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Festlegung von Seiten der Medizinischen Fakultät Carl Gustav Carus der TU Dresden. 

Sie wird durch die Promovenden nach der Verteidigung zwecks Übergabe der fünf 
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1. General introduction 

1.1  Relevance 

Intimate partner violence (IPV) is not only considered a serious public health issue 

and a cause of human suffering (National Center for Injury Prevention of the Centers for 

Disease Control and Prevention, 2015), IPV can be a barrier to utilization of care in vital 

life phases (Bonomi et al, 2009; Snow Jones et al, 2006), and a determinant of many 

serious negative health outcomes for affected individuals and their families (Silverman et 

al, 2020). IPV, a major contributor to health, social and economic inequalities, threatens 

family cohesion and crosses socio-economic boundaries (Rhodes, 2012). 

Among those individuals who suffer serious to fatal implications as direct effects of 

IPV, research has only recently considered the perinatal phase to be of special 

consideration and is exceptionally scarce (World Health Organization [WHO], 2011). More 

so it is the case, as (expectant) parents IPV exposure is further complicated by societal 

crises such as natural disasters and pandemics, where the threat of violence and its 

health-related consequences may be elevated (Yehuda et al, 2008). 

Violence does not only have health implications and social consequences for the 

concerned victims and their families, it also entails high economic costs for society. These 

costs cover a variety of aspects, including expenses related to police operations and 

investigations, court proceedings, legal aid, the penal system, probation, medical 

treatments, victim therapy, women's shelters, counseling centers, programs for offenders, 

as well as support measures for affected children and adolescents. Next to the immediate 

costs caused by violence, indirect costs also have to be taken into consideration. For 

example, such costs result in a loss of work income and productive working hours, and 

consequently compromise the general productivity of society (Frauenhauskoordinierung e. 

V, 2023). 

In addition, IPV leads to increased health care costs not only for women who are 

currently experiencing abuse, but also for those who have experienced such abuse in the 

past, as noted by Jones et al. (2006).  In a 3-year longitudinal study from the USA where 

costs were compared in a non-poor, privately insured sample, average health care costs 

for each woman who reported physical, sexual, and/or emotional abuse exceeded those 

of never abused women by 1,700 Dollar over the study period. Studies on Austrian and 

Swiss estimates concluded that the annual costs amount to 78 million Euro (Brigitt & 
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Evelyn, 2006), and 262 million Euro (Alberto & Yodanis, 1998), respectively. In Germany, 

the overall costs amount to at least 3,8 billion Euro every year (Sacco, 2017). Thus, 

considering the complex and unique exposure factors that can further exacerbate the risks 

of IPV on individual health is crucial for response efforts aimed at potentially reducing 

healthcare costs among other social consequences. 

1.2  Exposure to IPV during the perinatal period 

Increasing evidence indicates that self-reported IPV during pregnancy and the 

perinatal period (i.e., during the time frame from 1 year before to 18 or 24 months after the 

birth of the child: Helfer, 1987) is associated with poor health outcomes for the mother and 

her offspring (Boy & Salihu, 2004; Coker et al, 2004; Cokkinides et al, 1999; Rosen et al, 

2007; Sarker, 2008). Exposure to violence during the perinatal period increases the 

likelihood of critical risk factors, including a fourfold increase in the risk of antepartum 

hemorrhage, a condition that poses a serious threat to the unborn child (Han & Stewart, 

2014; Janssen et al, 2003). There is also a well-established increased risk of low birth 

weight (Lipsky et al, 2003; Silverman et al, 2006), intrauterine growth restriction (Janssen 

et al, 2003), and preterm delivery (Lipsky et al, 2003; Sarkar, 2008). 

Psychological implications of IPV during the perinatal period are of equal importance 

to somatic symptoms because they may also bear adverse consequences for the child-

bearing parent, the child, and the entire family. The placenta, for example, produces 

11beta-hydroxysteroid dehydrogenase type 2, an enzyme that breaks down cortisol to an 

inactive form, protecting the developing fetus from excessive maternal cortisol 

concentrations and its harmful effects (Mueller & Tronick, 2019). When the mother is 

exposed to high-stress levels during different vulnerable periods of lengths from early to 

late gestation due to acute stress situations like her exposure to IPV, the placental barrier 

is corrupted, thus exposing the fetus to disproportionately high fluctuations in maternal 

cortisol and affecting its neurohormonal chemistry (Rakers et al, 2017). 

High-stress contexts increase maternal cortisol and can cross the placenta into the 

fetal compartment and result in more cortisol reaching the fetus. This exposure can induce 

long-lasting if not permanent changes in the postnatal activity of the fetal hypothalamic-

pituitary-adrenal axis (HPAA), which can lead to changes in behavioral development and 

cognitive alterations for the child later in life (Conradt et al, 2013; O’Donnell et al, 2009; 

Ramborger et al, 2018). 
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Post-traumatic stress disorder (PTSD) and depression are the most common 

psychological consequences for (expectant) women living under present adverse life 

conditions, such as IPV, during the perinatal period (Rose et al, 2010). Like the exposure 

to maternal stress, maternal PTSD during pregnancy and after childbirth could also impact 

the offspring’s HPAA regulation (Yehuda et al, 2008), and could result in psychological 

disorders such as anxiety, eating disorders, and externalizing problems during childhood 

and later in life (Schury et al, 2017). Perinatal maternal depression is associated with an 

increased risk for the offsprings’ future depression (Plant et al, 2015), autism, 

schizophrenia (Klengel et al, 2016), and bears an adverse impact on their social-

emotional development (Jung et al, 2017). 

Perinatal depression coincides with a period of substantial brain development during 

which infants are entirely dependent on their primary caregivers for physical care, 

security, and emotional regulation. Therefore, it is hard not to imagine how these 

psychological implications could have further impact on the mother-child bond and 

interaction (Devries et al, 2013). A negative mother-infant relationship in the early years of 

the child’s life can have long lasting negative consequences emotionally, socially, and 

cognitively (Mueller & Tronick, 2019). 

IPV during pregnancy also predicts unhealthy maternal behaviors, such as alcohol, 

illicit drug, or tobacco use, and late or inconsistent prenatal care (Devries et al, 2010). 

Moreover, several studies found that maternal injury is a leading cause of maternal 

mortality, where 54.3% of pregnancy-associated suicides involved intimate partner 

conflict, and 45.3% of pregnancy-related murders of women were associated with pre-

existing IPV victimization (Campbell et al, 2007; Palladino et al, 2011). However, uni-

directional IPV (i.e., violence perpetrated against a partner with no reciprocity from the 

affected individual) is increasingly researched and documented during the perinatal period 

and empirical findings on IPV, where both parents are engaging (known as bi-directional 

IPV) is still scarce. 

Similar to women, studies found that affected men reported significantly poorer 

mental health: such as PTSD, depression, anxiety, and suicidal ideation (Chan et al, 

2008; Hines & Douglas, 2010; Kaura & Lohman, 2007; Machado et al, 2017; Nybergh et 

al, 2016; Tilbrook et al, 2010). Some men cope with stress and trauma through 

externalizing behaviors such as drug use, alcohol consumption, smoking, and antisocial 

behavior, all of which can negatively affect their health and well-being (Carbone-López et 

al, 2006; Entilli & Cipolletta, 2017; Nybergh et al, 2016), where they could be giving up 
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hobbies, missing work, losing employment, and withdrawing from family as a further 

consequence of IPV (Hines et al, 2015; Carbone-López, 2006). 

Not to mention children’s exposure to interparental IPV (e.g., witnessing, hearing, 

and intervening) that could result in a wide range of detrimental consequences 

(Haselschwerdt, 2014). Children exposed to interparental IPV are consistently at an 

elevated risk for total behavioral problems (Kernic et al, 2003); internalizing behaviors 

including post-traumatic stress symptoms (PTSS) and a PTSD diagnosis (Moylan et al, 

2010; Zinzow et al, 2009), lowered self-esteem, anxiety and dissociation (Luthra et al, 

2009); maladaptive externalizing behaviors including partaking in antisocial and 

delinquent behaviors (Moylan, 2010; Zinzow, 2009; Bayarri Fernández et al, 2011); 

deficits in cognitive domains, including reading, phonological awareness, and verbal ability 

(Blackburn, 2008; Graham-Bermann et al, 2010); dating violence perpetration (Irland & 

Smith, 2009; Jourile et al, 2012); and dating violence victimization (Levendosky et al, 

2002). 

Exposure to chronic or frequent interparental IPV worsened the negative impact 

(Haselschwerdt, 2014). In comparison to children exposed to less severe or mild IPV, 

children exposed to severe IPV were significantly more likely to perpetrate IPV against a 

dating partner (Jouriles 2012); have less attachment security (Levendosky, 2002); have 

less positive and fewer interactions with their mother (Levendosky et al, 2003); higher 

acceptance of violence against women; and more loneliness and conflictual peer 

interactions (Herrera & McCloskey, 2001). 

At a minimum, the perinatal period may present victimized partners with more 

barriers to leaving their abusive partners. Thus, the perinatal period presents a unique and 

critical opportunity for IPV identification and intervention. In the case of (expectant) 

women, the perinatal period is therefore unique because it may be the only time that some 

of them have the opportunity to participate in regular health care. This may be particularly 

the case for women who are experiencing more severe forms of IPV (Cha & Masho, 

2014). 

1.3  Exposure to IPV during the COVID-19 pandemic 

In general, research suggests that IPV, and overall violence, increases during 

humanitarian emergencies and crises (WHO, 2020). According to the Secretary-General 

of the United Nations, the stay-at-home orders during the COVID-19 pandemic have led to 
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a “horrifying global surge” in IPV (UN Women, 2020). Worldwide, the incidents of violence 

against women and IPV have mostly increased (Zero & Geary, 2020). There may be 

various explanations for not only the rise of IPV, but also the severity of it during the 

pandemic (Thiel et al, 2022). 

On the one hand, social isolation was an actively promoted tactic to prevent the 

transmission of the coronavirus. However, this preventive measure inadvertently resulted 

in reduced opportunities for victims to seek help since they were confined to their homes 

(Êvans, 2020). On the other hand, it is important to recognize that social isolation is often 

used by abusive partners to exert control, and it is regarded as a risk factor for 

victimization also under normal circumstances and without the context of a worldwide 

pandemic. Consequently, the implementation of social isolation measures during the 

COVID-19 pandemic has the potential to exacerbate abusive tactics, specifically 

concerning the threat and risk of infection (Pfitzner et al, 2022; Peterman et al, 2020). 

This amplified burden can be better understood by conceptualizing the COVID-19 

pandemic and IPV as a syndemic (see section 1.4.2.3). By viewing these interconnected 

phenomena through a syndemic lens, we gain a deeper understanding of the complex 

and mutually reinforcing effects they have on each other. 

Another factor that might had increased the risks for IPV during the pandemic was 

the fact that the new policies had resulted in a lack of the usual support systems and 

existing aid to help victims of IPV or domestic violence were partially disrupted or no 

longer available (Kaukinen, 2020; Tierolf et al, 2021).  A recent study found that in many 

cases where women experienced violence during this period, their ability to seek help 

decreased while the complexity of their needs, e.g., financial needs and parenting 

responsibilities, and the means to support those needs increased. Some victims may have 

felt compelled to prioritize their immediate safety and basic needs over seeking help, and 

may have chosen to remain in abusive relationships in order to meet these needs (Lausi 

et al, 2021). This complexity has made it difficult for practitioners and support 

organizations to effectively assess risk and develop safety plans tailored to the specific 

needs of victims during the COVID-19 restrictions (Pfitzner et al, 2022). 
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1.4  Current knowledge 

1.4.1 Definitions and prevalence estimates 

Distinguishing family disputes or quarrels, family conflicts, and domestic violence 

(DV) or IPV is not easy in practice. However, it is important to shortly elaborate on certain 

distinguishing features. Family quarrels and conflicts are mainly accompanied by verbal 

assaults and sometimes physical assaults, whereby there is no power imbalance that 

dominates the relationship between those involved. Individual acts of violence (e.g. 

shouting, pushing away) and one-off acts of violence are often not classified as domestic 

violence and are considered situational (also known as situational couple violence), 

unless they are experienced by the victim as threatening, frightening, or violent (Kapella et 

al, 2011; Schröttle & Ansorge, 2008). However, threatening, frightening, and violent 

ongoing conflicts between partners, whether one-sided or reciprocal, can endanger those 

involved, including the well-being of children (Federal Office for Gender Equality [EBG], 

2020). 

IPV can manifest itself in subtle forms of psychological violence and controlling 

behaviors, such as targeted or persistent devaluation, intimidation, and/or threatening or 

cutting off social contacts. These acts of violence, which may not appear serious on their 

own, often do not occur in isolation but are part of a pattern of action. This very pattern 

could be also known as coercive control, or intimate terrorism (Johnson, 2008). For an 

assessment of whether IPV is present, which distinguishes it from "ordinary" disputes and 

conflicts, the severity of IPV, the behavioral patterns of the person perpetrating the 

violence, the subjective experience of violence by the person concerned, and the 

immediate and long-term consequences of the violence on the person concerned must be 

considered (Gloor & Meier, 2012; Kapella 2011; Watson & Parsons, 2005). 

IPV is a complex and multifaceted issue. It takes place in different relationship 

contexts and constellations of victims and perpetrators. It affects individuals from various 

ethnic, economic, or religious backgrounds and is defined as “any act or behavior that 

causes physical, psychological, or sexual harm”. These behaviors may pertain to [1] acts 

of physical violence (e.g., hitting, kicking, beating); [2] sexual violence (e.g., forced sexual 

intercourse, sexual coercion); [3] psychological (emotional) violence (e.g., insults, 

humiliation, intimidation, threats of harm); [4] controlling behavior (e.g., isolation from 

family and friends, monitoring movements, restricting access to financial resources, 

employment, education, medical care) (Garcia-Moreno et al, 2006). These behaviors can 
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occur individually or together. The forms and combinations differ depending on the 

relationship constellation, the gender, and the age of the people involved. The various 

forms of violence can be threatened or exercised. They can occur while living together or 

apart. 

In research on violence and IPV, there is no uniform or universal categorization of 

forms and acts of violence. In general, a distinction is made between physical, sexual, and 

psychological violence. Depending on the focus, other forms of violence are defined within 

these categories or in addition to these categories, e.g. controlling behaviors, sexual 

harassment, social violence, or economic violence. For this dissertation, the term intimate 

partner violence is selected as the primary term with which to discuss the problem of 

violence between partners within marriages or other intimate relationships. This term was 

chosen as the best option to maintain objectivity and avoid implicit agreement with any 

particular theoretical framework; it avoids openly endorsing either a feminist or a family 

violence perspective, rather focuses the discussion on the intimate relationship as the 

specific unit of analysis. 

Current literature recognizes that one in four women worldwide is estimated to be 

subjected to physical and/or sexual violence by an intimate partner at least once in her 

lifetime (WHO, 2021). Although representative data for male victimization are lacking, men 

seem to be significantly less likely than women to experience physical or sexual IPV 

(Coker et al, 2002). In Germany, lifetime prevalence for women was estimated at 22% for 

physical and/or sexual IPV. IPV that ended in murder was mainly directed against women 

(81%) (European Union Agency for Fundamental Rights [FRA], 2014). 

Recent prevalence reports of physical IPV in women during pregnancy and before 

the pandemic ranged from 1% in Japan to 28% in Peru, with most sites reporting between 

4 and 12% (Garcia-Moreno et al, 2006). An analysis of Demographic and Health Surveys 

and the International Violence against Women Survey found prevalence rates for IPV 

during pregnancy between 2% in Australia, Denmark, Cambodia, and the Philippines to 

13.5% in Uganda, with the majority ranging between 4 and 9% (Devries et al, 2013). 

Samples of pregnant women from clinical settings show the highest prevalence in Egypt 

at 32%, followed by India (28%), Saudi Arabia (21%) and Mexico (11%) (Devries et al, 

2010). Furthermore, a prospective study of postpartum IPV suggests that IPV may 

progress or increase, or even occur for the first time as women progress through the 

postpartum period (Agrawal et al, 2014). It is important to keep in mind that the 
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postpartum period is a long time in an individual's life, during which so many factors and 

complexities could determine an individual's experience of IPV. 

In our most recent data synthesis conducted during the COVID-19 pandemic, we 

found evidence indicating a significant increase in the severity of all types of IPV. This 

increase was observed among female individuals as well as individuals belonging to the 

LGBTIQ+ communities (Thiel et al, 2022). Additionally, in Australia, there was a notable 

42% rise in reported incidences of first-time family violence (Pfitzner et al, 2022). 

However, the evidence on changes in prevalence rates during the pandemic remains 

inconclusive (Thiel et al, 2022). Further research is needed to gain a clearer 

understanding of possible changes in these areas. 

1.4.2 Theoretical approaches 

Over the past four decades, there has been a significant increase in scholarly and 

public discussions surrounding abuse and violence within intimate relationships. What 

was once regarded as a private matter between two individuals has now been recognized 

as a multifaceted sociocultural issue and a public health crisis (Kelly, 2011). This 

persistent social problem is a robust contributor to a wide range of physical, social, and 

mental health problems among its victims and children, as well as to the reproduction of 

IPV itself, and violence in other relationship contexts, across generations to come. 

As a result, activists and scholars from various fields continue to develop deeper 

understandings of the underlying causes of IPV. By connecting the values of health 

promotion and social justice, there is potential to enhance the emerging understanding of 

IPV's risk factors and consequences, which are rooted in social disadvantages among 

different populations. These disadvantages can lead to adverse health outcomes for 

victims and their families (Buffarini et al, 2021). Through social and political mobilization, 

IPV has accumulated significant political and intellectual capital. Its growing influence 

challenges the long-standing social and cultural norms that, for centuries, have tolerated 

or even facilitated the abuse of intimate partners. 

This dissertation is an attempt to generate knowledge with the intention of 

advancing contextualized practice that prevents and intervenes to prevent further 

violence. It presents integrative ecological and intersectionist analyses through empirical 

data and qualitative reviews. In the following, we provide three summaries of major 

theoretical approaches to researching IPV, which we utilized. 
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1.4.2.1 Ecological framework 

While IPV is widespread, it is not universal (Counts et al, 1992; Levinson, 1989). 

According to the WHO, “the most widely used model for understanding violence is the 

ecological model, which proposes that violence is a result of factors operating at four 

levels: individual, relationship or family, community and societal. Some risk factors are 

consistently identified across studies from many different countries, while others are 

context specific and vary among and within countries (e.g., between rural and urban 

settings). It is also important to note that, at the individual level, some factors are 

associated with perpetration, some with victimization, and some with both” (WHO, 2012) 

[p. 3]. In a more comprehensive breakdown, the structure of the framework can be 

outlined as follows: 

(a) The innermost circle corresponds to the individual level and includes the biological and 

personal history of both the victim and the perpetrator. 

(b) The second innermost circle, known as the family level or microsystem, represents the 

immediate context in which the abuse occurs. 

(c) The third circle, referred to as the community level or exosystem, refers to factors 

associated with formal or informal social institutions or structures that influence violent 

relationships. 

(d) The fourth and outermost circle, referred to as the societal level or macrosystem, 

encompasses the broader structures that influence IPV, such as religious or cultural belief 

systems and economic or social policies (Heise et al, 2002). 

The integrative aspect of the framework was emphasized by Heise already in 1998 

as an update to the ecological framework (Heise, 1998), is employed for the explicit 

introduction of the gender-based factors that contribute to the complexity and diverse 

realities of IPV. As a result, it allows improvement of certain specific articulations of IPV 

that relates to structural factors of society, regardless of which setting or country we 

situate it in. 

1.4.2.2 Intersectional framework 

Intersectionality is made up of three basic building blocks: social identities, systems 

of oppression, and the ways in which they intersect (Baker & Etherington, 2023). The 
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social identities of those affected by IPV and what could put them at (higher) risk is 

essential to explore. In order to explain this framework, I will illustrate a number of 

examples where intersectionality and its impact could be captured (Crenshaw, 1989: 

Crenshaw, 1991): 

For example, a system may have an older white woman as a client. Due to her skin 

color, she experiences privileges, but her age and the prevailing social structures affecting 

older individuals subject her to oppressions. Throughout her life, she may have 

consistently felt privileged, but now finds it challenging to comprehend the reasons behind 

her sense of exclusion and feeling like an outsider. Or, the system may be working with a 

woman of color who has come from an economically privileged background. She may 

exhibit many characteristics of that economic privilege she may be prejudiced about 

people who are less economically advantaged – but because of her skin color, she has 

also experienced the oppression of racism. To see her only as privileged because of her 

economic privilege denies her intersectional reality and means missing identifying and 

responding to the oppression of racism that is part of who she is. The same could be 

applied for any gender. 

Social or cultural identity can both facilitate and impede an individual's access to 

services related to the abuse they have suffered. Sometimes this access is limited by 

internal factors. For example, a woman of high social status may feel ashamed and 

reluctant to seek services for fear of exposing the abuse to others. Alternatively, external 

factors may play a role; for example, a woman living in a rural community may not have 

access to a nearby shelter, while an indigenous or immigrant woman of color may fear 

systemic racism if she involves the police in her situation. 

Therefore, social identities, systems of oppression, and the ways in which they 

intersect affect the trauma they experience as a result of their partner’s abuse. The same 

could be for their resiliency, too. Hence, instead of viewing factors or characteristics such 

as age, socioeconomic status, class, gender, or race individually or as parts of an 

individual (Collins, 2002), intersectionality views the influence of these factors or 

characteristics as a process within a structural context of overlapping and interlocking 

identities. This structural context could be identified by, for example, the individual’s 

compounding experiences of violence and the individual’s own resilience. Realizing these 

contexts with all their complexities could generate the change needed to prevent the 

victimization of IPV. 
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1.4.2.3 The COVID-19-IPV syndemic framework 

As illustrated by the COVID-19 pandemic, in the absence of widespread vaccination 

and effective pharmacological treatment, governments had implemented ad-hoc stay-at-

home orders and regional lockdowns. Recent studies say that the barriers to healthcare 

and social services combined with lockdowns could have culminated in inadequate 

protections for women and girls, as well as elevated levels of domestic and intimate 

partner violence (Arenas-Arroyo, et al, 2020; Jones et al, 2020). 

The relationship between COVID-19 and IPV in particular is not uni-directional. On 

the one hand, prolonged stay-at-home orders and regional lockdowns during COVID-19 

raised household economic precarity and stress (Hammett et al, 2022), which are known 

risk factors for domestic and intimate partner violence. On the other hand, IPV increased 

the risk for sustained community transmission of infectious diseases, such as the Ebola 

virus (Kapur, 2020; Thorson et al, 2016), the Zika virus (Aguilar et al, 2021; Bond, 2017), 

and COVID-19 (Kaukinen, 2020). 

Further, recent studies indicated that abusers were employing the uncertainty and 

fear associated with the COVID-19 pandemic to further assert power and control by 

engaging in distinct forms of psychological IPV: by threatening to infect the victim, 

reducing access to hygiene supplies, and limiting access to testing and vaccination 

(Kaukinen, 2020; Sabri et al, 2020). Not only that, these forms could also relate to 

isolation, where some partners use the threat of the COVID-19 exposure as a way to 

(further) restrict the other’s movement, gain access to their homes if they usually reside 

separately, or coerce them away from seeking any necessary counselling, medical, or 

psychological treatment that could be needed for them (Pfitzner, et al, 2020). 

Hence, this highlights the mutually reinforcing and bi-directional or syndemic 

relationship between COVID-19 and IPV. The failure to recognize it leaves at-risk 

individuals, as in the case of (expectant) parents, vulnerable to infectious disease, as well 

as to IPV. In fact, the failure to act on previous evidence of the syndemic risk pathways 

between infectious disease and IPV, such as from the Ebola and Zika viruses, to 

safeguard the rights and health of those individuals is a form of structural violence 

(Meinhart et al, 2021), that could lead to more vulnerabilities and violence on the 

individual level. 
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For instance, during the Ebola outbreak, it became apparent that the disease not 

only posed a direct health threat but also had indirect consequences on interpersonal 

violence within households and communities. The stress and disruption caused by the 

epidemic, including quarantines, economic strain, and social dislocation, heightened 

tensions and contributed to an increase in IPV incidents (Thorson et al, 2016). Similarly, 

with the Zika virus outbreak, studies indicated a correlation between the virus and an 

elevated risk of IPV due to increased stress, fear, and societal disruptions (Aguilar et al, 

2021). 

1.4.3 Knowledge gaps 

Despite great advances in researching IPV, still, little is known about how 

victimization experiences may be patterned over the perinatal period. Even though 

prevalence of IPV against women alone is increasingly researched and documented 

during the perinatal period, reported evidence on bi-directional IPV prevalence, and 

against the non-child bearing partner is still scarce. Therefore, it appears to be important 

to not only investigate prevalence estimates and the associated factors of IPV perpetrated 

against women alone, but to also improve our understanding of bi-directional IPV during 

this period in order to inform the ongoing process of developing effective screening and 

interventions for women and their families. 

Moreover, risk factors for IPV are magnified during infectious disease outbreaks 

(Meinhart et al, 2021). In light of the COVID-19 pandemic’s many preventive restrictions, 

social isolation, a risk factor of IPV, and a preventive measure taken during the pandemic, 

came in as a factor that could foster increased victimization experiences for partners. 

Therefore, social isolation could indeed be a key concept for understanding IPV in this 

very context. And by the time of working on the dissertation, there arose a timely need to 

generate this evidence based on prior-pandemic studies. 

In addition, the reality of living during a pandemic that was once ongoing could both 

facilitate and exacerbate the kind of vulnerability that perinatal parents would be 

experiencing.  In Germany, initial findings suggested that during the first COVID-19 

lockdown, both women and men experienced increased anger and aggression (Jung et al, 

2020). Women reported to predominantly spend their time with household chores and 

cooking, while male partners mainly reported watching movies/TV and going to work 

(Jung et al, 2020). This increased burden seen in the imbalanced distribution of childcare 



13 
 

and household responsibilities, and the increased anger and aggression could amplify 

conflict and put more strain on family life. 

It is important to note that there is a significant lack of studies worldwide reporting on 

male victimization, not only during the pandemic but in relation to IPV in general (Thiel et 

al, 2022). This knowledge gap emphasized the need for comprehensive research that 

explores the victimization experiences of both men and women. Given the importance of 

understanding the experiences of male victims, as well as female victims, we found it was 

imperative to empirically investigate their victimization experiences. By filling this research 

gap, we could gain a more comprehensive understanding of the dynamics and impacts of 

IPV, especially during the pandemic.  
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2. Objectives 

The objective of this cumulative dissertation was to address the knowledge gaps 

pertaining to IPV in the perinatal period and during the COVID-19 pandemic outlined 

under 1.4.3 Knowledge gaps. 

More specifically, we wanted to: 

1. explore uni- and bi-directional prevalence estimates and the associated factors of IPV 

during the perinatal period. The factors were situated in the individual, family, 

community, and societal related of an integrative ecological model, then were 

discussed through an intersectional lens (Paper I). 

2. investigate a broader range of pre-pandemic contexts of social and geographical 

isolation and their associations with IPV, as well as to provide reliable, preliminary 

knowledge of their potential impact during the COVID-19 pandemic (Paper II). 

3. explore the 12-month prevalence of psychological, physical, and sexual IPV within an 

existing cohort, which consists of women and men, as well as to detect any possible 

changes during the COVID-19 pandemic in the experienced IPV behaviors as 

opposed to the pre-pandemic times (Paper III). 

4. explore factors measured during the COVID-19 pandemic that could prospectively 

predict IPV victimization (Paper III).  
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4. Discussion 

Understanding the experiences of women and men exposed to IPV in the perinatal period 

and during the COVID-19 pandemic is critical to improving their health care experiences 

and health. 

4.1  Key findings 

4.1.1 Paper I 

Paper I was designed as a literature review. Data were collected and synthesized 

from 86 peer-reviewed observational studies. The majority of the studies were cross-

sectional (n = 75) and few used longitudinal designs (n = 11). The studies originated from 

35 countries and were published in English. They involved 90,895 women. The included 

studies were from various countries like e.g., Brazil, Ethiopia, Iran, Israel, Japan, Jordan, 

Nigeria, Pakistan, Portugal, the USA, and Turkey. Eighty of the included studies 

investigated uni-directional violence against women where the perpetrator was their 

current or former intimate partner. Six studies explored bi-directional perpetration of IPV. 

There, women’s perpetration as well as their victimization experiences were explored. 

Three terms were used to describe the violence, i.e., IPV, GBV, and DV. We excluded 

studies that reported perpetrators other than intimate partners, such as other family 

members (Mojahed et al, 2021a).  

A qualitative approach was employed in synthesizing the results. Since prevalence 

studies of IPV tend to be highly heterogeneous and violence definitions tend to vary 

among research settings, we were not able to conduct any quantitative analyses for this 

review. Prevalence estimates of IPV among intimate partners, as well as associated 

factors relevant for IPV during the perinatal period were investigated. For each paper, we 

extracted and systematized the following information: author and year of publication; 

recruitment setting (e.g., agency1 or general survey samples); study design; sample size 

(e.g., final sample, response rate); the directionality of IPV (i.e., uni-, or bi-directional); 

overall IPV prevalence estimates (i.e., during pregnancy, postpartum, or both); and its 

types (i.e., physical, sexual, psychological, economic, etc.).  

                                                           

1 refers to data collected and maintained by child protective service (CPS) agencies or other 

designated organizations responsible for handling child welfare cases (Haselschwerd, 2014). 
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In addition, we considered population characteristics and associated factors 

significant to IPV prevalence when available, using the multi-level ecological model 

explained under section 1.4.2.1. An intersectional approach (explained under section 

1.4.2.2) was employed to recognize and address the complex interplay of factors, 

including ethnic and/or religious identities, that contribute to the experience of violence. By 

incorporating an intersectional lens, we aimed to capture the nuanced ways in which 

multiple identities intersect and shape individuals' experiences within the context of IPV. 

In Paper I, we set forth to advance the understanding of IPV during the perinatal 

period by summarizing and describing the prevalence of uni-, and bi-directional violence 

and the associations to experiencing/perpetrating IPV. To narrate the findings related to 

prevalence estimates, we divided the perinatal period into three time periods: before, 

during, and after giving birth. Here are our main findings: 

1. Uni-directional IPV: Prevalence estimates were assessed in three sub-periods of the 

perinatal period—during pregnancy, postpartum, and both pregnancy and postpartum. 

Overall, during pregnancy, IPV ranged from 1.5% to 66.9%, with psychological 

violence being the most prevalent (ranging from 1% to 81%). Postpartum, overall IPV 

ranged from 2% to 58%. Studies that reported prevalence estimates during pregnancy 

and at follow-ups during the postpartum period provided comparable estimates before 

and after childbirth. More than half of the studies indicated a decrease in IPV after 

childbirth compared to during pregnancy. However, psychological IPV was reported to 

either increase or remain the same. A few studies reported an increase in IPV after 

childbirth. 

2. Bi-directional IPV: Prevalence estimates were also assessed in three sub-periods of 

the perinatal period—during pregnancy, postpartum, and both pregnancy and 

postpartum. These estimates focused on victimization and perpetration for the child-

bearing partner only. Perpetration estimates were consistently higher than 

victimization estimates across all sub-periods. 

Moreover, we employed a qualitative synthesis of the data and organized the 

findings related to associated factors of uni- and bi-directional IPV using an ecological 

framework. We further analyzed their interconnectedness through an intersectional lens. 

Here are our main findings: 

1. Uni-directional IPV: 
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• Individual level: Risk factors included socio-economic status, drug and alcohol use 

during pregnancy for both victims and perpetrators. For female victims, risk factors 

included insufficient utilization of prenatal care services, reduced decision-making 

ability, and low self-esteem. 

• Family level: Risk factors included unplanned and undesired pregnancy, and 

having more than one child. 

• Community level: Lack of support and living in rural areas were associated factors. 

• Societal level: Risk factors included possessing specific social or ethnic identities, 

such as being Jewish women of Sephardic descent, being non-Caucasian, with an 

immigrant status, being HIV-positive and having an HIV-positive child, or belonging 

to a certain religion, i.e., Catholic, Muslim, or Hindu, as well as endorsing a higher 

degree of religiosity in Jewish and Muslim partners (religious vs. non-religious). 

2. Bi-directional IPV in women: 

• Individual level: Stress and depression were identified as associated factors. 

• Family level: Lower dyadic adjustment was found to be an associated factor. 

3. Gender-based associated factors: 

These factors were integrated for each level of the model. For example, at the 

individual level, factors included partners being sexually dissatisfied or having accepting 

attitudes towards violence. At the family level, factors included the partner's control of 

women's reproductive health and pressure to have a male child. At the community level, 

factors included controlling behavior by relatives in-law, and at the societal level, factors 

included dowry demands. 

4. Protective factors: 

Early initiation of antenatal care and institutional delivery, as well as giving birth in 

clinical settings, were identified as protective factors at the individual level. Additionally, 

living in urban areas was found to be a protective factor at the community level. 
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4.1.2 Paper II 

Paper II was designed as a rapid review. Considering the necessity of addressing 

the issue of IPV in the context of the ongoing pandemic and in order to present relevant 

knowledge in a timely manner, we conducted this rapid review following the Cochrane 

guidelines for rapid reviews. We used abbreviated systematic review methods and applied 

the following methodological shortcuts: There was no dual abstract, dual full-text 

screening, dual data extraction, or dual assessment of risk of bias. Data were collected 

and derived from 11 peer-reviewed observational studies. Of these, nine studies were 

cross-sectional, one was longitudinal, and one comprised comparative case studies. They 

were published in English (n=10) and Spanish (n = 1).  

The included studies involved 15,695 women. Six of the included studies were 

conducted in the USA, followed by one study in Egypt, Ethiopia, Spain, Sweden, and 

Turkey, respectively. All of the included studies investigated violence against women 

where the sole perpetrator was their current or former male intimate partner. No studies 

with men as victims were identified. We synthesized results narratively and in tabular 

form. Because of the heterogeneity of available primary studies, we did not conduct any 

quantitative analyses for this review (Mojahed et al, 2021b). 

In Paper II, we aimed at investigating a range of pre-pandemic contexts of social 

and geographical isolation and their associations with IPV. The rationale behind this was 

to provide reliable, preliminary knowledge of isolation’s potential impact during the 

COVID-19 pandemic on the experience of IPV. Studies investigating the prevalence and 

possible underlying factors of IPV, such as social and geographical isolation, during the 

COVID-19 pandemic were far from conclusive at the time of this review, and drawing 

conclusions from comparable situations in the past was limited.  

We documented the following main findings: 1) social isolation correlated with the 

experience of physical and sexual IPV among female drug users, and predicted physical, 

sexual, and psychological IPV among immigrant women; 2) most of the included studies 

had social support as the measure for social isolation, and the lack of it thereof predicted 

IPV; 3) women who reported having social support had a lowered probability of ever being 

abused than women who reported not having social support; 4) women with previous 

victimization experience, who currently had social support, had a lower probability of being 

abused again by a different partner than those who had no social support; 5) women who 

were severely assaulted, had fewer friends, fewer contacts with their friends, fewer long-
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term friendships, and fewer friends who really listened to them than did the non-battered 

women and the battered women who were not severely assaulted; 6) for affected 

pregnant women, the presence of individuals in their social network who were also in 

abusive relationships was found to be associated with a decrease in emotional and critical 

support; 7) having lack of social support as well as being geographically isolated (i.e., 

living in what is considered/approximated as rural areas) had a compounding effect of 

increasing the risk of IPV. 

We also summarized the recommendations made by the individual studies in order 

to inform future policy of the possibilities on how to go on with IPV during the COVID-19 

pandemic. There, we concluded the following: 1) battered women were more likely to seek 

out support from family and friends than from professional helpers. Therefore, 

interventions should aim at re-establishing social networks for them; 2) for women living in 

rural areas, interventions should not be limited to formal networks, but should also include 

informal (social) networks in the community; 3) improving the economic status of rural 

households could be an effective strategy to reduce IPV; as well as 4) increasing the 

focus on access to preventive services for rural women, including domestic violence 

intervention programs (DVIP). 

4.1.3 Paper III 

Data for Paper III were collected from the population-based longitudinal study 

DREAMCORONA. As this study investigates victimization prevalence and predictors of IPV, 

we included only participants who completed the IPV questionnaire at T2 of the 

DREAMCORONA study. Dropout analyses were performed via Student’s t-tests and chi-

square tests to detect any significant differences between completers and non-completers 

of the short form of the Revised Conflict Tactics Scale (CTS2S). Further, data were 

analyzed descriptively to determine the prevalence of IPV victimization in women and 

men, and the change in the experienced IPV victimization during the pandemic (Mojahed 

et al, In Review). 

We computed Pearson correlation analyses to examine the associations of all 

included variables. Next, we conducted a multiple logistic regression analysis to identify 

prospective predictors of IPV. The final model had the binary measure of IPV as the 

outcome and age, education, pregnancy status, parity, household size, relationship 

satisfaction, dyadic coping, postpartum depression symptoms, anger-hostility symptoms, 

and social support as predictors. Results are given as Odds Ratios (OR) with 95% 



21 
 

confidence intervals (CI). The regression models were calculated for women and men 

separately to detect differential predictors of their IPV victimization. 

The total sample consisted of 737 participants, with 64% female (n = 468) and 37% 

male (n = 269) participants. The mean (SD) age of the women was 31.61 years (3.89) and 

the age range was from 20 to 43 years. Only 13.7% (n = 64) were pregnant at the first 

assessment point (T1) of DREAMCORONA, with 7.3% (n = 34) being pregnant with their first 

child. For the female participants, 91.9% (n = 430) had one or more than one child. The 

mean (SD) age of men was 34.05 years (4.93) and the age range was from 24 to 55 

years. Of them, 17.5% (n = 47) had pregnant partners, whereas 6.7% (n = 18) were 

expecting their first child. There were 92.6% (n = 249) of men who had one or more than 

one child. The mean (SD) household size was 3.21 (0.75) for women, and 3.14 (0.71) for 

men with a range of 1 to 10 people living in the same household for both female and male 

participants. 

In Paper III, we documented the following main findings: 1) five in 10 women and 4 

in 10 men faced at least one form of IPV in the last 12 months by their current partner. 

Psychological aggression was the most prevalent form of IPV encountered by women and 

men, with 48.5% and 38.3%, respectively. This was followed by physical assault with 

2.6% and sexual coercion forms of violence for women, as well as for men, with 3.3% and 

1.5%, respectively; 2) Of those who experienced any form of IPV in the last 12 months, 

89.7% women and 89% men were victimized by a single violent behavior. One woman 

was found to experience a total of 5 out of 6 of the assessed abusive behaviors; 3) The 

majority of women and men reported no change in victimization by psychological and 

physical violence during the pandemic. On the other hand, about a quarter of (expectant) 

mothers (27%) and fathers (22-24%) reported an increase in psychological and physical 

IPV. With regard to sexual violence, neither mothers nor fathers reported any changes 

during the pandemic; 4) women’s higher partnership satisfaction [OR = 0.873; 95% CI: 

(0.81–0.93)] decreased the likelihood for IPV victimization for them, whereas having 

higher symptom levels of anger-hostility [OR = 1.151; 95% CI: (1.04–1.27)] increased this 

probability; and 5) men’s younger age [OR =0.928; 95% CI: (0.87–0.98)] and higher 

partnership satisfaction [OR =0.844; 95% CI: (0.75–0.93)] decreased the probability of 

their victimization. Similar to women, having higher symptom levels of anger-hostility in 

men [OR =1.196; 95% CI: (1.03–1.38)] increased the likelihood for victimization. 
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4.2  Interpretation of the results 

4.2.1 Prevalence rates and associated factors 

In Paper I, we found that IPV estimates varied in terms of whether pregnancy or 

postpartum could be more of a vulnerable sub-period compared to the other. 

Nevertheless, having frequent time assessments could improve our knowledge of the 

course of IPV over the perinatal period, which in turn could be helpful for policy makers, 

among others. Perinatal providers too, as well as healthcare workers in general are 

therefore in a unique position to identify, evaluate, and facilitate services for women 

experiencing IPV. 

Risk factors of IPV during the perinatal period may often be similar to risk factors for 

IPV in general. Still, given that pregnancy and the postpartum period are times that may 

demand increased relationship commitment and resources, such as emotional support, 

financial stability, access to healthcare services, social networks, education, etc., 

shedding more light on some risk factors are likely to be important here. 

Our narrative review In Paper I revealed that most of the risk factors relating to uni-

directional IPV were detected in studies focusing on IPV during pregnancy. Victim- and 

perpetrator-related factors at the individual level constituted both younger age and lower 

socioeconomic status, as well as having experienced or witnessed interparental physical 

violence during childhood. In the case of victimized women, insufficient utilization of 

prenatal care services, and reduced ability in decision-making, as well as low self-esteem 

were found to increase the risk of IPV. 

Being of young age and economically dependent (Dhungel et al, 2017) could limit 

access to resources, and emphasize a lack of decision-making, which in turn could 

increase the risk of violence by creating an environment in which one partner can exert 

control over the other through abusive behaviors (Conroy, 2014). 

Further, younger partners or those with lower socioeconomic status may face 

heightened stress levels due to various factors such as financial strain, limited social 

support, or inadequate access to healthcare (Mojahed et al, 2022). Stress can negatively 

impact relationships and increase the risk of violence as individuals may resort to harmful 

coping mechanisms, including aggression and violence. They may also face challenges in 

accessing resources and support systems that can help alleviate stress or address 

relationship difficulties. This lack of resources can contribute to feelings of frustration, 
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isolation, and helplessness, potentially escalating tensions and increasing the risk of IPV 

(National Institute of Justice [NIJ], 2009). 

Exposure to interparental IPV during childhood does not directly cause individuals to 

become victims of violence in adulthood. Instead, this form of child abuse is likely to 

disrupt normal developmental processes, such as the establishment of secure attachment 

to caregivers, which plays a crucial role in regulating behavior and emotions (Dvir et al, 

2014). It can also lead to difficulties in relating to others and forming healthy relationships 

(Bell & Higgins, 2015), as well as problems in areas such as aggression, heightened 

arousal, and impulse control (Wilson et al, 1999). While these factors may serve as 

adaptive responses in abusive environments, they can also increase the risk of re-

victimization. This perpetuates the cycle of violence across generations, as individuals 

who have been exposed to parental IPV in childhood may be more likely to experience 

violence in their own adult relationships (Al-Eisaa et al, 2020; Butler et al, 2020). 

Family level factors consisted of unplanned and undesired pregnancies, having 

multiple abortions, multigravidity, as well as having more (or fewer) than two children. 

Previous research pointed out, such factors could be considered as consequences 

(Mojahed et al, 2022), or even a form of IPV known as reproductive coercion and abuse 

(RCA) (Grace & Anderson, 2018). This form of abuse is attributed to the partner’s control 

over the woman’s reproductive health, or reproductive injury caused by assaultive 

episodes (Tarzia & Hegarty, 2021). RCA research is however still in its infancy and further 

research is needed. 

Of the risk factors that could be considered as gender-based was the perpetrator’s 

sexual dissatisfaction that placed mothers at higher risk for IPV postpartum. In few 

societies, traditional gender roles and expectations may place an emphasis on male 

sexual satisfaction and the notion of male entitlement within intimate relationships 

(Naghavi et al, 2019). When these expectations are not met, it may lead to feelings of 

strain and anger (De Coster & Cornell Zito, 2010), or a perceived threat to one's 

masculinity. In such situations, some male individuals may resort to violent behaviors. 

These behaviors can manifest as psychological, or even physical IPV (Reidy et al, 2014). 

By exerting control or power over their partner, they may attempt to regain a sense of 

dominance or restore their perceived entitlement within the relationship (Hill et al, 2023). 

We also found that the factor of pressuring women to have a male child, which 

increased women’s risk for victimization during pregnancy, as well as partners’ 
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disappointment with the child’s gender (i.e., being female), which contributed to increased 

risk for victimization postpartum, as gender-based. These findings are consistent with 

previous evidence (Mojahed et al, 2022). 

At the societal level, and from an intersectional lens, we found that possessing 

specific social (immigrant or HIV-positive women), ethnic (Jewish women of Sephardic 

descent or non-white women), and religious identities (Muslim or Hindu), and having 

higher degrees of religiosity can contribute to an increased risk of IPV for women. The 

various aspects of one's identity can intersect and interact to shape an individual's 

experiences and vulnerabilities (Crenshaw, 2011).  

For example, Jewish women of Sephardic descent or non-white women may face 

unique challenges and forms of discrimination when living in predominantly white 

societies. In addition to their gender identity, women who experience racism and/or 

colorism may face unique challenges that differ from those experienced by their 

counterparts from the racially dominant group or women from other ethnic backgrounds. 

They may face stereotypes and prejudices that perpetuate harmful narratives about their 

worth, agency, or vulnerability by their intimate partners (Monterrosa, 2021). In addition, 

support systems and institutions may be less responsive or provide limited resources to 

address their specific needs, further increasing their vulnerability to IPV (Holliday et al, 

2020). 

Immigrant women may face additional factors, such as language barriers, limited 

social support networks, economic dependence, and fear of deportation, which can 

increase their vulnerability to IPV. Not to mention, their unfamiliarity with legal rights in 

host countries may also contribute to increased risk (İlkkaracan, 1996). Women who are 

HIV-positive and have an HIV-positive child may experience additional challenges in their 

relationships, such as stigma, and dependence on their partner for healthcare and 

financial support (Hatcher et al, 2016). Stigma may contribute to increased vulnerability to 

IPV, which doubles the burden of adversity by complicating issues around disclosure, 

access to both HIV-related and pregnancy-related health care (Marais et al, 2019), and 

support in the case of IPV (Yonga et al, 2022), highlighting syndemic risk (Rice et al, 

2017) and potentially worsening their l health (Mootz et al, 2021). 

Women belonging to certain religions, such as Catholic, Muslim, or Hindu, may 

encounter cultural and religious norms, patriarchal structures, and interpretations that 

perpetuate gender inequalities and potentially increase the risk of IPV. Additionally, 
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endorsing a higher degree of religiosity may intersect with these factors, potentially 

influencing power dynamics within relationships, and emphasizing the rigid gender roles 

and male dominance, along with cultural expectations of women's subservience (Mojahed 

et al, 2022). 

The results in Paper III indicate that 5 in 10 (expectant) mothers, and 4 in 10 

(expectant) fathers experienced at least one IPV behavior during the first year of COVID-

19 in Germany. The most prevalent type was found to be psychological aggression, which 

is in line with the findings in Paper I.  As emphasized earlier in section 1.2, exposure to 

IPV can have an adverse effect on mother-child interactions. IPV has been associated 

with less positive attunement to the infant, negative cognitions about parenting ability and 

self-efficacy, and decreased maternal responsiveness (Huth-Bocks et al, 2013). In turn, 

these can increase the risk of hostile interactions between the caregiver and child, and 

neglectful parenting practices (Cox et al, 2000). 

4.2.2 Men’s experiences of IPV 

Traditionally, discussions around IPV have focused primarily on women as victims 

and men as perpetrators due to the higher prevalence of violence against women. 

However, research has shown that men can also be victims of IPV. It is therefore crucial 

to recognize that IPV can affect individuals of any gender, and shedding light on men's 

experiences allows for a more comprehensive understanding of the issue. 

There is growing evidence that psychological violence may be the most common 

form of IPV experienced by both women and men (Follingstad & Rogers, 2013). In the 

case of men, this aligns with our finding that most of the IPV-affected male participants 

experienced psychological aggression (i.e., being insulted or sworn or shouted or yelled 

at) in Paper III. Findings from qualitative research unveiled that men undergo episodes of 

abuse that commence with less violent acts in the early stages of the relationship, 

gradually escalating into more severe forms of violence. This escalation could be further 

triggered by significant life events or changes in the relationship, such as the birth of a 

child (Entilli & Cipolletta, 2017; Machado et al, 2017). 

Although a comprehensive understanding of how men define psychological violence 

is still evolving (McHugh et al., 2013), some studies have shed light on men's descriptions 

of psychological violence. These descriptions include instances of being yelled at, 

insulted, belittled, humiliated, having their sexuality questioned, experiencing control and 
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surveillance, isolation from family and friends, having their competence as fathers 

questioned, facing false allegations of child abuse, and enduring threats of losing custody 

of their children (e.g., Bates, 2019; Entilli & Cipolletta, 2017; Machado et al, 2017; 

Nybergh et al, 2016; Walker et al, 2019).  While the majority of men may not fear physical 

violence from a female partner, few studies have shown that they have concerns about 

degradation and humiliation in the relationship (Bates, 2020; Nybergh et al, 2016). 

Research in this area remains relatively young and further investigation into men’s 

experiences of psychological as well as sexual and physical violence, and their 

intersections with gender is required.  

We also found that having higher levels of anger-hostility symptoms significantly 

predicted higher probability of IPV victimization for both women and men in Paper III. 

Adjusting to the psychological burden, which might result from dealing with external 

stressors relating to the pandemic (Bartels et al, 2022), as well as raising (or expecting) a 

child, could be a possible reason for having higher levels of anger-hostility symptoms in 

the first place (Mojahed et al, 2022). Having higher anger-hostility symptoms could be an 

expression of an already difficult relationship, where practicing violent behaviors could be 

pre-existing and/or bi-directional. 

4.2.3 Isolation as key risk factor and a tactic 

In Paper II, indicators of social isolation varied across the studies. These studies 

used a variety of approaches to indirectly assess social isolation. These approaches 

included assessing factors such as lack of social support, lack of emotional or 

informational support, low number of friends or frequency of contacts, and decreased 

levels of social interaction. 

It is important to note that the presence of any one of these indicators alone does 

not necessarily indicate social isolation. However, when combined with other factors, such 

as unemployment, poverty or drug use, these indicators can serve as a more reliable 

measure of social isolation. Our findings are consistent with most recent studies which 

suggest that increasing feelings of isolation during the COVID-19 lockdown measures 

which may also lead to violence against others (Jung et al, 2020), such as one’s intimate 

partner (Moreira et al, 2020). The findings on geographical isolation are in line with those 

in Paper I, of which living in urban areas was found to be a protective factor in a number 

of studies. 
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As previously mentioned under section 1.3, isolation was exacerbated during the 

COVID-19 pandemic due to the preventive measures adapted across the globe. The 

added dangers of prolonged isolation, together with the disruption of vital support and 

social systems, may have perpetuated various control tactics (Goodman & Epstein, 2022). 

In the case of expecting partners, this may have had a more profound effect, as it may 

have made them feel that they had no one but the abusive partner, making it more difficult 

to seek help or leave (Wood et al, 2022).  

Indeed, in Paper III, the findings revealed a significant correlation between social 

support and IPV for both men and women, but it was not found to be a prospective 

predictor. It is important to note that this could be attributed to the fact that the majority of 

the affected individuals (90%) had only encountered a single violent psychological act and 

could be considered as primarily facing situational couple violence, where control tactics 

were not present. 

Findings from Paper II shed light on the possible increased likelihood of specific 

populations, such as female drug users, pregnant women, and migrant women, to 

experience IPV under the COVID-19 pandemic conditions. Recent research say that 

marginalized groups, such as racial or ethnic minorities, immigrants, or LGBTQI+ 

individuals, may fear discrimination, or encounter a lack of responsive support services, 

which can increase their isolation and hinder their ability to access resources and support 

(Sabri et al, 2022). 

Female drug users, particularly those who are marginalized or with a certain minority 

background, may experience intersecting forms of discrimination and isolation. The stigma 

associated with substance use, combined with social marginalization, can create 

significant barriers to seeking help (Simonelli et al, 2014). These individuals may also face 

increased vulnerability to abusive relationships, as their drug use may be used as a tool 

for further control and manipulation by abusive partners (Gilchrist et al, 2019; Phillips et al, 

2020). 

4.2.4 The issue of disclosure 

Since this dissertation has a major focus on reporting prevalence estimates, 

disclosing of IPV and the circumstances leading to disclosure should be taken under 

consideration, for both male and female partners.  In general, disclosing an experience of 

violence can be a difficult and traumatizing experience (Dworkin et al, 2019). When a 
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person decides to disclose their experience of violence, it often requires them to confront 

painful memories and emotions that they may have been avoiding or suppressing. 

In addition, victims of violence often harbor deep-seated fears of being blamed for 

the harm inflicted upon them (Ullman, 2023). These fears may be particularly high if the 

perpetrator is someone they know or have a relationship with (Dworkin et al, 2019). For 

female victims, the process of disclosing their experiences can trigger symptoms of PTSD, 

depression, and anxiety (Ullman, 2023). The disclosure itself can profoundly impact their 

sense of safety and trust in others. Moreover, if unsupportive attitudes prevail, the trauma 

experienced by female victims may be exacerbated (Ullman, 2010 and 2023). These 

unsupportive attitudes can further erode their confidence in seeking help, exacerbate self-

blame, and contribute to a deep sense of isolation. 

In the case of affected male individuals, the consequences of these gender-biased 

perceptions and actions, such as accusing them of being the perpetrators of the violence 

and threatening them with arrest, can be significant (Walker et al, 2019). Gender 

stigmatization that impedes men from showing emotional vulnerability, disclosing 

abuse/violence or seeking help (Hines et al, 2015) means that health and other 

challenges related to violence may go unaddressed.  

Even when men do choose to disclose experiencing IPV, they may not receive the 

support they require. According to the findings of Morgan and Wells (2016), some men 

who sought help or services for IPV expressed a sense that their concerns were not taken 

seriously. Similarly, in their qualitative study, Brooks et al. (2017) found that some men 

were concerned about being doubted by others and being denied support when sharing 

their experiences of IPV. Such reactions can cause affected individuals to doubt their own 

perceptions and experiences, and further compound their trauma. 

4.3  Limitations and strengths 

It is well established that among men and women, a dose-response relationship 

exists, where greater severity of violence results in worse health outcomes (Scott-Storey, 

2011 and 2018). In Paper I, most of the included studies identified specific acts of violence 

only at specific points in time, or over a defined period (e.g., the past year), making it 

difficult to assess trajectories of violence over time, including shifts in the severity of 

abuse, and the context or impact of terror and fear, and thus to distinguish unique 

'subtypes' of violence (e.g. intimate terrorism vs. situational couple violence) (Kelly & 
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Johnson, 2008; Johnson, 2008). Nevertheless, the strengths of Paper I, lie in the 

systematic search for relevant literature, the systematic process of data extraction, and 

the focus on prevalence estimates of IPV and its different forms between partners and 

associated factors. 

In addition, the majority of measures used in large-scale surveys, such as the 

Conflict Tactics Scale, primarily capture situational couple violence rather than intimate 

terrorism (Johnson, 2006), as it was the case in Paper III, which could lead to inadequate 

understanding of the nature and prevalence of more severe forms and patterns of IPV 

among men and women. Under-reporting of more severe forms of violence is therefore to 

be expected. Conversely, it is also important to note that over-reporting of less severe 

behaviors can be expected. Both need to be taken under consideration. These factors 

contribute to the complexity involved in accurately assessing and understanding the 

dynamics of IPV, and highlight the importance of utilizing comprehensive measures and 

employing a nuanced approach to capture the full range of IPV experiences. 

In Paper II, we conducted a rapid review due to the urgency of the topic and its 

implications for the COVID-19 pandemic. As a result, certain methodological steps of the 

review process had to be abbreviated due to time constraints. As neither dual title-abstract 

nor dual full-text screening was performed, relevant studies may have been missed and 

some selection bias may have been introduced. Nevertheless, this rapid review had clear 

eligibility criteria for study inclusion. Our procedures, based on the guidance and training 

materials for rapid reviews produced by Cochrane, lead us to believe that the overall 

conclusion was not affected by these limitations.  

While the rapid review methodology limits the depth and breadth of the analysis, this 

focused assessment of isolation as a key determinant allows us to shed light on a specific 

aspect of the complex relationship between the pandemic and IPV. It serves as a valuable 

contribution to the existing body of research, offering a targeted perspective that can 

inform policy decisions and guide future studies in understanding and addressing the 

unique challenges faced by victims of IPV during times of isolation and restricted social 

interaction. 

In Paper III, our analysis of the changes in experienced IPV behaviors during the 

pandemic was limited by the retrospective nature of the assessment. The population-

based sample included mostly well-educated and relatively young (expectant) parents. 

Our findings can therefore not be generalized to other populations such as vulnerable 
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groups, such as social, sexual, and gender minorities, who may be disproportionately 

affected by pandemic-related stressors related to employment, finances, and 

psychological health (Nowaskie & Roesler, 2022, Sachdeva et al, 2021), which in turn 

may make them more vulnerable to IPV. Moreover, women who dropped out of the study 

had higher postpartum depression symptoms than the women in the final sample. One 

explanation for that could be that these women were more distressed and therefore 

dropped out of the study, which would mean that our result could underestimate the effect 

of postpartum depression on their likelihood for IPV victimization. 

Regardless, our IPV prevalence analysis and regression models covered nearly the 

complete first year of COVID-19 in Germany. The longitudinal nature of our study allowed 

us to prospectively identify protective and risk factors of IPV victimization. Knowledge of 

prospective predictors can be crucial from a prevention perspective, as it provides insight 

into factors that could prevent or reduce the occurrence of any form of IPV. Further, our 

data are based on the actual experience of our participants and therefore not biased by 

help-seeking behaviors, which might have been altered by the pandemic. 

4.4  Practical implications 

The results of the three reported studies have several practical implications. We 

document that aggressive behaviors, mostly psychological, are present in every second 

(expectant) couple, and may lead to more severe forms of aggression or abuse 

(Follingstad & Dehart, 2000). Based on our findings, it is evident that individuals who seek 

antenatal care or give birth in clinical settings face a lower risk of perinatal IPV. Therefore, 

it becomes crucial for healthcare providers to prioritize the screening of women for signs 

of IPV during routine obstetric care. By implementing regular screening protocols, 

healthcare professionals can identify and support individuals who may be experiencing 

IPV, ensuring their safety and well-being during the perinatal period. 

Additionally, it is important for providers to recognize that exposure to IPV can have 

detrimental effects on the mental health of perinatal partners. The risk of mental health 

distress is heightened for individuals who have experienced IPV, and this can impact their 

ability to effectively engage in caregiving responsibilities. To mitigate these difficulties and 

promote positive caregiver-child relationships, providing previously-affected caregivers 

with appropriate resources related to parenting could be of great support (Ragavan et al, 

2020). This support can enhance their parenting skills, resilience, and overall well-being, 

ultimately benefiting the well-being of both the caregiver and the child. 
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By integrating routine IPV screening into obstetric care and providing targeted 

resources for previously-affected caregivers, healthcare providers can play a vital role in 

preventing and addressing the challenges associated with perinatal IPV. This 

comprehensive approach not only ensures the safety and support of individuals 

experiencing IPV but also contributes to the promotion of healthy parenting practices and 

positive familial relationships. 

As experiences of IPV remained largely unchanged during the COVID-19 pandemic, 

there is a strong need to recommend strengthening and improving access to services. 

Policies need to ensure that alternative support services (e.g., messenger services, 

telemedicine) are accessible and reliable for victims of severe IPV who are isolated, with 

particular attention to reaching survivors safely in the presence of perpetrators and in 

ways that are undetectable and untraceable. In addition, IPV awareness raising is 

essential so that people working in the informal or formal sector, as well as family and 

friends in the immediate social network of those at-risk are sensitized to the signs of 

violence. 

Our empirical findings have implications for enhancing already existing prevention 

and intervention programs, as they lend support for the use of programs targeting 

interaction patterns, particularly adverse types of interactions such as psychological 

aggression. The measures tackling IPV during the pandemic should have not only 

focused on the provision of accessible services for IPV victims and raising the awareness 

of the issue but must have been accompanied by continuous efforts to promote holistic 

interventions for victims, where psychological symptoms of anger and hostility are 

addressed. 

4.5  Future research directions 

The papers included in this thesis as well as the current literature provide several 

directions for future research. Paper I contributed to the literature by providing prevalence 

estimates of IPV among intimate partners as well as its associated factors during the 

perinatal period. Our results highlighted the relationship between IPV and the varying 

associated factors, which relate to the different levels of the integrative ecological model, 

which were also interpreted through an intersectional lens. We recommend that future 

research to embed the associated factors following a sequence moving from the collective 

to the individual level. This could help build a more comprehensive image for adequate 

protection and future prevention of individuals. 
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Further, Studies regarding bi-directional perpetration of IPV during the perinatal 

period have been explored, yet their findings need to be interpreted with caution. 

Conducting further research that delves into not only the prevalence but also the 

motivations and contexts of bi-directional IPV during the perinatal period could improve 

our understanding of its detrimental effects on partners and their families. Such research 

could pave the way for the development of more effective intervention strategies. 

Regarding our narrative synthesis in Paper II of the pre-pandemic data, it 

emphasized that isolation could be associated with experiencing IPV in the context of the 

COVID-19 pandemic. Associated factors like limited access to formal and informal 

services as well as disruptions of social networks has affected millions of people during 

the pandemic due to quarantine as well as physical and social distancing measures. 

Further research is needed to explore the interplay between social isolation and support, 

the severity of violence, and other contributing factors to gain a more comprehensive 

understanding of IPV dynamics and its long-term consequences on affected individuals in 

order to inform effective prevention and intervention strategies. 

IPV victimization is not exceptional in Germany. In Paper III, psychological 

aggression was present in almost every second couple. The majority of women and men 

disclosed no changes in their experienced IPV victimization, suggesting that they 

continued experiencing psychological and physical IPV during the pandemic. However, 

our findings also revealed an increase in the experienced IPV for female and male 

participants during the pandemic. We recommend future research to perform longitudinal 

assessments of IPV. 

In addition, the inclusion of the other partner in IPV research could provide more 

context to better understand and prevent IPV in samples that include both (expectant) 

partners. The ability to provide appropriate support and resources to those who are most 

significantly affected by IPV, including men, depends on the accurate measurement of 

variation in experiences of IPV and an openness to identifying such variation. And in order 

to obtain 'accurate' prevalence rates of IPV, experiences of violence need to be measured 

in ways that capture the context (examining severity, patterns, coercive control) and take 

into account the gendered aspects of the relationship as well as the context of the 

partnership (e.g., sex/gender of the partner).  

As scales or measures are attached to gender perspectives, it is imperative to 

identify the subtype(s) of IPV being measured and to include indicators that reflect how 
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that particular type of violence is experienced by individuals of all genders. Finally, IPV 

measures need to be validated for use with men to demonstrate that they are appropriate, 

accurate, and comprehensive and that they reflect the construct of IPV as experienced by 

men.  
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5. Summary 

Background: Intimate partner violence (IPV) is not only considered a serious public 

health issue and a cause of human suffering (National Center for Injury Prevention of the 

Centers for Disease Control and Prevention, 2015), IPV can be a barrier to utilization of 

care in vital life phases (Bonomi et al, 2009; Snow Jones, Dienemann, & Schollenberger, 

2006), and a determinant of many serious negative health outcomes for affected 

individuals and their families (Silverman et al, 2020). As a significant contributor to health, 

social, and economic disparities, violence jeopardizes the fabric of families and 

transcends all levels of socioeconomic status (Rhodes, 2012). 

Among those who suffer serious to fatal consequences as a direct result of IPV, the 

perinatal period has only recently received special attention in research and is extremely 

scarce (WHO, 2011). This is particularly the case as the exposure/context of IPV may be 

further complicated by societal crises such as natural disasters and pandemics, where the 

threat of violence and its health consequences may be heightened (Yehuda et al, 2008). 

Objectives: The objectives of this dissertation were to address the knowledge gaps 

pertaining to perinatal IPV and violence experiences during the COVID-19 pandemic. It 

had three specialist articles, two of which were reviews of the literature, and one was a 

population-based empirical study. The objectives of the dissertation were as follows: 1) To 

explore uni- and bi-directional IPV prevalence estimates and associated factors during the 

perinatal period (Paper I) (Mojahed et al, 2021a); 2) To investigate a broader range of pre-

pandemic contexts of social and geographical isolation and their associations with IPV, as 

well as to provide reliable, preliminary knowledge of their potential impact during the 

COVID-19 pandemic (Paper II) (Mojahed et al, 2021b; 3) To explore the 12-month 

prevalence of psychological, physical, and sexual IPV within an existing cohort, which 

consists of women and men, as well as to detect any possible changes during the COVID-

19 pandemic in the experienced IPV behaviors as opposed to pre-pandemic times (Paper 

III) (Mojahed et al, 2023); 4) To explore factors that could prospectively predict IPV 

victimization (Paper III). 

Materials and Methods: Paper I involved a qualitative synthesis of the literature. Due to 

the heterogeneity of prevalence studies and varying violence definitions, quantitative 

analyses were not feasible for this review. The paper investigated prevalence estimates of 

perinatal IPV among intimate partners and explored associated factors. Information such 

as author, year of publication, recruitment setting, study design, sample size, directionality 
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of IPV, prevalence estimates, and types of violence were extracted and tabulated. The 

integrative ecological model was used to consider population characteristics and (gender-

based) associated factors relevant to IPV prevalence. 

Paper II was a rapid review conducted following Cochrane guidelines to address the 

urgency of studying IPV in the context of the COVID-19 pandemic. The review focused on 

the correlation between social and geographical isolation and IPV. 

Paper III utilized data from the population-based longitudinal study DREAMCORONA. 

Descriptive analyses were performed to determine the prevalence of IPV victimization 

among women and men, examining changes during the pandemic. Pearson correlation 

analyses and multiple logistic regression analysis were conducted to identify associations 

and potential predictors of IPV. The results were presented as odds ratios with confidence 

intervals. 

Results: In Paper I, several key findings were reported. Psychological uni-directional IPV 

against female partners was most prevalent during pregnancy. Studies comparing IPV 

prevalence before and after childbirth showed mixed results, with some reporting a 

decrease and others reporting an increase in IPV after birth. Risk factors at the individual, 

family, community, and societal levels were identified, including socioeconomic status, 

substance use, insufficient prenatal care utilization, low self-esteem, unplanned 

pregnancy, lack of support, and certain social and ethnic identities. 

Paper II found that lack of social support increased the risk of IPV victimization, and the 

compounding effect of social and geographical isolation heightened this risk. It also 

revealed that social isolation correlated with physical and sexual IPV among female drug 

users and predicted various forms of IPV among immigrant women. 

In Paper III, it was found that around 50% of women and 40% of men experienced some 

form of IPV in the last 12 months. Psychological aggression was the most prevalent form 

of violence reported. The majority of women and men reported no change in victimization 

by psychological and physical violence during the pandemic. On the other hand, about a 

quarter of (expectant) mothers (27%) and fathers (22-24%) reported an increase in 

psychological and physical IPV. With regard to sexual violence, neither mothers nor 

fathers reported any changes during the pandemic. Higher partnership satisfaction 

reduced the likelihood of IPV victimization, while symptoms of anger-hostility increased 

this probability. 
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Conclusions: Considering the burden of perinatal IPV and the impact of the COVID-19 

pandemic on IPV, this dissertation highlights the urgent need for effective preventive 

interventions. The findings suggest the importance of initiating antenatal care and 

delivering in clinical settings, as these factors were associated with a lower risk of 

perinatal IPV. Routine screening for IPV in obstetric care is crucial, and healthcare 

providers should be aware of the elevated risk for mental health distress among perinatal 

partners exposed to IPV. 

As experiences of IPV remained largely unchanged during the pandemic, there is a strong 

recommendation to strengthen and improve access to support services. Alternative 

support measures such as messenger services and telemedicine should be accessible 

and reliable for victims of severe IPV who may face increased isolation. Raising 

awareness about IPV is essential for individuals in informal and formal sectors, as well as 

family and friends within the immediate social network of those at risk. The findings also 

support the use of programs targeting adverse interaction patterns, particularly 

psychological aggression. 

Future research should focus on associated factors of IPV during the peripartum period 

and other critical life phases or societal events. It is crucial to adopt ecological and 

intersectional perspectives to gain a comprehensive understanding of IPV. Furthermore, 

including the perspective of the other partner in IPV research can provide valuable context 

for better prevention and intervention strategies.
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6. Zusammenfassung 

Hintergrund: Partnerschaftsgewalt wird nicht nur als ernstes Problem der öffentlichen 

Gesundheit und als Ursache menschlichen Leidens angesehen (National Center for Injury 

Prevention of the Centers for Disease Control and Prevention, 2015), sondern kann auch 

ein Hindernis für die Inanspruchnahme von Gesundheitsversorgung in kritischen 

Lebensphasen und ein entscheidender Faktor für viele schwerwiegende negative 

gesundheitliche Folgen für die Betroffenen und ihre Familien sein (Bonomi et al, 2009; 

Snow Jones, Dienemann, & Schollenberger, 2006; Silverman et al, 2020). Als 

wesentlicher Faktor für gesundheitliche, soziale und wirtschaftliche Ungleichheiten 

gefährdet Gewalt das Familiengefüge und erstreckt sich auf alle Ebenen des 

sozioökonomischen Status (Rhodes, 2012). 

Bei denjenigen, die als direkte Folge von Partnerschaftsgewalt schwere oder sogar 

tödliche Folgen erleiden, ist die perinatale Phase erst in jüngster Zeit in den Blickpunkt der 

Forschung gerückt und äußerst selten (WHO, 2011). Dies ist umso mehr der Fall, als die 

Exposition der Kontext von Gewalt gegen Frauen durch soziale Krisen wie 

Naturkatastrophen und Pandemien, die das Risiko von Gewalt und ihren gesundheitlichen 

Folgen erhöhen können, noch komplizierter werden kann (Yehuda et al, 2008). 

Zielsetzung: Ziel dieser Dissertation war es, die Wissenslücken in Bezug auf perinatale 

Gewalt und Gewalterfahrungen während der COVID-19-Pandemie zu schließen. Sie 

bestand aus drei Fachartikeln, zwei davon waren Literaturübersichten und einer war eine 

bevölkerungsbasierte empirische Studie. Die Ziele der Dissertation waren: 1) uni- und 

bidirektionale Prävalenzschätzungen der Partnerschaftsgewalt und damit verbundene 

Faktoren während der perinatalen Periode zu untersuchen (Veröffentlichung I) (Mojahed 

et al, 2021a); 2) ein breiteres Spektrum präpandemischer Kontexte sozialer und 

geographischer Isolation und ihrer Assoziationen mit IPV zu untersuchen und verlässliche 

vorläufige Erkenntnisse über ihre potenziellen Auswirkungen während der COVID-19-

Pandemie zu liefern (Veröffentlichung II) (Mojahed et al, 2021b); 3) die 12-Monats-

Prävalenz von psychischer, physischer und sexueller Partnerschaftsgewalt in einer 

bestehenden Kohorte von Frauen und Männern zu untersuchen und mögliche 

Veränderungen im erlebten Gewaltverhalten während der COVID-19-Pandemie im 

Vergleich zur Zeit vor der Pandemie zu identifizieren (Veröffentlichung III) (Mojahed et al, 

2023); 4) Untersuchung von Faktoren, die eine Viktimisierung durch Partnerschaftsgewalt 

vorhersagen können (Veröffentlichung III). 
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Material und Methoden: In Veröffentlichung I wurde ein qualitativer Literature Review 

erstellt. Der Artikel untersuchte Prävalenzschätzungen von perinataler 

Partnerschaftsgewalt und die damit verbundenen Faktoren. Informationen wie Autor, 

Publikationsjahr, Rekrutierungssetting, Studiendesign, Stichprobengröße, Direktionalität 

der Gewalt, Prävalenzschätzungen und Gewaltformen wurden extrahiert und tabellarisch 

dargestellt. Das integrative ökologische Modell wurde verwendet, um 

Bevölkerungsmerkmale und damit verbundene (geschlechtsspezifische) Faktoren zu 

berücksichtigen, die für die Prävalenz von Partnerschaftsgewalt relevant sind. 

Veröffentlichung II stelle ein Rapid Review dar, der gemäß den Cochrane Richtlinien 

durchgeführt wurde, um der Dringlichkeit der Untersuchung von Partnerschaftsgewalt im 

Zusammenhang mit der COVID-19-Pandemie Rechnung zu tragen. Der Review 

konzentrierte sich auf den Zusammenhang zwischen sozialer und geographischer 

Isolation und Partnerschaftsgewalt. 

In Veröffentlichung III wurden Daten aus der bevölkerungsbasierten Längsschnittstudie 

DREAMCORONA verwendet. Es wurden deskriptive Analysen durchgeführt, um die 

Prävalenz der Viktimisierung durch Partnerschaftsgewalt bei Frauen und Männern zu 

bestimmen und die Veränderungen während der Pandemie zu untersuchen. Pearson-

Korrelationsanalysen und multiple logistische Regressionsanalysen wurden durchgeführt, 

um Zusammenhänge und potenzielle Prädiktoren für IPV zu identifizieren. Die Ergebnisse 

wurden als Odds Ratios mit Konfidenzintervallen dargestellt. 

Ergebnisse: In Veröffentlichung I war psychische Gewalt gegen Frauen während der 

Schwangerschaft am häufigsten. Risikofaktoren wurden auf individueller, familiärer, 

gemeinschaftlicher und gesellschaftlicher Ebene identifiziert, darunter sozioökonomischer 

Status, Substanzkonsum, unzureichende Inanspruchnahme von 

Schwangerschaftsvorsorge, geringes Selbstwertgefühl, ungeplante Schwangerschaft, 

mangelnde Unterstützung sowie bestimmte soziale und ethnische Identitäten. 

In Veröffentlichung II wurde festgestellt, dass ein Mangel an sozialer Unterstützung das 

Risiko erhöht, Opfer von Partnerschaftsgewalt zu werden, und dass die verstärkende 

Wirkung sozialer und geografischer Isolation dieses Risiko noch erhöht. Es zeigte sich 

auch, dass soziale Isolation mit körperlicher und sexueller Gewalt gegen Frauen bei 

Drogenkonsumentinnen korreliert und verschiedene Formen von Gewalt gegen Frauen 

bei Migrantinnen vorhersagt. 
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In Veröffentlichung III wurde festgestellt, dass etwa 50% der Frauen und 40% der Männer 

in den letzten 12 Monaten irgendeine Form von Gewalt in der Partnerschaft erlebt hatten. 

Psychische Gewalt war die am häufigsten berichtete Form. Die Mehrheit der Frauen und 

Männer berichtete von keiner Veränderung der Viktimisierung durch psychische und 

physische Gewalt während der Pandemie. Hingegen berichtete etwa ein Viertel der 

(werdenden) Mütter (27%) und Väter (22-24%) von einer Zunahme psychischer und 

physischer Gewalt in der Partnerschaft. In Bezug auf sexuelle Gewalt berichteten weder 

Mütter noch Väter von Veränderungen während der Pandemie. Eine höhere 

Partnerschaftszufriedenheit verringerte die Wahrscheinlichkeit, Opfer von 

Partnerschaftsgewalt zu werden, während Symptome von Wut und Feindseligkeit diese 

Wahrscheinlichkeit erhöhten. 

Schlussfolgerungen: Angesichts der Belastung durch perinatale Partnerschaftsgewalt 

und der Auswirkungen der COVID-19-Pandemie auf Partnerschaftsgewalt unterstreicht 

diese Dissertation die dringende Notwendigkeit wirksamer präventiver Interventionen. Die 

Ergebnisse weisen darauf hin, wie wichtig es ist, 

Schwangerschaftsvorsorgeuntersuchungen im klinischen Umfeld zu initiieren und 

durchzuführen, da diese Faktoren mit einem geringeren Risiko für perinatale 

Partnerschaftsgewalt assoziiert sind. Ein routinemäßiges Screening auf 

Partnerschaftsgewalt in der Geburtshilfe ist von entscheidender Bedeutung. Des Weiteren 

sollten sich Gesundheitsdienstleister des erhöhten Risikos psychischer Störungen bei 

perinatalen Partnern, die Partnerschaftsgewalt erlebt haben, bewusst sein. 

Da die Erfahrung von Gewalt gegen Frauen während der Pandemie weitgehend 

unverändert geblieben ist, wird dringend empfohlen, den Zugang zu Hilfsangeboten zu 

stärken und zu verbessern. Alternative Unterstützungsmaßnahmen wie Messenger-

Dienste und Telemedizin sollten für Betroffene schwerer Partnerschaftsgewalt, die 

möglicherweise zunehmend isoliert sind, zugänglich und verlässlich sein. Die 

Sensibilisierung für Partnerschaftsgewalt ist für Personen im informellen und formellen 

Sektor sowie für Familienmitglieder und Freunde im unmittelbaren sozialen Netzwerk 

gefährdeter Personen von entscheidender Bedeutung. Die Ergebnisse unterstützen auch 

den Einsatz von Programmen, die auf unerwünschte Interaktionsmuster, insbesondere 

psychische Aggression, abzielen. 

Zukünftige Forschung sollte sich auf die mit Partnerschaftsgewalt assoziierten Faktoren in 

der perinatalen Phase und anderen kritischen Lebensphasen oder sozialen Ereignissen 
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konzentrieren. Für ein umfassendes Verständnis von Partnerschaftsgewalt ist es wichtig, 

ökologische und intersektionale Perspektiven zu berücksichtigen. Darüber hinaus kann 

die Einbeziehung der Perspektive des jeweils anderen Partners in die Forschung zu 

Partnerschaftsgewalt einen wertvollen Kontext für bessere Präventions- und 

Interventionsstrategien liefern.
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