault, sexual 
coercion, and injury) employing 33 questions from the 
CTS2. Psychological aggression dimension consists of 
8 questions (minor (3 items) & severe IPV (5 items)), 
physical assault dimension includes 12 questions (minor 
(3 items) &severe IPV (7 items)), sexual coercion 
dimension has 7 questions (minor (3 items) &severe 
IPV (4 items)), and injury dimension which consists of 
6 questions (minor (2 items) & severe IPV (4 items)). 
Each question had 8 response options (0-7) measuring the 
frequency of IPV. Scoring was carried out by considering 
an average score for each response choice which were as 
follows: 0 = never; 1 = once; 2 = twice; 3 = 3 to 5 times; 4 
= 6 to 10 times; 5 = 11 to 20 times; 6 = more than 20 times 
(the recommended mid-point is 25); and 7 = not in the 
past 12 months but occurring before that. To measure the 
frequency of IPV in the past 12 months, response choices 
1-6 in at least one question of any dimensions indicated 
existence while response choices 0 or 7 in all questions 
of the dimension were indicators of non-existence of 
that form of IPV. The lifetime prevalence of IPV was 
measured through examining the response choice 7. The 
IPV chronicity score was calculated by adding the average 
scores of the questions about the minor and severe IPV 
of each form. The CTS2 had a high internal consistency 
with Cronbach α values of 0.79-0.95 recorded for each 
dimension in its English version (16). The CTS2 had been 
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translated into Persian and validated by Ardabily et al and 
the word “weapon” was omitted from the items because 
of its incompatibility with Iranian culture. Moreover, the 
reliability of this scale was confirmed using test-retest 
method (17).

The SPSS software, version 19 was used for data 
analysis. Quantitative and qualitative data were described 
using mean and/or median (standard deviation and/
or percentile 25-75) and frequency (number and 
percentage), respectively. To determine the unadjusted 
relationship between socio-demographic and reproductive 
characteristics and prevalence of any form of IPV, bivariate 
binary logistic regression was implemented. Then, the 
independent variables that had P values less than 0.2 in 
the bivariate tests were placed into the multivariate binary 
logistic regression model with enter strategy in order to 
measure each of the independent variable’s effects on the 
prevalence of the IPV and also to calculate the adjusted 
odds ratio (OR) and 95% CI. The P-value less than 0.05 
was considered as statistically significant.

Results
A total of 504 women were approached of whom 101 were 
excluded due to unwillingness to participate in the study 
(40 cases), lack of basic literacy to fill out the questionnaires 
(50 cases), multiple birth (10 cases), and suffering from 
mental or nervous system disorders (1 case). Moreover, 
five incomplete questionnaires were excluded from the 
analysis. Therefore, totally, 398 completed questionnaires 
were analyzed.

Women’s mean (SD) age was 28 (5 %) and their 
husbands’ age was 33 (3.5 %) years. About half of the 
couples (52%) had been married for 5 years or less. One-
third of the women and 28% of their husbands had less 
than a high school diploma. A total of 15% of the women 
were employed and 57% of them were primiparous. In 
31% of the cases, the pregnancy was unplanned and in 
23% of them, the husbands were disappointed with the 
baby’s gender. A total of 85% of the women mentioned 
that they had not been able to fully meet their husbands’ 
sexual expectations in the first postpartum year. No cases 
of alcohol or drug addiction were reported among the 
women. However, only 9 cases of drug addiction were 
found among the husbands. The prevalence of cigarette or 
hookah smoking was reported to be 1.3% and 30% among 
the women and their husbands, respectively. More than 
four-fifth of the women (85%) were lactating.

More than half of the women (58%) reported the 
experience of one or more instances of any form of IPV 
(i.e., psychological, physical, sexual, and/or injury) and 
one-third of them (33%) reported physical and/or sexual 
IPV in the first postpartum year. Reported prevalence 
of each form of IPV in the first postpartum year were: 
psychological aggression (54%), physical assault (21%), 
sexual coercion (21%), and injury (13%). In addition, 
lifetime prevalence of overall and each form of IPV were 

only slightly higher than that in the past 12 months and 
59% of the women reported experience of one or more 
instances of any form of IPV in their lifetime. Among 
women with positive experience of IPV, mean times 
of different forms of IPV in the past 12 months ranged 
between 8 to 16 and their median ranged between 2 to 7 
(Tables 1, 2 and Figure 1).

Bivariate regression showed that there was no statistically 
significant relationship between the experience of IPV 
and variables of husband age, woman educational level, 
woman employment, woman obesity, parity, breastfeeding 
status, and husband cigarette or hookah smoking. The 
results demonstrated significantly higher experience 
of IPV among woman aged less than 30, those with the 
length of marriage of 5 years or less, husband educational 
level of 12 years or less, insufficiency of family income for 
expenses, unplanned pregnancy, husband disappointment 
about their baby’s gender, not fully meeting husband 
sexual expectations in the first postpartum year (Table 3). 

The variables which had significant relationship with 
experience of IPV as well as woman educational level 

Table 1. Prevalence of IPV as Reported by the Women at 12th Month 
After Delivery (N = 398)

Form of IPV During the First Year 
Postpartum Lifetime

Psychological aggression 216 (54.3) 236 (59.3)

Physical assault 82 (20.6) 93 (23.4)

Sexual coercion 84 (21.1) 99 (25.0)

Injury 52 (13.1) 62 (15.6)

Physical and/or sexual 131 (33.0) 149 (37.4)

Overall* 229 (57.5) 236 (59.3)

IPV: intimate partner violence.
Note. Data indicate the number (%). 
* Experience of one or more instances of any form of violence 
(psychological, physical, sexual, or injury).

Table 2. Prevalence and Chronicity of Postpartum IPV Used as 
Reported by the Women at12th Month After Delivery

Forms of IPV 
Prevalence (%)

Chronicity Among Those With 
Experience of Violence

 N = 398 Mean (SD) Median (p25-p75)

Psychological aggression

 Minor 192 (48.2) 11.5 (14.3) 5 (2–16)

 Sever 145 (36.4) 10.7 (13.1) 5 (2–15)

Physical assault

 Minor 77 (19.3) 10 (17.5) 2 (1–8)

 Sever 40 (10.1) 15.8 (29.7) 4.5 (1–13.7)

Sexual coercion

 Minor 78 (19.6) 8.8 (10.6) 4 (2–12)

 Sever 19 (4.8) 13.6 (24.3) 4 (2–8)

 Injury

 Minor 42 (10.6) 11.0 (6.5) 7 (5–14)
 Sever 33 (8.3) 8.6 (13.5) 3 (1–9)
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Table 3. Risk Factors of Experiencing Any Form of Intimate Partner Violence (N = 398)

Characteristics Total Number
No (%) Experiencing 

Violence 
Unadjusted Adjusted

OR (95%CI) P Value OR (95%CI) P Value
Woman's age (y)
30+ 165 77 (47%) Ref. Ref.
<30 224 143 (64%) 2.1 (1.4 to 3.2) <0.001 2.0 (1.3 to 3.3) 0.003
Husband's Age (y)
31+ 270 150 (56%) Ref.
<31 128 79 (62%) 1.3 (0.8 to 2.0) 0.246
Age gap with husband (≥5 y)*
None 201 116 (58%) Ref.
≥5 years older 195 111 (57%) 0.97 (0.65 to 1.4) 0.874
Length of Marriage (y)
>5 205 107 (52%) Ref. Ref.
5 or less 193 122 (63%) 1.6 (1.1 to 2.3) 0.027 1.5 (0.94 to 2.5) 0.090
Woman's educational level 
University 119 63 (53%) Ref. Ref.
Diploma (12 y) 180 102 (57%) 1.2 (0.7 to 1.9) 0.527 1.0 (0.6 to 1.7) 0.990
Less than diploma 99 64 (65%) 1.6 (0.9 to 2.8) 0.082 1.4 (0.7 to 2.8) 0.330
Husband's educational level 
University 132 65 (49%) Ref. Ref.
Diploma (12 y) 121 75 (62%) 1.7 (1.0 to 2.8) 0.042 1.5 (0.9 to 2.7) 0.137
Less than diploma 145 89 (61%) 1.6 (1.0 to 2.6) 0.043 1.3 (0.7 to 2.4) 0.401
Woman's employment 
Housewife 341 197 (58%) Ref.
Employed 57 32 (56%) 0.9 (0.5 to 1.6) 0.818
Sufficiency of family income for expenses
Completely 49 25 (51%) Ref. Ref.
To some extent 281 157 (56%) 1.2 (0.7 to 2.2) 0.529 1.1 (0.6 to 2.2) 0.675
Absolutely not 68 47 (69%) 2.1(1.0 to 5.0) 0.049 2.0 (0.9 to 4.6) 0.105
Woman obesity
No (BMI <30.0) 335 195 (58%) Ref.
Yes (BMI ≥30.0) 62 34 (55%) 0.9 (0.5 to 1.5) 0.622
Husband's cigarette or hookah smoking 
No 279 156 (56%) Ref.
Yes 119 73 (61%) 1.3 (0.8 to 1.9) 0.316
Parity
Multipara 184 101 (54%) Ref.
Primiparous 214 128 (60%) 1.2 (0.8 to 1.8) 0.322
Planned pregnancy
Yes 273 146 (53%) Ref. Ref.
No 125 83 (66%) 1.7 (1.1 to 2.7) 0.016 1.6 (1.03 to 2.6) 0.038
Breastfeeding
No 69 38 (55%) Ref.
Yes 329 191 (58%) 1.1 (0.7 to 1.9) 0.207
Infant sex
Male 215 123 (57%) Ref.
Female 183 106 (58%) 1.0 (0.7 to 1.5) 0.886
Husband is appointment about their baby’s gender
No 305 167 (55%) Ref. Ref.
Yes 93 62 (67%) 1.7 (1.0 to 2.7) 0.043 1.9 (1.1 to 3.2) 0.017
Meeting husband's sexual expectations during postpartum
Fully 167 85 (51%) Ref. Ref.
Not fully 231 144 (62%) 1.6 (1.1 to 2.4) 0.023 1.6 (1.03 to 2.4) 0.037

*Two cases were omitted because the women were 5 or more years older than their husbands. 
OR, odds ratio, Ref: Reference.
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which had P < 0.2 in the bivariate analysis were entered 
in the multivariate regression. The results indicated that 
woman age of less than 30 years, unplanned pregnancy, 
husband disappointment about their baby’s gender, and 
not fully meeting husband sexual expectations in the 
postpartum year were the predictors of postpartum IPV. 
In women aged less than 30 years versus those aged 30 
or higher and in women with husband disappointment 
versus those not disappointed about their baby’s gender, 
odds of IPV were about two times higher (OR 2.0, 95% 
CI 1.3 to 3.3; OR 1.9, 95%CI 1.1 to 3.2, respectively) 
while in women with unplanned versus those with 
planned pregnancy and in women not able to fully meet 
versus those able to fully meet their husbands’ sexual 
expectations in the postpartum year, the odds of IPV was 
about one and half times higher (1.6, 1.03 to 2.6; 1.6, 1.03 
to 2.4; respectively) (Table 3).

Discussion
In the present study, more than half of the women (58%) 
reported that they had experienced one or more instance 
of any form of IPV (i.e., psychological, physical, sexual, 
and/or injury) and one-third of them reported physical 
assault and/or sexual coercion in the first postpartum year. 
The prevalence of each form of IPV were as follows: 54% 
psychological aggression, 21% physical assault, and 21% 
sexual coercion. Woman aged less than 30, unplanned 
pregnancy, husband disappointment about their baby’s 
gender, and not fully meeting sexual expectations of their 
husband during the postpartum year were among the 
predictors of higher prevalence of the overall IPV.

The findings of the present study regarding the 
prevalence of women’s experiencing one or more instances 
of any form of IPV during the first postpartum year (58%) 
was similar to that reported in a study conducted in 
Jahrom (54%) (14). However, this prevalence was higher 
than that reported in most studies carried out in developed 
countries such as Sweden (3.3% among women over 18 
years old) (18), the United States (34% among 15-25 year-
old women) (7), and Australia (42% among primiparous 
women) (19); besides, it was lower than that reported in 
studies conducted in some other parts of the world such 

Figure 1. Prevalence of Psychological Aggression, Physical Assault, 
Sexual Coercion and Injury Violence by Intimate Partner During the 
First Year Postpartum.

as the rural areas of Bangladesh (20).
Similar to most studies conducted in Iran (14) and 

other countries (1,20,21), the most prevalent type of IPV 
in the present study was psychological aggression. This 
prevalence (54%) was higher than that of reported in the 
study conducted in Jahrom (43%) (14), and the majority 
of studies in other countries (7,21). However, such a 
prevalence was lower (84%) than that reported in the study 
conducted in Bangladesh (20). Moreover, the prevalence 
of physical assault and sexual coercion reported in the 
present study was higher than that reported in most other 
studies (14,21,22), and lower than that reported in the 
study conducted in Bangladesh (20).

The evaluation of IPV using the CTS2 might be one 
of the reasons for the high prevalence of IPV in the 
present study. This scale yielded the highest rates of IPV 
compared with other commonly used scales like the AAS 
or WHO IPV survey scale (23). Other possible reasons for 
the high prevalence of IPV were as follows: women’s lack 
of familiarity with their own legal rights and consequently 
not making any attempt to prevent IPV committed by their 
husbands, trying to preserve the family’s unity under any 
circumstances, fear of divorce, justifying the acceptability 
of IPV committed by their husbands, and the culture of 
patriarchy and keeping secrets in families.

It is reported that the risk of psychological aggression 
and sexual coercion might increase during the postpartum 
period for a number of reasons such as increased stress 
due to the child’s entry into the family, nocturnal sleeping 
problems (insomnia), and decreased sex drive in women 
(24). However, comparing the results of the present 
study with those of a recent study conducted on 20-29 
year-old nulliparous pregnant women in the same study 
setting with the same scale (12) no obvious difference was 
observed between the prevalence of IPV during pregnancy 
and the first postpartum year in the region. In the above-
mentioned study, the prevalence of experiencing any 
IPV (i.e., psychological, physical, sexual, and/or injury) 
was 62% while the prevalence of experiencing physical 
assault and/or sexual coercion was 37%. In addition, 
the prevalence of experiencing psychological aggression 
was 56% (minor 49%, severe 37%) as compared to the 
prevalence of experiencing physical assault which was 
26% (minor 22%, severe 13%). Moreover, the prevalence of 
experiencing sexual coercion was found to be 21% (minor 
18%, severe 6%) while the prevalence of experiencing 
injury was 11% (minor 8%, severe 9%).

In terms of women’s age less than 30 years as one of the 
predictors of postpartum IPV, the results of the present 
study are consistent with the results of a study by Radestad 
et al on postpartum women in Sweden (25) and a study 
by the WHO on the general population of women of 
reproductive age in 10 countries (9). In the study by the 
WHO, women’s young age had a significantly strong 
correlation with increased IPV in 12 out of 15 investigated 
regions. This could be due to the young couples’ lack 
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of proper knowledge of each other, lack of enough 
knowledge about the purpose of marriage and spousal 
responsibilities, and also lack of enough maturity to solve 
the problems.

Unplanned pregnancy was another predictor of IPV, 
which is consistent with the results of a study by Charles 
and Perreira in the United States (26). However, the 
results of these studies could not prove that unplanned 
pregnancy resulted in increased postpartum IPV because 
this correlation might be due to the strong relationship 
between the prevalence of IPV before and after the 
pregnancy (27) and also due to the positive correlation 
between pre-pregnancy IPV and unintended pregnancy. 
Studies by Azevedo et al in Brazil (28) and Kamal in 
Bangladesh (29) also showed that there was a positive 
correlation between pre-pregnancy IPV and unintended 
pregnancy.

Besides, women’s inability to fully meet their husband’s 
sexual needs was another predictor of IPV, which is in 
conformity with the results of a study on a large number of 
the general population in the United States indicating the 
increased risk for IPV due to sexual dissatisfaction (30).

Age difference between husbands and wives (men 5 or 
more years older than women) in most regions studied in 
the multi-country study by the WHO had no correlation 
with the prevalence of IPV (9) which is consistent with 
the results of the present study. Moreover, observing no 
relationship between the prevalence of IPV and parity 
(primiparity vs. multiparity) among women is in line with 
some studies on postpartum women in Sweden (18, 25).

In some studies (8-10), low family income and low level 
of women’s education were among the factors predicting 
IPV. In the present study, although bivariate analysis 
showed that there was a relationship between both of the 
above-mentioned factors and increased prevalence of IPV, 
multivariate analysis demonstrated that this relationship 
was not statistically significant.

According to most studies, drug and alcohol abuse 
by women or their sexual partners were among the 
important factors predicting the IPV (10). In the present 
study, however, it was not possible to determine their 
effect on IPV due to the few reported cases of drug and 
alcohol abuse (only 5 cases in the couples). It seems that 
the reported prevalence was lower than the actual rate 
owing to the illegality and taboo nature of the drug and 
alcohol abuse in Iran. This could be considered as one of 
limitations of the present study.

In Iran, people have easy access to public primary 
health services which provide free routine pregnancy 
and postpartum care. Recent health care programs 
have included investigation of IPV against pregnant 
and postpartum women in their health care formats. 
Therefore, given the high prevalence of IPV during 
pregnancy and postpartum period, health care providers 
are required to be fully aware of the ways of identifying 
the people at risk of IPV, learn how to take necessary 

measures to help the women victimized by IPV, and take 
advantage of this opportunity to identify this problem 
and provide preventive services. A trial conducted by 
Kiely et al (31) showed that holding individually tailored 
counseling sessions as a relatively short intervention 
during pregnancy could significantly help prevent the 
recurrence of IPV during other periods of women’s lives.

It is recommended that prospective longitudinal studies 
on IPV be carried out including the women who intend to 
get pregnant and following them during pregnancy and 
postpartum period. Such studies can help better identify 
the changes in the prevalence of each form of IPV over 
these periods and their risk factors. Moreover, given the 
high prevalence of IPV and its negative effect on women’s 
and children’s health, interventional studies are urgently 
needed to reduce its prevalence and\or chronicity because 
the results of the limited studies conducted in other 
countries might not be generalizable to this specific 
region due to the effect of cultural and social factors on 
effectiveness of the interventions.

Conclusions 
The IPV during postpartum is very common. Therefore, 
it is recommended to implement IPV screening programs 
and effective strategies for IPV prevention in the health 
care settings for newly delivered women with an emphasis 
on the high risk for women.
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