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Abstract 

Background  Intimate partner violence (IPV) during pregnancy is a global issue of public health importance. Due 
to the low rates of help-seeking in response to IPV, research on survivors’ help-seeking behaviors is scarce, particularly 
within low- and middle-income countries (LMICs). The present study provides a cross-national evidence of informal 
and formal help-seeking patterns among pregnant women experiencing IPV.

Methods  This study made use of population-based data from the Demographic and Health Surveys (DHS) Pro-
gram from 54 LMICs, collected between 2005 and 2020 (N = 359,027). Applying bivariate and multivariable analyses, 
the present study examined IPV survivors’ help-seeking distributions and associations with individual, partner, family, 
and community factors.

Results  Only half of survivors sought help in response to IPV during pregnancy with wide regional and national varia-
tions, mainly from informal support networks (including family, neighbors, and friends), and rarely from formal institu-
tions (including legal, socio-cultural, and medical services). Evidence shows that help-seeking behaviors were associ-
ated with IPV survivors’ age and educational attainment, survivors’ employment status and earnings compared to their 
partners, survivors’ consumption of mass media, intimate partner’s age and education, spouse’s alcohol consumption 
and controlling behaviors, survivors’ wealth index, place of residence, and health-seeking barriers, among others.

Conclusion  Practitioners are encouraged to consider the study’s outcomes when designing interventions and sup-
port for survivors seeking help in response to IPV during pregnancy. Strong advocacy and action are needed, includ-
ing fostering survivors’ educational attainment, diminishing pregnant women’s social and financial dependencies 
on their intimate partners, promoting pre- and peri-natal health care, informing survivors about help, and increasing 
gender equality by engaging women and men equally within the whole community.
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Introduction
Intimate partner violence (IPV) is a serious global public 
health challenge, a major human rights violation, and the 
most common form of violence against women world-
wide [1]. However, IPV is rarely disclosed, and survivors’ 
help-seeking behaviors remain poorly studied, particu-
larly within low- and middle-income countries (LMICs) 
and during the vulnerable period of pregnancy [2–5].

Pregnancy can be a particularly delicate and stressful 
period, as it can entail higher stress levels due to rising 
physical, psychological, emotional, social, and economic 
burdens, which in turn can imply a higher vulnerability 
for pregnant women to be abused in an intimate partner-
ship [4, 6–9], which substantiates the research focus on 
this specific population at risk.

IPV is defined as any act of physical aggression, psy-
chological abuse, sexual coercion or controlling behav-
iours by a current or former partner or spouse [1]. 
Prevalence rates for IPV during pregnancy vary widely 
between studies and between regions. In a cross-coun-
try study analysing data of IPV during pregnancy from 
19 countries between 1998 and 2007, more than half 
of the surveys revealed a lifetime prevalence ranging 
between 3.9 and 8.7%, with higher rates in Latin America 
and Africa compared to Europe and Asia [10]. Consist-
ently, in other studies using data between 2000 and 2010 
the highest rates for IPV during pregnancy were also 
reported in LMICs, but much higher prevalence rates 
were disclosed with 53.3% in Latin America [11] and 57% 
in sub-Saharan Africa [12]. Additionally, previous studies 
indicate that violence experienced by women tends to be 
exacerbated during crises, such as forced displacement, 
conflict, and epidemics [13, 14]. Data emerging from 
the SARS-CoV-2/COVID-19 pandemic has shed new 
light on IPV against women under such situations. Given 
“stay-at-home” public health mandates - and the associ-
ated decrease in access to support and medical services, 
in addition to socio-economic impacts - evidence has 
emerged indicating an increased frequency of IPV in this 
context due to social isolation and prolonged exposure to 
abusive partners [14].

Violence against pregnant women has numerous del-
eterious health outcomes for women, children, and fami-
lies, including physical, mental, sexual, and reproductive 
health problems, as well as negative socio-economic con-
sequences for countries and societies; outcomes, rang-
ing from miscarriage, stillbirth, preterm birth, increased 
child mortality and morbidity, and sexually transmitted 
infections to maternal death, homicide and suicide have 
been well-described in the literature [15–20]. Seeking 
help when experiencing violence can be a challenging 
and complex process and might be even more intricate 
during the vulnerable period of pregnancy. Help-seeking 

has been defined as “violence disclosure in order to 
obtain a form of assistance” [5] and can be formal/insti-
tutional (e.g., police, medical professionals, legal or social 
service actors), or informal/non-institutional (e.g., fam-
ily and friends). Liang et  al. [3] conceptualized a theo-
retical framework for the process of help-seeking which 
includes three stages; (1) IPV-exposed women must rec-
ognize and define violence as a problem, (2) they must 
decide whether to seek help, and finally (3) they must 
select a help provider; all process stages are themselves 
influenced by individual, interpersonal and sociocultural 
factors. A complementary framework is the Theory of 
Help-Seeking Behavior which explains how help-seeking 
is influenced by survivor’s individual agency, beliefs, and 
social context [21]; (1) individual agency entails the self-
efficacy, inner strength and intentionality to seek help; 
(2) beliefs include current and community experiences, 
as well as historical knowledge about help providers; (3) 
social context comprises the community influence, posi-
tionality, racial discrimination and systemic racism which 
also have impact on survivors’ help-seeking behaviors. As 
pregnancy itself can be a phase of extreme change, adap-
tations, and various interdependencies, these individual 
and sociocultural beliefs might start to falter particularly 
during the period of pregnancy and therefore might chal-
lenge the process of help-seeking, which this study aims 
to explore further.

Research has demonstrated that seeking social support 
- both from informal and formal sources - improves IPV 
survivors’ coping mechanisms, protecting them against 
ongoing violence and negative physical and mental health 
outcomes, including anxiety, depression, post-traumatic 
stress disorder, and suicide attempts [3, 22]. Social sup-
port might be beneficial for IPV survivors by fostering 
their psychological well-being in general, giving assis-
tance in defending one’s integrity and safety, helping to 
imagine alternatives to the current violent situation, pro-
viding emotional, physical, financial, or material help, 
and encouraging to seek any further help in order to stop 
IPV [3, 22]. Moreover, health care providers’ screening 
and referral to supportive counselling for IPV survivors 
has been shown to improve quality of life, family cohe-
siveness, and increase the use of safety behaviors and 
community resources [23]. Although antenatal care and 
other health care providers can be often the first and 
most frequent support service for pregnant women expe-
riencing IPV, research has also shown that IPV survivors 
in LMICs are less likely to use antenatal care [24], which 
reinforces the investigation of help-seeking behaviors 
within and especially outside the health care systems in 
LMICs.

Despite the high prevalence of IPV among women, 
rates of help-seeking and reporting of violence are 
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relatively low worldwide, especially in resource-poor 
settings. Cross-national studies in LMICs revealed help-
seeking rates between 35 and 40% among women expe-
riencing physical and/or sexual violence; estimates range 
from 22.5% in Southeast Asia to 72.2% in Latin America 
[11, 25–27]. Most IPV survivors - with a global range 
from 17.6% in sub-Saharan Africa to 65.5% in Central 
America - first seek help from informal sources, begin-
ning with close relatives, followed by in-laws, and friends 
[11, 26, 27]. By contrast, only few women seek help from 
formal institutions, such as police, social service organi-
zations, and medical professionals; formal help-seeking 
rates vary regionally from 2% in India and East Asia to 
36% in Latin America [11, 26, 27]. A study conducted 
in Norway reported that, compared to non-pregnant 
women, a significantly lower number of pregnant women 
disclosed their experiences with physical or psychologi-
cal IPV to care providers [28], which is why a particular 
attention should be paid to this vulnerable group.

Seeking help for IPV is shown to be associated with 
multitudinous facilitating and inhibiting factors. Exist-
ing literature on this topic tends to be country-specific 
and focusing primarily on non-pregnant women. These 
studies revealed that women’s employment, education, 
age, marital status, and the severity of violence were asso-
ciated with help-seeking [5, 26, 27, 29, 30]. In addition, 
women’s perception of violence as “not serious enough” 
or “normal” - in addition to being a source of shame and 
embarrassment, as well as evoking fear of disclosure 
leading to concerns about privacy and confidentiality - 
is associated with decreased support-seeking efforts [5, 
11, 31, 32]. In the converse, having an employed partner, 
partner’s older age, and lower alcohol consumption - as 
well as having minor children in the home - positively 
influence battered women’s help-seeking [5, 27, 29–33]. 
Community and societal factors also play an essen-
tial role in IPV survivors’ decision to seek help, and the 
impact of cultural and religious beliefs, urban versus 
rural residence, and wealth status have also been areas of 
research in societies with known gender inequities [5, 7, 
26, 30, 32, 34].

Economic and marital dependency theories claim that 
women with lower financial resources might be more 
dependent on their male partners and therefore less able 
to leave an abusive partner or to seek help [6, 7, 35], and 
these dependencies can aggravate particularly during 
pregnancy.

Whereas research attention has been devoted to the 
prevalence, risk factors and health outcomes associ-
ated with IPV among pregnant women in LMICs [4, 12, 
20, 36], there remains a paucity of literature investigat-
ing factors associated with help-seeking in these set-
tings. The relatively high IPV rates during pregnancy and 

simultaneously the relatively low rates of help-seeking in 
LMICs compared to high-income countries, as presented 
above, substantiate the study’s special focus on these eco-
nomically disadvantaged environments. Moreover, there 
is a scarcity of population-based research examining the 
help-seeking behaviors of IPV survivors which is mostly 
country-specific [29, 30, 33, 37, 38]; only two studies - to 
date - have compared reporting patterns on a global scale 
[26, 27]. In addition, while previous cross-sectional help-
seeking studies examined non-pregnant women [5, 11, 
26, 27, 33], none focused only on the IPV experience of 
pregnant women, in spite of evidence that the latter are 
particularly vulnerable to violence [4, 28, 39, 40]. Finally, 
prior research has put a focus on formal health seeking 
behaviors [23, 24, 37, 41, 42] leading to a need for studies 
differentiating between formal and informal help-seeking 
behaviors.

To bridge this essential research gap, the present study 
aims to: 1) assess the degree to which women experienc-
ing IPV during pregnancy sought help; 2) examine the 
sources of informal and formal support for this popula-
tion; and 3) evaluate factors associated with help-seeking 
among this sample by investigating individual, family, and 
community-level characteristics. Leveraging this reliable 
and accurate data source to provide novel perspectives 
into help-seeking among survivors of violence during 
pregnancy is crucial to tailor policies, interventions, and 
networks to improve cross-national infrastructure to 
support IPV survivors during pregnancy and beyond. In 
sum, this study is the first research - to our knowledge - 
which examines formal and informal help-seeking behav-
iors on a global scale while putting an emphasis on IPV 
during pregnancy in LMICs.

Methods
Data
This study utilized extant, publicly available data col-
lected by the Demographic and Health Surveys (DHS) 
Program from 54 LMICs. The DHS Program provides 
cross-sectional, population-based, and nationally repre-
sentative data and collects information about health and 
population trends from over 90 developing countries, 
enabling comparisons across different nations. Within 
the DHS sample, only one woman per household was 
randomly selected to participate in the Domestic Vio-
lence module in which she was interviewed about vio-
lence perpetrated by her current or most recent husband 
or partner.

The present study focused on data collected between 
2005 and 2020 (the fifth to eight survey waves) from 
currently or previously married and cohabiting females 
of reproductive age (15-49 years) living within the 
selected 54 LMICs (N = 359,027); the study focused on 
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respondents living in the following four regions: Asia and 
Melanesia (12 countries), Latin America and Caribbean 
(6 countries), North Africa/West Asia/Eastern Europe (6 
countries), and sub-Saharan Africa (30 countries) [43]. 
The classification into LMICs is based on the World 
Bank Atlas method, which defines low-income coun-
tries as those with a gross national income per capita of 
1,085 U.S. Dollars or less, and middle-income countries 
as those with a gross national income per capita between 
1,086 and 13,205 U.S. Dollars per year [44]. The term 
“global/globally” is used throughout the text and figures 
to refer to the specific set of 54 LMICs and does not rep-
resent the global distribution of all countries worldwide.

Intimate partner violence is a very personal and sen-
sitive topic, therefore the DHS Program applied strict 
ethical and safety procedures which correspond to inter-
national recommendations for research on domestic 
violence against women [45]. Interviews were only con-
ducted after a respondent provided informed consent 
and her privacy was insured; all methods were performed 
in accordance with the relevant regulations and guide-
lines. The datasets used for the present study are publicly 
available in anonymized form (www.​dhspr​ogram.​com/​
data/​ avail​able-​datas​ets.​cfm), and additional information 
about the DHS Program, surveys, procedures and meth-
odology can be obtained from the official website (www.​
dhspr​ogram.​com).

Measurements
Within the Domestic Violence module, women and girls 
aged 15-49 years who have ever been pregnant where 
asked “Has anyone ever hit, slapped, kicked, or done 
anything else to hurt you physically while you were 
pregnant?” with a yes-or-no-answer. All women who 
answered the following question “Who has done any of 
these things to physically hurt you while you were preg-
nant?” with “current husband/partner”, “former husband/
partner”, “current boyfriend”, or “former boyfriend” were 
coded as denominators in the present study. The depend-
ent variable was a dichotomous question of whether a 
woman sought help, conditional on having experienced 
IPV: “Thinking about what you yourself have experi-
enced among the different things we have been talking 
about, have you ever tried to seek help?”. If the respond-
ent answered “yes” to this screening question, she was 
then asked from whom she sought help. Women who 
reported seeking help from her own family, her husband/
partner’s family, her friend, or her neighbor were coded 
as seeking “informal” or “non-institutional” help. On the 
other hand, women were classified as seeking “formal” 
or “institutional” help if they sought help from any of the 
following sources: police, doctor/medical professional, 
religious leader, lawyer, or social service organization. 

Women could select multiple help-seeking sources, 
hence these formal and informal help categories are not 
mutually exclusive. Possible answer options varied by 
country survey.

Socio-demographic background characteristics - meas-
ured in association with women’s help-seeking - were 
derived from the Woman’s and the Household Ques-
tionnaires. These results were analyzed and interpreted 
to ascertain the facilitating and inhibiting factors for 
help-seeking among women who have experienced IPV 
during pregnancy. Independent variables were classi-
fied into three main categories: (1) women’s individual 
characteristics, including age at the time of survey, age at 
first cohabitation, marital status, highest level of educa-
tion, employment status at the time of survey, detail con-
cerning the highest wage earner in the home, exposure 
to mass media at least once a week (including reading 
newspaper or magazine, listening to radio, and watch-
ing television), and whether the current pregnancy was 
planned; (2) partner/family characteristics, namely part-
ner’s age, highest level of education, employment status 
at the time of respondent participation in the study, part-
ner’s alcohol consumption, number of living children, 
whether the respondent witnessed her father “beat” her 
mother, and whether a respondent is afraid of her part-
ner; and (3) community/societal characteristics included 
place of residence (urban/rural), wealth index, respond-
ent’s freedom in decision-making, perceived controlling 
behaviors, attitudes towards wife beating, and barriers to 
access health care. For the purpose of the present study, 
the decision-making variable included the four targeted 
questions concerning the respondent’s final say in the 
following decisions: (a) health care (b) large household 
purchases (c) visits to family or friends, and (d) uses 
for spouses’ income. For the decision-making variable, 
we only included the possible answers “woman alone”, 
“woman and partner”, and “partner alone”, and excluded 
the answers “woman and other person”, “someone else”, 
“other” and “relatives” due to the focus on intimate part-
ners, as well as due to survey inconsistencies and align-
ment with other studies.

Additionally, a question concerning perceived primary 
barriers to help-seeking was included in surveys adminis-
tered in the Dominican Republic, Peru, Burkina Faso, and 
Ivory Coast. A hypothesis-driven approach was applied 
for the selection of the independent variables of inter-
est for this study. Based on previous research concerning 
factors significantly facilitating or inhibiting help-seeking 
[26, 27, 29, 30, 33, 37, 38], the aforementioned variables 
were selected for inclusion in the bivariate and multivari-
able analyses; the selection process was limited by incon-
sistencies in variable wording and answer options, as well 
as partial unavailability of data.

http://www.dhsprogram.com/data/%20available-datasets.cfm
http://www.dhsprogram.com/data/%20available-datasets.cfm
http://www.dhsprogram.com
http://www.dhsprogram.com
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Statistical analyses
RStudio (Version 1.4.1717) [46] was used to conduct all 
statistical analyses and Microsoft PowerPoint (Version 
2203) was used to generate the study figures/maps. The 
survey sample weights for the domestic violence mod-
ule were applied as recommended by the DHS to adjust 
for non-response disparities and differences in sampling 
design. The weights were divided by 1,000,000 (code in 
R program: dta$wt <- dta$d005/1000000) and a com-
plex sample design was created (code in R program: 
DHSdesign <- svydesign(id=dta$v021, strata=dta$v023, 
weights=dta$wt, data=dta). The weighted data can be 
considered representative for a female individual - aged 
between 15 and 49 years - for any given nation included 
in the study. More information about the application of 
weights can be obtained from the official Guide to DHS 
Statistics which is available on the official DHS website: 
https://​www.​dhspr​ogram.​com/​pubs/​pdf/​DHSG1/​Guide_​
to_​DHS_​Stati​stics_​DHS-7.​pdf.

First, the prevalence of help-seeking behaviors among 
survivors of IPV during pregnancy was estimated across 
the 54 nations by country, region, and then globally. 
Additionally, the proportions of IPV during pregnancy 
were analyzed. Secondly, bivariate analyses were per-
formed to examine the socio-demographic background 
characteristics among IPV survivors who sought help. In 
the latter, Pearson’s Chi-square test for categorical varia-
bles and Welch’s t-test for the continuous variable (num-
ber of children) were used to test for significance.

Additionally, multivariable logistic regression mod-
els were conducted to explore the associations between 
women’s help-seeking behaviors and their individual, 
partner/family, and community/societal characteristics. 
In detail, three different regression models were applied 
to examine IPV survivors’ inhibiting and facilitating fac-
tors for: seeking any form of help (Model 1), seeking help 
from informal support networks, such as family, in-laws, 
neighbors, and friends (Model 2), and seeking help from 
formal sources including police, medical professionals, 
lawyers, religious leaders, and social service organiza-
tions (Model 3).

For bivariate and multivariable analyses, data was 
pooled by region (Asia and Melanesia, Latin America and 
Caribbean, North Africa/West Asia/Eastern Europe, sub-
Saharan Africa, and Total). Because only unweighted data 
was available for Peru, data for this country was excluded 
from regional and total weighted estimates.

The models present the adjusted Odds Ratios (aORs) 
- and their corresponding 95% confidence intervals (CI) 
- to quantify the magnitude of measures of association. 
ORs were adjusted for potential confounders, including 
respondent’s age at the time of survey, age at first cohabi-
tation, highest level of education, working status, marital 

status, number of living children, partner’s highest level 
of education and working status, whether respond-
ent’s partner consumed alcohol, whether respondent’s 
father abused her mother, if respondents were afraid of 
their intimate partner, local wealth index, and whether 
respondents resided in a rural or urban locale. For both 
preliminary and confirmatory analyses, statistical signifi-
cance was considered at a p-value of <0.05.

Results
Prevalence of intimate partner violence during 
pregnancy

Table 1 (Prevalence of IPV during pregnancy and help-
seeking behavior by country, weighted) provides the 
prevalence of IPV during pregnancy and help-seeking 
behavior, disaggregated by country and region. Over-
all - among a pooled global sample of 359,027 women - 
the prevalence of IPV during pregnancy was 5.63%; the 
highest regional estimate of 7.34% was identified in Latin 
America and Caribbean, and the lowest in North Africa/
West Asia/Eastern Europe with 4.08%. At the country 
level, the lowest rates of IPV among pregnant women 
were found in Tajikistan, Armenia, and Burkina Faso 
(1.01%, 1.14%, and 1.18%, respectively), and the highest 
rates in Papa New Guinea, South Africa, and Afghanistan 
(16.24%, 14.97%, and 14.75%, respectively). These find-
ings are also illustrated geographically in Fig.  1 (Global 
map of intimate partner violence during pregnancy).

Prevalence of help-seeking
The percentages of help-seeking, conditional on hav-

ing experienced IPV during pregnancy, are presented in 
Table  1 (Prevalence of IPV during pregnancy and help-
seeking behavior by country, weighted). On a global scale, 
only half of women (51.87%) sought help for IPV during 
pregnancy from any source, ranging from 39.02% in Asia 
and Melanesia to 63.18% in sub-Saharan Africa. On a 
national scale, the lowest help-seeking rates were found 
in Senegal, Afghanistan, and Nepal (<0.01%, 34.24% and 
34.50%, respectively), and the highest in Liberia, Tanza-
nia, and Kyrgyz Republic (86.27%, 75.03% and 73.07%, 
respectively).

Globally, most survivors of IPV sought help from infor-
mal/non-institutional sources (44.02%), with a regional 
range from 35.12% in Latin America and Caribbean 
to 54.81% in sub-Saharan Africa. The lowest informal 
help-seeking rates were observed in Senegal, Guatemala, 
and Timor-Leste (<0.01%, 27.40%, and 28.68%, respec-
tively), whereas the highest in Liberia (80.24%), Armenia 
(72.22%), and Ghana (71.35%). Among informal sources, 
most women sought help for IPV from their family, with 
a global prevalence of 30.78%, ranging from <0.01% 
in Senegal and 7.89% in Ethiopia to 67.37% in Kyrgyz 
Republic and 67.12% in Armenia. Respondents’ second 

https://www.dhsprogram.com/pubs/pdf/DHSG1/Guide_to_DHS_Statistics_DHS-7.pdf
https://www.dhsprogram.com/pubs/pdf/DHSG1/Guide_to_DHS_Statistics_DHS-7.pdf
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most common informal source of help were in-laws, with 
17.38% globally, and national percentages of <0.01% and 
0.58% up to 42.93% in Senegal, Nepal, and Sierra Leone, 
respectively. Globally, few women sought help from 
neighbors (10.37%), which was found to be less com-
mon in Senegal (<0.01%) and Pakistan (0.62%), and most 
common in Rwanda (47.13%). On a global scale, rates 
of help-seeking from friends were very low with 5.90%, 
with the lowest national estimates of <0.01% in Armenia, 
Namibia, and Senegal, and the highest in Sierra Leone 
(23.83%).

On a global scale, only one in ten women (10.45%) 
sought help in response to IPV during pregnancy from 
formal/institutional sources, ranging regionally from 
4.66% in Asia and Melanesia to 16.21% in Latin America 
and Caribbean. The lowest national estimates for formal 
help-seeking were reported in Armenia, Senegal (both 
<0.01%), Pakistan (0.93%), and Mali (0.99%), whereas 
the highest in Moldova, Ukraine, and Burundi (30.11%, 
27.57%, 26.74%, respectively). Among formal sources, the 
majority of women sought help from the police (5.95%), 
with the lowest prevalence in Armenia, Myanmar, Mali, 
Comoros, and Senegal (all <0.01%), and the highest in 
Moldova and Ukraine (27.16% and 26.12%, respectively). 

The second most common institutional source from 
which IPV survivors sought help, were social services, 
including lawyers, social service organizations and reli-
gious leaders, with a global mean of 4.55%, and national 
differences between <0.01% in Maldives, Tajikistan, 
Armenia, and Senegal, and 23.35% in Burundi. Medical 
professionals were the least common formal source from 
which respondents sought help for IPV during preg-
nancy, with a global mean of 1.12%, the lowest rate of 
<0.01% in Myanmar, Timor-Leste, Armenia, Egypt, Jor-
dan, Benin, Comoros, Namibia, Sao Tome and Principe, 
and Senegal, and the highest rates in Moldova (5.78%) 
and Liberia (5.11%). These findings are also illustrated 
geographically in Fig. 2 (Global map of any help-seeking 
among survivors of IPV during pregnancy), Fig. 3 (Global 
map of informal help-seeking among survivors of IPV 
during pregnancy), and Fig.  4 (Global map of formal 
help-seeking among survivors of IPV during pregnancy).

Associations of help-seeking
Table  2 (Logistic Regression Odds Ratios (OR) of 

any help-seeking for women experiencing IPV during 
pregnancy, by region, adjusted and weighted), Table  3 
(Logistic Regression Odds Ratios (OR) of informal/non-
institutional help-seeking for women experiencing IPV 

Fig. 1  Global map of intimate partner violence during pregnancy

Notes: Global map of the prevalence distribution of IPV during pregnancy among women aged 15-49 years, DSH 2005 – 2020. Results are divided 
into the adjacent five different colour ranges. Results are derived from Table 1
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during pregnancy, by region, adjusted and weighted), and 
Table 4 (Logistic Regression Odds Ratios (OR) of formal/
institutional help-seeking for women experiencing IPV 
during pregnancy, by region, adjusted and weighted) 
present the logistic regression results assessing char-
acteristics associated with IPV survivors’ help-seeking 
from any source, listed by informal and formal sources, 
respectively.

Women’s individual characteristics
Women’s age between 35 and 49 years was signifi-

cantly associated with lower odds of seeking any or 
informal help in Asia and Melanesia, and sub-Saha-
ran Africa, whereas women of the same age group 
were more likely to seek formal help in Latin America 
and Caribbean and sub-Saharan Africa, compared to 
women aged 15 to 19 years. Respondent’s age between 
15 and 19 years at first cohabitation significantly fos-
tered IPV survivors help-seeking for formal help in 
Latin America and Caribbean (up to aOR = 1.61 (CI 
= 1.17; 2.22)); being 20 years and older compared to 
an age under 15 years at first cohabitation was associ-
ated with decreased help-seeking (lowest aOR for any 
help in Latin America and Caribbean was of 0.36 (CI 
= 0.22; 0.57)). However, the total estimates revealed 

that women who cohabitate at older ages (25 years and 
older) are more likely to seek all forms of help (high-
est aOR of 1.72 (CI = 1.18; 2.50) for any help in Total). 
Consistently in all regions, and for all sources of help, 
married women were less likely to seek help com-
pared to those previously married (aORs ranging from 
0.01 (CI = 0.01; 0.05) for formal help in North Africa/
West Asia/Eastern Europe to 0.48 (CI = 0.38; 0.62) for 
informal help in Latin America and Caribbean). Com-
pared to no education, having primary education (up 
to aOR = 2.83 (CI = 1.80; 4.45) in Asia and Melane-
sia), and secondary or higher education significantly 
facilitated women’s help-seeking (with the highest 
aOR of 3.98 (CI = 2.52; 6.29) for formal help in Asia 
and Melanesia). Being employed was positively associ-
ated with help-seeking in two regions compared to the 
non-working respondents (aORs ranging from 1.17 (CI 
= 1.00; 1.37) for informal help in Asia and Melanesia 
to 1.56 (CI = 1.23; 1.98) for formal help in sub-Saharan 
Africa). If a woman earned more than her husband, she 
was more likely to seek help in response to IPV during 
pregnancy (up to aOR = 5.53 (CI = 1.15; 26.66) for any 
and informal help in North Africa/West Asia/Eastern 
Europe), whereas if her husband/partner earned more 

Fig. 2  Global map of any help-seeking among survivors of IPV during pregnancy

Notes: Global map of the prevalence distribution of any help-seeking among survivors of IPV during pregnancy, DSH 2005 – 2020. Results are 
divided into the adjacent five different colour ranges. Results are derived from Table 1
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than her, she was less likely to seek help from family, 
neighbors, and friends in two regions (with a range of 
aORs from 0.58 (CI = 0.33; 0.99) in Asia and Melanesia 
to 0.65 (CI = 0.44; 0.95) in Latin America and Carib-
bean), compared to women earning about the same as 
their husbands. Exposure to mass media - at least once 
a week - was positively associated with help-seeking in 
three regions: reading newspapers or magazines, lis-
tening to radio (up to aOR = 2.23 (CI = 1.19; 4.16) for 
formal help and up to aOR = 1.58 (CI = 1.35; 1.85) for 
any help, both in Asia and Melanesia, respectively), and 
watching television was associated with higher odds 
of help-seeking (with highest aOR of 1.68 (CI = 1.15; 
2.44) for formal help in Latin America and Caribbean). 
However, IPV survivors who watched television regu-
larly were also less likely to seek formal help in Asia and 
Melanesia (aOR = 0.44; CI = 0.26; 0.73), and any help 
in sub-Saharan Africa (aOR = 0.86; CI = 0.74; 1.00). 
When an IPV survivor indicated that she would have 
preferred to be pregnant at an earlier point in life com-
pared to later, she was less likely to seek help (with low-
est aOR of 0.17 (CI = 0.04; 0.75) for any and informal 
help in North Africa/West Asia/Eastern Europe).

Partner/family characteristics
Generally, having an older partner (aged 41 years and 

above) compared to a partner aged under 21 years was 
negatively associated with help-seeking in all regions 
(with lowest aOR of 0.37 (CI = 0.21; 0.68) for age 41-50 
for any help in North Africa/West Asia/Eastern Europe), 
whereas partner’s younger age of 21-40 years facilitated 
women’s help-seeking in two regions (with highest aOR 
of 1.51 (CI = 1.01; 2.24) for any help in Latin America and 
Caribbean). Partner’s primary, and secondary or higher 
education compared to no education was associated with 
higher odds of help-seeking in two regions (with highest 
aORs of 1.56 (CI = 1.02; 2.36) for formal help and 1.28 
(CI = 1.03; 1.58) for any help, both in Asia and Melane-
sia, respectively), with the exception of North Africa/
West Asia/Eastern Europe where partner’s secondary 
or higher education was associated with lower odds for 
women seeking help (aOR = 0.52 (CI = 0.31; 0.88) for 
any help). When the partner was working, IPV survivors 
were less likely to seek help in three regions compared to 
having a non-working partner (with lowest aOR = 0.29 
(CI = 0.18; 0.46) for formal help in Asia and Melanesia). 
Partner’s alcohol consumption fostered women to seek 

Fig. 3  Global map of informal help-seeking among survivors of IPV during pregnancy

Notes: Global map of the prevalence distribution of informal help-seeking among survivors of IPV during pregnancy, DSH 2005 – 2020. Results 
are divided into the adjacent five different colour ranges. Results are derived from Table 1. *Informal help-seeking sources include family, in-laws, 
neighbors and friends
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help for IPV during pregnancy in three regions compared 
to having partners never drinking alcohol (with highest 
aORs of 7.01 (CI = 3.95; 12.44) for often, and 2.49 (CI = 
1.39; 4.47) for sometimes drinking alcohol, both for for-
mal help in sub-Saharan Africa). Further family factors 
facilitating women’s help-seeking for IPV in all regions 
included an increasing number of living children (up to 
aOR = 1.96 (CI = 1.42; 2.71) for formal help in North 
Africa/West Asia/Eastern Europe), women’s father 
abused her mother (with highest aOR of 3.85 (CI = 3.36; 
4.42) for informal help in Asia and Melanesia), and being 
afraid of partner most of the time or sometimes (with 
highest aORs of 14.38 (CI = 9.28; 22.29) in North Africa/
West Asia/Eastern Europe, and 2.57 (CI = 2.26; 2.94) in 
sub-Saharan Africa, both for informal help, respectively).

Community/societal characteristics
Respondents with rural residences compared to urban 

residences were less likely to seek help in response to 
IPV from formal institutions (lowest aOR = 0.50 (CI = 
0.33; 0.76) for formal help in Latin America and Carib-
bean), but simultaneously were more likely to reach out 
to informal support networks (up to aOR = 1.53 (CI = 
1.07; 2.19) for informal help in North Africa/West Asia/

Eastern Europe), except for Latin America and Carib-
bean where rural residence was generally associated with 
lower odds of help-seeking.

Globally, the odds of help-seeking in response to IPV 
decreased in countries with middle wealth index com-
pared to poorer or poorest wealth index and increased 
in those within the highest wealth quintile, but results 
varied to a large extent by region. Women with a higher 
economic status were more likely to seek all forms of help 
in Asia and Melanesia (highest aOR = 1.73 (CI = 1.16; 
2.57) for any help), and formal help in sub-Saharan Africa 
(aOR = 1.73 (CI = 1.36; 2.22)). By contrast, an increasing 
wealth index was negatively associated with help-seeking 
in three regions (lowest aORs of 0.09 (CI = 0.01; 0.84) in 
North Africa/West Asia/Eastern Europe, 0.48 (CI = 0.30; 
0.77) in Latin America and Caribbean, both for formal 
help, and 0.75 (CI = 0.66; 0.86) in sub-Saharan Africa for 
informal help).

If respondents shared decision-making with their part-
ner, or partner alone had the final say in decision-mak-
ing, women were less likely to seek help in three regions 
(lowest aORs of 0.70 (CI = 0.52; 0.94) and 0.48 (CI = 
0.23; 1.00), both for informal help in Latin America and 

Fig. 4  Global map of formal help-seeking among survivors of IPV during pregnancy

Notes: Global map of the prevalence distribution of formal help-seeking among survivors of IPV during pregnancy, DSH 2005 – 2020. Results 
are divided into the adjacent five different colour ranges. Results are derived from Table 1. *Formal help-seeking sources include police, medical 
professionals, lawyers, social service organizations, and religious leaders
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Caribbean, respectively), apart from Asia and Melane-
sia where decision-making of partner alone encouraged 
woman to seek any or informal help (highest aOR = 1.54 
(CI = 1.23; 1.93) for informal help), compared to deci-
sion-making of woman alone.

Consistently in all regions and for all sources of help, 
all controlling behaviors by a partner facilitated IPV 
survivor’s help-seeking (except for formal help in North 
Africa/West Asia/Eastern Europe).

In general, justification of physical violence against 
wives was associated with lower odds of seeking help in 
response to IPV during pregnancy.

Facing “big problems” when accessing health care gen-
erally fostered women’s help-seeking in all regions, but 
simultaneously hindered IPV survivors in North Africa/
West Asia/Eastern Europe and sub-Saharan Africa from 
reaching out to formal institutions.

Reasons for not seeking help
For Dominican Republic, Peru, Burkina Faso, and Ivory 

Coast, data was also available concerning the main rea-
sons women never sought help, as presented in Table  5 
(Descriptive statistics of reasons for not seeking help 
among women experiencing IPV during pregnancy, by 
country, weighted). The main reasons indicated by IPV 
survivors were that help was of no use (37.12% in Ivory 
Coast and 32.72% in Burkina Faso), that the experience 
of violence was part of life (31.64% in Burkina Faso and 
12.71% in Ivory Coast), that they did not know where to 
go to (18.95% in Peru and 14.65% in Ivory Coast), that 
they were afraid of further beatings (22.55% in Domini-
can Republic and 21.32% in Peru), afraid of getting the 
partner in trouble (13.67% in Dominican Republic and 
10.79% in Peru), or embarrassed (22.63% in Peru and 
12.14% in Dominican Republic).

Discussion
The global prevalence of experiencing IPV during preg-
nancy of 5.63% falls within the ranges reported in pre-
vious multi-country studies [2, 10–12]. Although we 
revealed that only half of women (51.87%) sought help 
for IPV during pregnancy - regardless of source - this 
rate was higher than reported by previous cross-national 
studies [2, 11, 25–27]. Consistent with prior research [2, 
11, 25–27, 29–31, 33, 38, 41, 47], we found that IPV sur-
vivors seek mostly informal help from family, followed 
by in-laws, neighbors, and friends, rather than from for-
mal institutions, such as police, followed by social ser-
vice organizations, lawyers, religious leaders, and lastly 
medical professionals. For informal help-seeking, the 
lowest prevalence came from Latin America and Carib-
bean, and the highest from sub-Saharan Africa, whereas 
for formal help-seeking, the lowest rates were detected 
in Asia and Melanesia, and the highest in Latin America 

and Caribbean, of which the latter was also described 
elsewhere [2, 26]. Compared to other regions, survi-
vors sought generally much less help for IPV in Asia and 
Melanesia, where the lowest regional rates were detected 
for any and formal help-seeking, the second lowest rates 
for informal help-seeking and the greatest difference 
between informal and formal help-seeking percent-
ages (36.65% vs. 4.66%, respectively). Interestingly, in 
Latin America and Caribbean, the lowest and the high-
est regional help-seeking prevalences were found (infor-
mal and formal, respectively), but at the same time the 
difference between the help-seeking rates from informal 
and formal sources was the smallest (35.12% vs. 16.21%, 
respectively). In North Africa/West Asia/Eastern Europe, 
regional prevalences for any, informal, and formal help-
seeking were ascertained to be continuously the second 
highest, with the lowest regional percentage of IPV dur-
ing pregnancy (4.08%). In sub-Saharan Africa, the high-
est regional rates for any and informal help-seeking were 
determined, but simultaneously the largest prevalence 
differences were found on a national level (each <0.01% 
in Senegal vs. 86.27% and 80.24% in Liberia for any and 
informal help, respectively). On a national level, the low-
est help-seeking rates were identified continuously in 
Senegal (<0.01%) and frequently in Armenia (<0.01% 
for help-seeking from friends and all formal sources). 
Sierra Leone was ascertained as the country with the 
highest percentages of informal help-seeking from in-
laws (42.93%) and friends (23.83%), and Moldova as the 
country with the highest rates of formal help-seeking 
from police and medical professionals (27.16% and 5.78%, 
respectively).

The low overall help-seeking rates may be explained by 
an interplay of survivors’ individual agency, beliefs, and 
social context, as well as individual, interpersonal, and 
sociocultural causes and stigmata which have implica-
tions for how survivors define IPV, and whether and from 
whom they are willing to seek help [3, 21, 48].

On women’s individual level, stigma internalization 
including shame, embarrassment, guilt, self-blame, self-
doubt, low self-esteem, low self-worth, and low self-
efficacy can impede women from recognizing IPV as an 
intolerable problem for which help should be sought [21, 
48]. This should not be understood as victim-blaming for 
not seeking help, but instead should offer some explana-
tions for the internal psychological processes possibly 
taking place in IPV survivors which might be related with 
no help-seeking. Furthermore, women who think they 
can stop the violence themselves, who deny and trivialize 
abuse, who want to protect the abusive partner - as well 
as those who are timid, reticent, uncommunicative, or 
isolated - might be less likely to seek help from others [3].
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On an interpersonal level, anticipated stigma, such as 
concerns about other people’s prejudice, discrimination, 
rejection, disapproval, devaluation, and the fear of being 
judged or ridiculed or losing the job, can hinder IPV sur-
vivors to seek help [48]. It can also be challenging (and 
confounding) to define a relationship as violent, as abuse 
in an intimate partnership might be permanently chang-
ing, with different severity, occurrence, and patterns, and 
perpetrators varying from abuse to remorse and loving 
behavior [3].

On a sociocultural level, cultural stigmata can be barri-
ers to help-seeking, including victim-blaming, judgmen-
tal attitudes, and the perception of abuse as a personal 
issue or private matter or a normal incident [48]. IPV 
survivors’ gender role expectations and cultural identifi-
cations - such as being obedient, subordinating, self-sac-
rificing, and responsible to keep the family unified - can 
prevent them from seeking help [3].

The low rates of help-seeking from formal institutions 
might be elucidated by manifold material, financial, lan-
guage, structural, logistical, and politico-legal barriers [3, 
5, 11, 31, 32, 38, 49]. In particular, lack of trust in the sys-
tem and institutions, perceived lack of access to help, low 
knowledge about rights and resources, lack of money, 
health insurance and time, as well as child care or trans-
portation issues can be barriers to seek help from formal 
sources [5, 31]. Furthermore, negative perceptions of 
institutional support services as not needed, not useful or 
effective, discriminatory, racist, and inaccessible - espe-
cially for migrants, older women, and drug users - can 
inhibit women from seeking help for IPV [5, 11, 21, 31]. 
In addition, routine IPV screening is not always avail-
able within the standard maternal health care offerings in 
LMICs [23]. This is particularly problematic because in 
resource-limited settings, women often access healthcare 
for the first time when they are pregnant, and an in-depth 
and holistic healthcare provision for women might often 
be overlooked [23].

Our study has shown that seeking help for IPV during 
pregnancy is significantly associated with several facili-
tating and inhibiting factors. Among women’s individual 
characteristics, older age (35-49 years) was positively 
associated with formal help-seeking, which is consist-
ent with previous findings [26, 27, 50]. This might be 
explained by women’s increased independence from their 
partners and higher social status with more self-determi-
nation and autonomy, which might arise with increasing 
age. Additionally, older women might have experienced 
abuse over a longer period of time and not seek help until 
the extent, severity and frequency of violence were no 
longer acceptable [5, 27, 29, 51–54]. Furthermore, the 
process of help-seeking can be tremendously challeng-
ing and complex, hence it might take many years for IPV 

survivors to decide to proceed against their abusers and 
to seek help from legal or other formal institutions [51].

In spite of regional variations, women who cohabitate 
for the first time at older ages are more likely to seek help 
in response to IPV during pregnancy, which is consist-
ent with previous studies [27]. Researchers state that an 
older age at first marriage/cohabitation might be related 
to more educational attainment, more decision in choos-
ing a husband, more time to gain a strong self-awareness 
outside the marriage, and less risk for intimidation and 
acceptance of violent behavior; consequently, leading to 
more rejection of IPV [34, 55].

Married women are less likely to seek help, which is an 
often-cited phenomenon in the existing literature [26, 
29, 52, 56, 57]. Barriers for married women to end their 
violent partnership might be love for the partner, willing-
ness to protect him, cultural and religious beliefs around 
the preservation of marriage and the family’s reputation, 
as well as fear of social stigmatization regarding divorce, 
combined with feelings of shame, embarrassment, and 
guilt [5, 7, 11, 31, 32, 57]. This is consistent with our find-
ings that “being afraid of divorce”, “being afraid of getting 
the person in trouble”, “being embarrassed”, and “don’t 
want to disgrace family” were main reasons for IPV sur-
vivors to never seek help (Table  5, Descriptive statistics 
of reasons for not seeking help among women experi-
encing IPV during pregnancy, by country, weighted). In 
addition, in some cultures (e.g., in Kyrgyzstan), when a 
woman is married, she is no longer under the protection 
of her natal family, thus, it may deter her from seeking 
help from her own relatives [3, 57].

Primary, and secondary or higher education of both, 
women and their partners, were associated with higher 
odds of help-seeking for IPV during pregnancy, which 
was similarly presented in prior studies [5, 27, 30, 35]. 
Higher educational attainment may widen women’s and 
men’s horizons increasing their access to a broader range 
of conflict resolution skills and a rejection of IPV, while, 
at the same time, broadening IPV survivors’ knowledge 
about their rights and resources to seek help [34, 55, 
58]. In turn, more literate women may also obtain more 
opportunities to be employed and fend for themselves in 
case of leaving their abusive partners [34].

In line with the latter and previous findings [27, 30, 35, 
50, 52, 56, 59], women who were employed and earned 
more money than their husbands were more likely to seek 
help. This phenomenon might be elucidated by the theo-
ries of economic and marital dependencies, which state 
that employed women are more economically independ-
ent from their partners, and, therefore, are more capable 
to end an abusive relation [6, 35, 51]. Economic and mari-
tal dependence might aggravate particularly for preg-
nant women because they often cannot work, especially 
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at later stages of pregnancy. In addition, paid maternity 
leave, state social assistance and unemployment ben-
efit might be limited in some LMICs. Moreover, working 
women have more social contacts and opportunities out-
side marriage [58], which might encourage them to seek 
help and simultaneously to imagine and achieve a life 
without their abuser. At the same time, having a husband 
who was working and earned more money than her also 
encouraged IPV survivors to seek help. This might be a 
sign of unequal roles within a marriage and of behavioral 
patterns that battered women might seek to escape from.

Exposure to mass media (at least once a week), includ-
ing newspaper or magazine and radio, was positively 
associated with help-seeking, whereas watching televi-
sion was negatively associated with help-seeking. This 
might partly be reflected in women’s increased access to 
an intolerant mindset against IPV and to more gender 
egalitarian ideas through media [55, 60]. Print and radio 
consumption might be aimed more at obtaining infor-
mation, while consuming television might be more for 
entertaining purposes, which might partly explain the 
different help-seeking behaviors associated with expo-
sure to different media sources. Additionally, access to 
high-quality media might entail more information about 
where to seek help (e.g., helplines or online platforms of 
social services or non-government organizations) [61]. 
This is also consistent with our finding that “don’t know 
where to go to” was a main reason for IPV survivors to 
never seek help (Table 5, Descriptive statistics of reasons 
for not seeking help among women experiencing IPV 
during pregnancy, by country, weighted).

Whereas partner’s younger age of 21-40 years was asso-
ciated with higher odds of women’s help-seeking, part-
ner’s older age of 41 years and above was associated with 
lower odds, which might be elucidated by the change of 
abuse patterns with regard on men’s age. First, younger 
men might be physically stronger and healthier than 
older men, and therefore might threaten or harm women 
more severely and frequently. Consequently, women 
might seek more help. Second, women having older part-
ners might seek less help because IPV generally dimin-
ishes as the husbands’ age increases [62]. Third, women’s 
cultural beliefs such as “respect for elders, caregiving as 
a dominant role and commitment to the institution of 
marriage” might hinder them from help-seeking [62].

Consistent with existing findings [27, 29, 30], the more 
often the partner consumed alcohol and the more often 
a woman was afraid of her partner, the higher was the 
likelihood for her to seek help in response to IPV during 
pregnancy. It is well-known in empirical research that 
partner’s alcohol consumption is associated with a higher 
risk, severity, and frequency of perpetrating IPV during 
pregnancy and with causing heightened fear in women 

[36, 63–65], which, in turn, leads to more help-seeking 
[54]. Furthermore, pregnancy can be a challenging stage 
in life for becoming parents with increased stress, affili-
ated with social role transitions, physical, emotional, 
social and economic burdens, as well as pandemic-
related difficulties during COVID-19 [4, 8, 9, 66]. Thus, 
men, in particular those with low psychological flexibil-
ity and maladaptive cognitive emotion regulation strate-
gies, might cope with these stressors by increasing their 
alcohol abuse which results in more perpetration of IPV 
[67–69] and, subsequently, in more help-seeking.

An increasing number of living children facilitated 
women’s help-seeking for IPV during pregnancy, which 
might be explained by the mothers’ fear that their chil-
dren might be hurt or menaced by the abusive partner, 
or might witness violence [5]. These fears might particu-
larly be a pregnant woman’s concern who wants to pro-
tect her unborn child and ensure that it will be born in 
a safe environment. However, this stands in contrast to 
some research findings stating that having children could 
also discourage women to seek help due to their fear of 
losing them, and their desire for their children to grow up 
with an intact family, home and financial stability [5, 32, 
51, 57].

Pregnant women who had witnessed their fathers abus-
ing their mothers were more likely to seek informal and 
formal help in response to IPV, as prior research has also 
demonstrated [27, 56]. Given that we could not investi-
gate informal support networks separately, it may be that 
IPV survivors who had witnessed violence perpetrated by 
their fathers against their mothers seek more help from 
their neighbors, friends, in-laws, and formal institutions, 
because support from their own families is rather lim-
ited [70]. Moreover, realizing that witnessing parental 
violence entails a higher risk for violence experienced by 
oneself later in life [4], pregnant women might want to 
break the cycle of ongoing violence not only for them-
selves but also for the child they are carrying, and there-
fore might be more likely to seek help.

Consistent with previous studies [26, 30, 50, 71], IPV 
survivors living in a rural area were more likely to seek 
informal help but, simultaneously, were less likely to 
reach out for formal help. In rural settings, the access to 
healthcare facilities, police stations, lawyers, and social 
services is often limited, and women’s trust in these insti-
tutions is lacking [5, 71]. Consequently, pregnant women 
might have no other option than to reach out to family 
members, neighbors, and friends. It is also easy to imag-
ine that traveling long distances might be a high burden 
for pregnant women, particularly at later pregnancy 
stages, besides other material, financial and logistical 
barriers to reach formal services [5, 9, 31, 38]. Addition-
ally, there is evidence that among women living in rural 
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areas, IPV is more widely accepted and, therefore, justi-
fied [55, 60]. Thus, they might be less likely to take legal 
proceedings against their abusers.

Despite regional variations, the pooled odds of help-
seeking in response to IPV during pregnancy decreased 
when having a middle wealth index and increased when 
belonging to the richer or richest wealth quintile, which 
is in line with findings from other researchers [29, 30, 
50, 56]. These results are consistent with economic and 
marital dependency theories which suggest that women 
who are financially dependent on their partners are less 
able to end an abusive relationship [6, 35], going hand in 
hand with women’s employment status and salary differ-
ences between partners, as aforementioned. Since preg-
nancy and the future child imply an increased financial 
burden, pregnant women might be especially vulnerable 
when they are poor or depend economically on their 
husbands, and therefore condone IPV [7]. In contrast, in 
those regions where wealthier women had lower odds of 
help-seeking, they might be afraid that their disclosure 
of violence would endanger their economic prestige and 
status [35].

If decisions were made jointly, women were pre-
dominantly less likely to seek any form of help for IPV, 
in comparison with woman alone as the final decision 
makers, which coincides with previous findings [27, 72]. 
Similarly, having a partner alone as the decision maker 
hindered survivors’ formal help-seeking. It is well con-
ceivable that a woman who has the final say in decisions 
concerning healthcare, household purchases, spending, 
or visiting relatives and friends, may have at the same 
time more autonomy in the decision to move and think 
freely and to seek help. Additionally, women’s increased 
decision-making capacity within a partnership may 
reflect their beliefs in gender equality, emancipation and 
their own empowerment, and thus foster their rejection 
of IPV [60, 72].

Controlling behaviors exercised by a partner facili-
tated IPV survivor’s help-seeking, as existing studies have 
also indicated [27, 30]. A husband’s jealousy, suspicion 
of unfaithfulness, and limitation of a wife’s contacts and 
freedom might raise her awareness that his behaviors 
are problematic and unacceptable [72], and on top of her 
experience of his violence might be the straw that breaks 
the camel’s back. This might be essential in the first stage 
of help-seeking, which is the problem recognition and 
definition [3]. Furthermore, men’s controlling behaviors 
might exacerbate during pregnancy due to uncertainty 
of male paternity, jealousy, and possessiveness [4], which 
are also additional drivers for violence against pregnant 
women [36], and consequently might encourage women 
to seek help.

It is easily comprehensible that women who believe 
that wife beating is justified (e.g., when going out with-
out telling husband, arguing with him, refusing to have 
sex with him, neglecting the children, or burning the 
food), might not question their abuse and thus are less 
likely to seek help in response to IPV during pregnancy. 
This is consistent with our findings that some IPV survi-
vors never sought help due to their beliefs that violence 
is “part of life” or “her own fault”, or that help “is not 
necessary” (Table  5, Descriptive statistics of reasons for 
not seeking help among women experiencing IPV dur-
ing pregnancy, by country, weighted). In societies with 
social norms which allow or enable IPV, particularly in 
resource-poor settings, violence is often considered to be 
normal and legitimized [5, 7]. In line with this, empirical 
research has revealed that women, people of younger age, 
those with less education, poor wealth status, rural resi-
dence, and less access to media are more likely to accept 
IPV against women [55, 58, 60], of which the four latter 
circumstances were also found in this study to be asso-
ciated with lower help-seeking for IPV. Moreover, Piero-
tti [55] states that the diffusion of global cultural scripts 
accounts for the increasing rejection of IPV worldwide, 
and that education, development programs, NGO work, 
and interpersonal networks play their part in this trend.

Consistent with previous research [33], facing “big 
problems” to access health care (including getting per-
mission to go, getting money needed for treatment, dis-
tance to health care facility, or not wanting to go alone) 
generally fostered IPV survivors’ help-seeking, especially 
from informal support networks. Addressing the third 
stage of help-seeking (access to and selection of support) 
[3], barriers to accessing health care might also reflect 
a limited access to other institutional services. Conse-
quently, IPV survivors facing these barriers are less likely 
to seek formal help (which was found to be the case in 
North Africa/West Asia/Eastern Europe and sub-Saharan 
Africa), and are forced to reach out to family, friends, and 
neighbors instead, particularly during pregnancy when 
their physical, emotional, and socioeconomic vulnerabil-
ity is increased [4, 8]. During the COVID-19 pandemic 
access to support and health care services can be even 
more limited and problematic due to “stay-at-home” pub-
lic health mandates and legal restrictions [14]. Further 
barriers to seek help for IPV can be language problems, 
healthcare or service centre’s professionals’ negative atti-
tudes toward violence survivors, their lack of empathy, 
time and training, the fact that they simply do not ask 
about IPV, and no available female counsellor, as indi-
cated in the existing literature [5, 32, 38, 42].

Strengths and limitations The strength of this study 
is that we made use of cross-sectional, population-based, 
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and nationally representative data from the Demographic 
and Health Surveys, which enabled comparisons of 
help-seeking behaviors on a global scale. A limitation of 
the study is that the DHS datasets preclude any causal 
inference, and thus fail to fully understand in detail why 
women decide to seek help from a specific source and 
why not. Additional limitations of the data itself are the 
quantitative cross-sectional nature of the data, the sex 
and age range of respondents, as well as inconsisten-
cies in variable wording and answer options, and par-
tial unavailability of data. Our study was also limited by 
potential recall bias, as help-seeking estimates might be 
underreported due to women’s fear that participating 
in interviews could provoke further violence or social 
stigma. Moreover, because DHS data is only collected in 
households, it lacks crucial information about refugees, 
internally displaced persons, homeless people, and other 
vulnerable minorities. Another limitation is that we can-
not fully ascertain whether respondents were reporting 
about help-seeking during pregnancy or another time, 
as the DHS survey question on help-seeking refers to all 
the types of violence women have experienced. Hence, 
the numbers of help-seeking during pregnancy could 
be overcounted. Finally, our analysis was limited by the 
lack of data in some countries and areas, particularly in 
humanitarian and conflict settings, and by the fact that 
some of the most recent datasets were more than a dec-
ade old.

Future research
Future research should focus on the specific barriers 

that pregnant women report when seeking help from 
informal networks and especially formal institutions, 
examining several levels at the same time (individual, 
partnership, community, and society). Another impor-
tant aspect is the need for further research on how social 
media use influences help-seeking behaviors. Future 
research attention should also be paid to an in-depth 
understanding of the magnitude and nature of help-seek-
ing in response to violence, conducting not only quanti-
tative, but also qualitative studies shedding light on both, 
female and male perspectives of this issue.

Conclusion
Whereas prior research attention has been given to wom-
en’s help-seeking behaviors on a country-specific level, in 
high-income countries, among non-pregnant women, 
and/or focusing on only one form of help-seeking, the 
present study provides timely cross-national evidence on 
the nature of help-seeking behaviors of pregnant women 
who are exposed to violence within intimate partnership 
contexts in LMICs. We revealed that 5.63% of women 

worldwide experienced IPV during pregnancy, and only 
half of them sought help to stop this violence, mainly 
from informal support networks, and rarely reached 
out to formal institutions, with wide variations between 
regions and countries.

The present study indicates that women’s, partner’s, 
and community’s factors facilitate and inhibit IPV sur-
vivors’ help-seeking similarly in developing nations, 
despite regional discrepancies. Hence, all these individ-
ual, familial, and societal determinants associated with 
help-seeking should be taken into account when policies, 
interventions, and networks aim to increase and improve 
opportunities for IPV survivors to seek support.

Our analysis has shown that particularly pregnant 
women who experience IPV face several physical, mental, 
educational, social, cultural, material, financial, and logis-
tic barriers when seeking help; this must be understood 
in light of increased challenges, stress, and vulnerabilities 
which pregnancy itself involves for becoming parents, 
related to physical, emotional, social, and economic bur-
dens [4, 8, 9].

To foster women’s help-seeking for IPV during preg-
nancy their marital and economic dependencies on 
their partners must be reduced by simultaneously 
strengthening their autonomy, decision-making capac-
ity, and socioeconomic independence. Going hand in 
hand with the latter, reducing poverty, ensuring edu-
cational attainment, creating the economic conditions 
necessary for employment opportunities, and dissemi-
nating information about help sources, for example 
through mass media, are recommended interventions 
to improve help-seeking behaviors of pregnant women 
subjected to IPV.

The findings highlight the need for programmatic 
activities within communities which emphasize the dif-
fusion of gender equality and the rejection and elimina-
tion of IPV by empowering the community as a whole, 
and engaging women and men equally. Efforts should 
be made on routine screening for IPV within health 
service provision for pre- and peri-natal care [23, 73], 
referral pathways, home visitation programs, sup-
portive counselling interventions [23, 74], and similar 
therapeutic adjuncts involving the individuals in the 
intimate relationship.

To conclude, interventions and changes are needed, 
ranging in scope from the individual to familial and 
societal levels, to improve help-seeking in response to 
IPV during pregnancy, and to break the cycle of ongo-
ing violence, not only for pregnant women, but also for 
their unborn children, their families, and societies at 
large.
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