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ABSTRACT

Context: IPV against women is associated with immediate and long-term
adverse health outcomes for women and children, both directly and
indirectly. This is particularly worse in the pregnancy where the condition of
the woman makes her vulnerable to adverse outcomes. Aims: To assess the
prevalence of IPV among pregnant women and determine the factors
associated with it. Settings and design: A cross-sectional study carried out
between November 2017 and March 2018 among pregnant women
attending antenatal clinics in the Southern part of Nigeria. Subjects and
Methods: A pre-tested structured questionnaire adapted from the WHO
multi-country study on domestic violence was used for interview among the
529 participants. Statistical analysis used: The data were cleaned, coded
and analyzed using statistical IBM SPSS Statistics version 21.0. Results: The
overall prevalence of IPV during pregnancy was 15.5% with that of physical,
sexual, controlling and emotional IPV during pregnancy in this study were
2.1%, 3.6%, 5.1% and 11.9%, respectively. Respondents who had higher
education (AOR: 4.428, 95% Cl: 1.729-11.342), made less than 4 ANC clinic
visits (AOR: 5.543, 95% Cl: 2.706-11.352) and those with partners in unskilled
occupation (AOR: 3.065, 95% Cl: 1.115-8.426) were more likely to experience
IPV during pregnancy. In addition, respondents with professional or skilled
occupation and those of high social class were less likely to experience IPV
during pregnancy, (AOR: 0.476, 95% Cl: 0.272-0.833) and (AOR: 0.157, 95% Cl:
0.053-0.467), respectively. Conclusions: Our findings underscore the
importance of empowering the woman and indeed, the home and improving
her social status.

Keywords: intimate partner violence, domestic violence, abuse, pregnancy,
maternal morbidity and mortalitylntroduction
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The sustainable development goals (SDGs), which
are international agreements made by various
governments, proposed measures towards the
prevention of violence against women. The goal 5
which addresses gender equality and empower-
ment of women and girls, has as one of its targets
(Target 5.2) to “eliminate all forms of violence
against all women and girls in public and private
spheres, including trafficking and sexual and other
types of exploitation.” This stresses the need to
address all forms of violence against women,
including intimate partner violence (IPV), as a key
tool to achieving gender equality. Also, the target
16.1 of the SDGs is to significantly reduce all forms
of violence and related rates everywhere.' There-
fore, addressing the issues of IPV is a necessity in
attaining the SDGs.

The World Health Organization (WHO)
defined IPV as the most common form of violence
against women. It includes physical, sexual, and
emotional abuse, and controlling behaviors by an
intimate partner.” Violence against women is a
violation of human right that cuts across the world,
regardless of social status, culture or ethnicity. It is
increasingly gaining public health attention
because of the attendant consequences to the
health of the woman. The WHO estimates show
that violence against women increases the risk of
adverse physical health outcomes including those
related to sexual and reproductive health as well as
mental health outcomes.’

Worldwide, one in three (35%) women and
girls aged 1549 years report physical or sexual IPV
or non-partner sexual violence in their lifetime.
Most of this is IPV, which affects 30% of women
(aged 1549 years) and 30% of adolescent girls
(aged 1519 years). Estimates of the proportion of
women who have experienced intimate partner
violence range from 23.2% in high-income
countries and 24.6% in the WHO Western Paci?c
Region low-medium income countries (LMIC), to
37% in the Eastern Mediterranean Region LMIC
and 37.7% in the South-East Asia Region LMIC.[3]
In 2013, an estimated 38% of homicides among
women were committed by their intimate partners
as compared to 6% of homicides among men.’ The

United Nation (UN) reported that of the about
87,000 women killed in 2017, 58% were com-
mitted by an intimate partner or family member.*
Africa is the region most affected by homicides
among women by intimate partners. A rate of 3.1
victims per 100,000 female population were
reported in Africa.’ Nigeria, in 2015, passed the
comprehensive Violence Against Persons Prohibi-
tion Act which aims to eliminate all forms of
violence. In addition, Nigeria is a signatory to the
Convention on the Elimination of All Forms of
Discrimination against Women (CEDAW). Despite
these efforts, IPV has continued to be of concern.
The Nigeria demographic and health survey in
2019, reported a rate of IPV against women of
19.9%, 7.7% and 32.3% for physical, sexual and
emotional IPV, respectively. The overall prevalence
of IPV was quoted as 36.9%.°

Violence during pregnancy by an intimate
partner manifests by physical, sexual, emotional as
well as controlling behaviors. The focus of the
majority of studies on IPV during pregnancy has
often been on physical violence. This negates the
other areas of IPV during pregnancy which are also
detrimental for women's and their children's well-
being. The WHO in the multi-country study
reported a prevalence of physical violence in
pregnancy to range between 1-28%.° IPV during
pregnancy in Africa is among the highest globally
with an overall prevalence of 15.23% quoted.” A
prevalence of 5.5% was reported of physical IPV
during pregnancy in Nigeria® and an overall
prevalence of 28.3% reported of IPV during
pregnancy in Southern part of the country.®

Risk factors for IPV during pregnancy are said
to be similar to that outside pregnancy. However,
the prevalence may be higher because of the
increased demand for partner commitment that
comes with pregnancy. Several factors have been
reported to be associated with IPV during preg-
nancy. These include factors such as unplanned
pregnancy, education, occupation, social class,
family size, and partner use of alcohol and
smoking.”" It is important to identify these factors
as this may help to address this problem which is on
the increase especially in our environment.
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IPV against women is associated with
immediate and long-term adverse health outcomes
for women and children, both directly and
indirectly.” This is particularly worse in the
pregnancy where the condition of the woman
makes her vulnerable to adverse outcomes.
Violence during pregnancy can result in physical
injuries, sexually transmitted infections,
hemorrhage, mental health disorders and poor
attendance to antenatal and postnatal care.”"
Pregnant women exposed to IPV are said to be at
high risk of mental health problems such as
depression, posttraumatic stress disorders, suicidal
ideation and psychosis.”"” Fetal and neonatal
complications associated with IPV include
miscarriage, prematurity and its consequences,
low birth weight, premature separation of the
placenta, stillbirth, preterm delivery and neonatal
intensive care admission.”'*'*"” In Nigeria, study
results from a nationally representative sample of
mothers aged 15 to 49 years showed that women
who are exposed to IPV were 1.5 times more likely
to lose a child under 5 years old compared to those
not exposed women.” This study, therefore, sets
out to assess the prevalence of IPV among pregnant
women and determine the factors associated with
it. It is our belief that knowing these factors will
help to formulate plans and strategies to combat
IPV during pregnancy and consequently, prevent
the adverse outcomes associated with it. Also, the
prevalence of different forms of IPV can help
monitor progress towards the elimination of
violence against persons, particularly during
pregnancy, in Nigeria.

Materialsand Methods
This cross-sectional study was carried out between
November 2017 and March 2018 among pregnant
women attending antenatal clinics in the Southern
part of Nigeria. The hospital serves as a referral
center for other hospitals within and from
neighboring states. It holds four antenatal clinics
every week and has an average of 80 attendance
per clinic day.

The participants for this study were ever-
partnered pregnant women in their second or third

trimester. This was to minimize the bias that may
occur if the women were too early in pregnancy.
Those who were ill and unable to give consent were
excluded from the study.

A pre-tested structured interviewer-
administered questionnaire adapted from the
WHO multi-country study on domestic violence
was used.’Data were collected on the demographic
and obstetric characteristics of the pregnant
women, the demographic characteristics of interest
of their partners, spouse/partner's smoking and
alcohol use status, and information to determine if
the women have experienced physical, emotional,
sexual and controlling behavior IPV during the
index pregnancy.

A woman was considered to have experienced
IPV if she experiences any one of the different
categories of IPV during the pregnancy.

The social status of pregnant women studied
was assessed using the classification system that
combines the educational status of the woman and
the occupation of the spouse. It classified education
as 0, 1 and 2 for tertiary, secondary, and primary
education, respectively, and the occupation of the
spouse as 1,2, and 3 for professional, skilled, and
unskilled occupation, respectively. The combina-
tion of these put the woman in a social class that
ranges from 1 (highest social class) to 5 (lowest
social class). The appropriateness of the
classification and its application in Nigeria have
been assessed and presented elsewhere.”*

The sample size determination was with the
Cochran sample size formula calculation using a
prevalence of IPV during pregnancy of 44.6%.*
This gave a minimum sample size of 380.
Considering a non-response rate of 10%, a sample
size of 418 was derived. However, a total of 529
pregnant women participated in this study.

The study objectives and procedures were
explicitly explained to participants and informed
consent obtained. The participants were assured of
their confidentiality and privacy during the inter-
view and data management. They were also
informed that they had the right to decline partici-
pation or withdraw from the study anytime and
that there will be no penalties or loss of benefits for
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refusal or withdrawal from the study.

The data were checked for completeness and
consistencies at the end of each day. They were
then cleaned, coded and analyzed using statistical
IBM SPSS Statistics version 21.0.

Descriptive statistics were computed to
determine the prevalence of overall IPV and
subtypes of IPV during pregnancy, including
physical, emotional, sexual and controlling
behavior. Chi-square tests were used for bivariate
analyses to identify factors associated with IPV. A
multivariate logistic regression model was done to
identify the different factors that independently
determine IPV during pregnancy and OR
calculated at 95% Confidence interval. In all
statistical tests, a value of p < 0.05 was considered
statistically significant.

Results

Five hundred and twenty-nine pregnant women
participated in the study with their ages ranging
between 30-34 years and a mean age of
31.28+4.38 years. A hundred and ninety-two
(36.3%) of them had no previous delivery and 351
(66.4%) were in their 3rd trimester of pregnancy.
The majority of them were skilled 247 (46.7%)
with tertiary level of education 351 (66.4%). Three
hundred and eight (58.2%) respondents had
attended at least four antenatal visits. The majority
of their partners were in skilled occupation 243
(45.9%) and had tertiary education 416 (78.6%).

The prevalence of physical, sexual, controlling
and emotional IPV during pregnancy in this study
were 2.1%, 3.6%, 5.1% and 11.9%, respectively.
The overall IPV during pregnancy was 15.5% (see
Fig1).

Significant associations were found between
physical IPV and age, parity, gestational age, level
of education, occupation, and partner's occupa-
tion. Women who reported physical IPV were more
likely to be of age category 25-29 years (p<0.001),
nulliparous (p<0.001), in their third trimester
(p=0.019), with tertiary level of education
(p=0.038), in skilled occupation (p=0.001), and
with a partner in skilled occupation (p=0.001).
Women with unplanned pregnancy were more

likely to be involve in IPV during pregnancy
(p=0.001) (see Table 1).

Sexual IPV was relatively more among women
of age category 20-24 3 (10.0%, p<0.001),
nulliparous 12 (6.3%, p=0.046), those that had
<4 antenatal clinic visits 13 (5.9%, p=0.031),
those with unplanned pregnancy 6 (8.5%,
p=0.031) and those with partners in skilled
occupation 13 (5.3%, p=0.023) (see Table 2).

Statistically significant differences were found
among the age categories (p=0.001), occupation
(p=0.022), status of pregnancy (p=0.005) and
partner level of education (p=0.007) and
controlling behavior. Women who reported IPV
during pregnancy were more likely to be of age
category 25-29, skilled, have unplanned pregnancy
and have partners with tertiary level of education
(see Table 3).

Thirty-three (20.2%) and 9 (4.3%) of age
categories 25-29 and 30-34 years, respectively
reported emotional IPV (p<0.001). Respondents
less than 28 weeks pregnant were more likely to
experience emotional IPV 34 (19.1%, p<0.001).
Respondents in skilled occupation 36 (14.6%) and
those who had <4 antenatal visits 49 (22.2%) were
significantly more likely to experience emotional
IPV (p=0.009 and p<0.001 respectively). There
were also significant differences in the status of the
pregnancy (p=0.017) and partner's occupation
(p=0.004) and emotional IPV. Respondents with
unplanned pregnancy 15 (21.1%) and those with
partners in skilled occupation 37 (15.2%) were
more likely to experience emotional IPV (see Table
4). After correcting for confounders in the
multivariate regression model, respondents who
had higher education (AOR-4.428, 95% CI - 1.729-
11.342), made less than 4 ANC clinic visits (AOR-
5.543, 95% CI-2.706-11.352) and those with
partners in unskilled occupation (AOR-3.065, 95%
CI-1.115-8.426) were more likely to experience
IPV during pregnancy. In addition, respondents
with professional or skilled occupation and those of
high social class were less likely to experience IPV
during pregnancy, (AOR - 0.476, 95% CI - 0.272-
0.833) and (AOR-0.157, 95% CI -0.053-0.467),
respectively (see Table 5).
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Table 1: Association between the respondents’ characteristics and physical IPV

Variables Physical IPV P-Value
Yes n (%) No n (%)

Age (years) (mean age 31.28+4.38)

20-24 0 0 (100) <0.001
25-29 11 (6.7) 152 (93.3)

30-34 0 211 (100)

>35 0 125 (100)

Parity

2.4 0 179 (100) <0.001
1 0 158 (100)

0 11 (5.7) 181 (94.3)

Gestational age (weeks) (mean 31.28+4.38)

<28 0 178 (100) 0.019
>28 11 (3.1) 340 (96.9)

Level of education

Tertiary 11 (3.1) 340 (96.9) 0.038
Secondary 0 175 (100)

Primary 0 3 (100)

Occupation

Professional 0 58 (100) 0.001
Skilled 11 (4.5) 236 (95.5)

Unskilled 0 224 (100)

Marital status

Married 11(2.1) 510 (97.9) 1.000
Not married 0 8 (100)

Antenatal clinic visits

<4 5(2.3) 216 (97.7) 1.000
>4 6 (1.9) 302 (98.1)

Status of index pregnancy

Planned 5(1.1) 453 (98.9) 0.001
Unplanned 6 (8.5) 65 (91.5)

Partner level of education

Tertiary 11 (2.6) 405 (97.4) 0.185

Secondary 0 110 (100)
Primary 0 3 (100)
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Variables Physical IPV P-Value
Yes n (%) No n (%)

Partner Occupation

Professional 0 141 (100) 0.001
Skilled 11 (4.5) 232 (95.5)
Unskilled 0 145 (100)

Partner alcohol
Yes 6 (3.7) 158 (96.3) 0.104
No 5(1.4) 360 (98.6)

Partner smoking

Yes 0 11 (100) 1.000
No 11 (2.1) 507 (97.9)

Social class

1 0 112 (100) <0.001
2 11 (6.0) 171 (94.0)

3 0 173 (100)

4 0 62 (100)

Table 2: Association between the respondents' characteristics and sexual IPV

Variables Sexual IPV P-Value
Yes n (%) No n (%)

Age (years) (mean age 31.28+4.38)

20-24 3 (10.0) 27 (90) <0.001
25-29 12 (7.4) 151 (92.6)

30-34 4 (1.9) 207 (98.1)

>35 0 125 (100)

Parity

2-4 4(2.2) 175 (97.8) 0.046
1 3(1.9) 155 (98.1)

0 12 (6.3) 180 (93.8)

Gestational age (weeks) (mean 31.28+4.38)

<28 10 (5.6) 168 (94.4) 0.124
>28 9(2.6) 342 (97.4)

Level of education

Tertiary 16 (4.6) 335 (95.4) 0.226
Secondary 3(1.7) 172 (98.3)

Primary 0 3 (100)



Okoror, Collins E. M. & Ehigiegba, Alfred E: Intimate partner violence during pregnancy among women

Variables

Occupation
Professional
Skilled
Unskilled

Marital status
Married
Not married

Antenatal clinic visits
<4
>4

Status of index pregnancy
Planned
Unplanned

Partner level of education
Tertiary

Secondary

Primary

Partner Occupation
Professional

Skilled

Unskilled

Partner alcohol
Yes
No

Partner smoking
Yes

No

Social class
1

2
3
4

Sexual IPV
Yes n (%) No n (%)
0 58 (100)
12 (4.9) 235 (95.1)
7 (3.1) 217 (6.9

19 (3.6) 502 (96.4)
0 8 (100)

13 (5.9) 208 (94.1)
6 (1.9) 302 (98.1)

13 (2.8) 445 (97.2)
6 (8.5) 65 (91.5)

16 (3.8) 400 (96.2)
32.7) 107 (97.3)
0 3 (100)

0 141 (100)
13 (5.3) 230 (94.7)
6 (4.1) 139 (95.9)

6 (3.7) 158 (96.3)
13 (3.6) 352 (96.4)

0 11 (100)
19 (3.7) 499 (96.3)

0 112 (100)

10 (5.5) 172 (94.5)
9 (5.2) 164 (94.8)
)

0 2 (100

P-Value

0.179

1.000

0.031

0.031

0.800

0.023

1.000

1.000

0.009
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Table 4: Association between the respondents' characteristics and emotional IPV

Variables Emotional IPV P-Value
Yes n (%) No n (%)

Age (years) (mean age 31.28+4.38)

20-24 0 0 (100) <0.001
25-29 33 (20.2) 130 (79.8)

30-34 9 (4.3) 202 (95.7)

>35 21 (16.8) 104 (83.2)

Parity

2.4 24 (13.4) 155 (86.6) 0.742
1 18 (11.4) 140 (88.6)

0 21 (5.7) 171 (89.1)

Gestational age (weeks) (mean 31.28+4.38)

<28 34 (19.1) 144 (80.9) <0.001
>28 29 (8.3) 322 (91.7)

Level of education

Tertiary 45 (12.8) 306 (87.2) 0.642
Secondary 18 (10.3) 157 (89.7)

Primary 0 3 (100)

Occupation

Professional 0 58 (100) 0.009
Skilled 36 (14.6) 211 (85.4)

Unskilled 27 (12.1) 197 (87.9)

Marital status

Married 63 (12.1) 458 (87.9) 0.605
Not married 0 8 (100)

Antenatal clinic visits

<4 49 (22.2) 172 (77.8) <0.001
>4 14 (4.5) 294 (95.5)

Status of index pregnancy

Planned 48 (10.5) 410 (89.5) 0.017
Unplanned 15 (21.1) 56 (78.9)

Partner level of education

Tertiary 47 (11.3) 369 (88.7) 0.596
Secondary 16 (14.5) 94 (85.5)

Primary 0 3 (100)
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Variables

Partner Occupation
Professional

Skilled

Unskilled

Partner alcohol
Yes
No

Partner smoking
Yes
No

Social class
1

2
3
4

Variables

Age (years)
<35
>35

Parity
0
>1

Gestational age (weeks)
<28
>28

Level of education
With tertiary education
Without tertiary education

Occupation
Professional/Skilled
Unskilled

Table 5: Determinants of IPV during pregnancy

Crude OR
95% C. 1.)

0.657 (0.391-1.105)
1

0.687 (0.412-1.148)
1

1.894 (1.174-3.054)
1

1.110 (0.670-1.838)
1

0.654 (0.408-1.049)
1

Emotional IPV

Yes n (%)

6 (4.3)
37 (15.2)
20 (13.8)

19 (11.6)
44 (12.10

0
63 (12.3)

2(1.8)
30 (16.5)
28 (16.2)

3 (4.8)

P-Value

0.114
0.152
0.009
0.686

0.078

P-Value
No n (%)
135 (95.7) 0.004
206 (84.8)
125 (86.2)
145 (88.4) 0.993
321 (87.9)
11 (100) 0.377
455 (87.8)
110 (98.2) <0.001
152 (83.5)
145 (83.8)
9 (95.2)
Adjusted OR  P-Value
(95% C. 1.)

0.645 (0.360-1.153)
1

0.935 (0.530-1.651)
1

0.676 (0.345-1.326)
1

4.428 (1.729-11.342)
1

0.476 (0.272-0.833)
1

0.139

0.817

0.255

0.002

0.009
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Variables

Antenatal visits
<4
>4

Status of index pregnancy
Planned
Unplanned

Partner level of education
With tertiary education
Without tertiary education

Partner occupation
Unskilled
Professional/Skilled

Use of alcohol
Yes
No

Social class
1-2
3-4

e e e
(=T A=

Proportion of participants (%)

,
0

Physical [PV

Sexual [PV

Crude OR  P-Value
(95% C. 1.)

3.681 (2.225-6.089)  <0.00
1

0.640 (0.340-1.196) 0.162
1

0.883 (0.504-1.548) 0.664
1

0.897 (0.534-1.508) 0.682
1

0.907 (0.542-1.520) 0.712
1

0.683 (0.426-1.095) 0.113
1

Proportion of [PV

Controlling
behaviour

Categories of IPV experienced

Adjusted OR
(95% C. 1.)

5.543 (2.706-11.352)
1

0.910 (0.410-2.018)
1

1.513 (0.707-3.236)
1

3.065 (1.115-8.426)
1

0.790 (0.438-1.426)
1

0.157 (0.053-0.467)
1

Emotional IPV IPVp

Figure 1: Prevalence of the various categories of IPV experienced
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P-Value

<0.001

0.816

0.286

0.030

0.434

0.001
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Discussion

IPV is a violation of human rights and results in
adverse health consequences both physical and
psychological. These consequences are particularly
worse in the pregnant woman due to the various
changes of pregnancy which predisposes a woman
to a more severe presentation. In this study, the
authors assessed the burden of IPV during
pregnancy and determined the factors associated
with it. This is a necessary step in achieving the
goals 3, 5 and 15 of the sustainable development
goals as the world makes efforts to reduce global
maternal mortality and ensure gender equality by
year 2010.

In our study, 15.5% of the respondents have
been exposed to IPV during the index pregnancy
with 2.1%, 3.6%, 5.1% and 11.9% reporting
exposure to physical, sexual, controlling and
emotional IPV, respectively. The overall IPV during
pregnancy in this study is similar to 13.6%
reported from the South-eastern part of the
country among women attending antenatal
clinics® but differs from that reported from some
other parts such as Abuja (5.2%), Jos (31.8%) and
the Southern part of the country (28.3%)."" The
findings on the various forms of IPV differ from that
reported by previous work that reported the
prevalence of emotional, physical and sexual
violence as 28.4%, 13.8%, and 8.0%, respectively.”
The physical and sexual violence rates also differed
from those reported from some other countries
such as China (11.9% and 9.1%, respectively).”
While the physical violence rate was similar to that
in Japan, the sexual violence rate was higher (2.3%
and 1%, respectively)'* and much lower compared
to Thailand, where 54% of pregnant women were
exposed to emotional violence, 27% to physical
violence and 19% to sexual violence” and Jos
where 60.9% and 18.7% were reported to
experience sexual violence and physical violence
respectively.”

These dissimilarities might be explained by the
use of different measures and definitions of
violence. In this study, we used the WHO
questionnaire for measuring IPV among women,
while the Abuja study used the abuse assessment

score, the Chinese study used the revised conflict
tactics scale and the Japanese study used the
violence against women screening (VAWS)
tool.””*In addition, the disparity may be due to the
willingness of women to disclose the IPV exposure,
which relies on the culture, the fear of retaliation
and the availability of support.”” In Vietnam,
particularly in rural areas, the perceived social
norm is that women were responsible for the
marital harmony while men had a role as primary
income earners (i.e. 'pillars' in the family).”
Therefore, domestic violence might be treated as
private issues and could not be disclosed for a
'Happy' family.”” Akaba and Abdullahi’ reported in
their work that women who were more educated
had less willingness to disclose IPV, this may also
play a role in the small number in this study as 66%
of the respondents possessed tertiary level of
education. In addition, the lower prevalence in this
study could probably be due to the fact that this
study looked at IPV during index pregnancy as
against some of the other studies that looked at
lifetime prevalence both in and outside pregnancy,
IPV in the last one year and violence by any
perpetrator during pregnancy. Despite the fact that
the prevalence of IPV observed in this study is lower
than the lifetime prevalence observed in other
studies, it still carries huge public health implica-
tions because IPV during pregnancy has been
shown to be associated with a higher rate of
adverse maternal and fetal outcomes.”'>'*'*"

Our study showed in the multivariate
regression model that possessing tertiary education
by the woman and the partner being in unskilled
occupation were risk factors for IPV during
pregnancy. The possible reason for this may be that
the more educated a woman is, the more likely she
will be aware of her rights and demand it. This may
result in marital conflict in a patriarchal society like
Nigeria. Our finding differs from that from a study
in Michigan which reported reduction in both
recent and longer-term probabilities of IPV when
women's schooling is increased.” Despite this
finding, women should be encouraged to attain
high level of education as lack of it may foster
higher levels of gender inequality and greater
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acceptance of norms that support violence against
women.”**The finding of this study is in concordant
with previous studies that reported increased IPV
with unskilled occupation.” This likely arise from
the financial strain that may exist in such settings.
Women who have made less than 4 ANC clinic
visits were more likely to experience IPV during
pregnancy. This may be as a result of the role of
ANC in providing counselling to the women and
building trusting relationships with health-care
providers or other social workers. These have been
reported to result in decline in the occurrence of
IPV during pregnancy and improve knowledge and
capacities to cope with IPV among pregnant
women.”** The period of pregnancy, when the
woman has more frequent contact with the
healthcare facility, has been proposed as a
favorable time to screen for women experiencing
IPV in order to improve clinical diagnosis and
subsequent care.”*” This recommendation by the
WHO” and other relevant stakeholders like the
American College of Obstetricians and Gyneco-
logists (ACOG)* are yet to be operational in
Nigeria and other low-to middle-income countries.
The period of pregnancy may be the only point of
contact with health care providers for many
women in low resource settings. Helping on a
repeated basis has the ability to aid women in
reducing their risk of IPV and its sequelae, as has
been reported from intervention studies in the
USA”and Hong Kong."”

Higher women's social status as well as women
in professional and skilled occupations were
protective against IPV during pregnancy. Similarly,
previous studies have found reduced risk of IPV in
relation to higher women's status.*”* Women with
higher social status may be able to make decisions
on when and whom to marry, and thus they will be
less likely to enter an abusive relationship in the
first place. It is also likely that they would not
justify wife-beating, and thus they are more likely
to enter a relationship with a partner who holds
similar views and not experience IPV. Another
possible reason for this may be because pregnant
women of higher social class and in skilled or

professional occupation are more independent
financially and so able to make certain decisions
and are more likely to be less dependent on their
partners.

Findings from this study buttresses the fact
that the occurrence of IPV is an interplay of
different factors which may solely be due to
differences in individuals, culture, and the society,
as what is obtained in one setting, even though it
may be similar, may not apply in another.

Limitation of the study

This study had some limitations that need to be
considered when interpreting the results. The
cross-sectional design of this study precludes us
from drawing causal inference from the results
obtained. However, our aim was not to study the
causality. Second, selection bias may occur since
the study only included women attending
antenatal care. Third, because violence is a
sensitive topic, it may be difficult to obtain valid
information about IPV exposure. However, to
encourage the women to volunteer information,
the research assistants created an atmosphere of
confidentiality and empathy.

Conclusion

This study assessed the burden of IPV during
pregnancy among pregnant women and explored
the factors that are associated with it. Our findings
underscore the importance of empowering the
woman and indeed, the home and improving her
social status. In designing prevention strategies, it
is important to keep in mind the complex dynamics
between socio-cultural norms and individual
factors. However, it is important to monitor and
evaluate such prevention strategies adequately to
provide evidence of their efficiency and
effectiveness. To stop the occurrence of IPV during
pregnancy and prevent its negative impact on the
woman, it is of major importance to start
implementing IPV screening programs in relation
to antenatal care. Globally, this has been found to
reduce its occurrence through counselling on
relationship/family coping mechanisms.
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