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A b s t r a c t

Introduction: Domestic violence is associated with many negative and potentially long-lasting consequences 
to women’s mental, physical, and sexual health. This study aimed to identify strategies which had been used by 
women who had been victims of domestic violence.
Material and methods: This qualitative content analysis was conducted using semi-structured interviews from  
1 February 2019 to 1 August 2019 in Tehran. Participants were female victims of domestic violence and their health 
care providers recruited from Forensic Medicine centers, clinics, hospitals and Welfare Organizations of Tehran. 
Results: From these twenty-six interviews we extracted five main themes: emotional introjection, pragmatic ac-
tions against violence, sheltering under the supportive umbrella, seeking refuge to avoid violence and remaining 
in the violent environment. 
Conclusions: The experiences of our sample of women and of professionals involved in their care indicated that 
domestic violence was tolerated by some for financial, cultural and social reasons, and this had severe psycholog-
ical impacts on the victims. Others from our sample were enabled to act to change their abusive situations but 
with support from their family or from wider society. The information obtained can potentially be used to inform 
the design of services and interventions for women who are victims of domestic violence. 

Key words: female, sexual health, domestic violence.

Introduction
Violence is a threat to the lives, health, and 

happiness of all people. Everyone has the right 
to live in peace in their homes, but sometimes 
women’s rights to do so are violated due to 
violence (Khatri and Pandey 2013). Prevalence 
of domestic violence among women victims is 
36.2%. 

A World Health Organization (WHO) re-
port highlighted that domestic violence against 
women was the leading cause of death and injury 
to women worldwide and defined it as a factor 
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negatively affecting individuals’ health status 
(Gómez-Fernández et al. 2017). The United 
Nations (UN) describes violence against women 
as a “gender-based violence and a leading cause 
of physical, sexual, or psychological harm or 
suffering to women”. On the other hand, the 
threat of violence, coercion or arbitrary depriva-
tion of liberty, both in public and private life, 
has also been defined as violence against women 
(WHO 2014).

Domestic violence has been defined as tak-
ing one of four types: physical violence, such as 
beating, psychological violence including humili-



Neuropsychiatria i Neuropsychologia 2021 93

Experience and coping strategies of women victims of domestic violence and their professional caregivers: a qualitative study

ation, restriction of liberty, profanity, disregard 
for the feelings and emotions, sexual violence, 
including sexual coercion through intimidation 
and threats in an unwanted time and place, per-
forming painful or harmful acts and economic 
violence, including depriving women of their 
basic needs, causing deprivation of possessions, 
forcing women into an unwanted job, prevent-
ing women from working or threatening such 
acts (Adjah and Agbemafle 2016; Shuib et al. 
2013; Uzun and Uzunboylu 2015).

In 2014 the WHO reported that domes-
tic violence against women occurred in 30% 
(Abramsky et al. 2016). A study by Taherkhani 
et al. conducted in 2010 in Tehran reported that 
the prevalence of psychological, physical, and 
sexual abuse within their sample of 811 wo- 
men was 87%, 25%, and 39%, respectively 
(Vakily et al. 2017). Khangholi et al. (2019) 
reported that almost one-third of 150 Iranian 
women interviewed in 2019 were subject to their 
sexual partner’s violence during their lifetime 
and domestic violence occurred among 21.45% 
of couples.

Violence is seen as a serious barrier to women’s 
advancement (Shuib et al. 2013). Two studies 
have found that women subjected to violence 
are 4-6 times more likely to be depressed than 
those who are not (Al‐Natour et al. 2016). Fur-
thermore, the risk of mental illnesses such as 
eating disorders, anxiety, post-traumatic stress 
syndrome, and suicide is higher in these women 
(Adjah and Agbemafle 2016; Bradbury‐Jones 
et al. 2017). However, cultural and legal norms 
strongly influence the ability of women to leave 
these environments. Violence against women 
is perceived as justified in some cultures, such 
as Iran, for reasons such as failure to perform 
housework, being unfaithful to their husband 
or because their clothing or behavior displeases 
their husband. In many cases, women do not ask 
for help due to shame, fear, denial, lack of social 
and legal protection and self-reproach (Garrusi 
et al. 2008; Sadeghi-Fasaee 2010).

Various coping strategies are adapted by dif-
ferent individuals confronted with negative af-
fective states and associated life problems due to 
domestic violence (Itimi et al. 2014). Previous au-
thors have identified that victims of violence use 
specific methods to cope with their situation with 
mixed success in reducing the violent behavior 
or the resulting psychological impact (Carvalho 
et al. 2019; Itimi et al. 2014; Khangholi et al. 
2019). Coping has been described as a dynamic 
process that involves constantly changing cog-
nitive and behavioral efforts, and is managed 

by internal and external needs that are beyond 
one’s resources (Taherkhani et al. 2016). Given 
the influence of cultural and contextual factors, 
examining coping strategies in women subjected 
to domestic violence has the potential to extend 
the current knowledge on the way that abused 
women cope with domestic violence. Therefore, 
the reason for the prevalence of violence in Iran 
(27-83%) can be seen as directly linked to the 
patriarchy culture and women’s control in some 
cities (Amini et al. 2014) and its harmful effects 
on the quality of life of women and their children 
(Noorisanchooli et al. 2018). This study aimed to 
build on existing evidence for effective strategies 
to counter domestic violence through exploring 
the experience of victims and the views of those 
who have been intimately involved in their care 
and treatment.

Material and methods
This study is part of a multi-stage study which 

uses qualitative study and a systematic literature 
review to develop a care plan for women under 
intimate partner violence. We used qualitative 
interviews to explore the personal experience 
of participants. This method was chosen by 
the authors as a suitable means by which to 
understand hidden feelings and meanings in the 
experiences of human life (Pouraboli et al. 2014).

Study sites

Participants were recruited from 3 hospitals 
in different geographical settings throughout 
Tehran, 4 clinics based in hospitals in Tehran, 
one of which provided psychological support 
to victims of violence and the other three only 
screened and referred, two forensic medicine 
centers that only conducted forensic examina-
tions and two welfare centers, one for social 
emergency services and a safe house, and the 
other for a welfare-affiliated charity.

Our inclusion criteria for service users were: 
women who were under the care of professionals 
at one of the study sites, who were identified 
by a psychiatrist clinical psychologist, nurse, 
midwife or other professionals as having been 
victims of domestic violence at the hands of 
their partner or spouse, were able to speak and 
read Persian and had capacity to consent to 
participate.

The inclusion criteria for professionals was 
having experience in identifying, treating 
and caring for women who were victims of 
domestic violence. This included doctors, 
nurses, midwives, family health experts, and 



94 Neuropsychiatria i Neuropsychologia 2021

Elaheh Asadi-Bidmeshki, Jamileh Mohtashami, Meimanat Hosseini, Seyyed Mehdi Saberi, Fiona Nolan

psychologists. Participants needed to be em-
ployed and involved in caring for the service 
user participants in Tehran Forensic Medicine 
Center, Welfare or one of the hospitals or 
clinics at the time of recruitment.

We used a convenience sampling method 
and the referrers selected potential partici-
pants based on whether they felt they could 
speak at ease and eloquently about their expe-
riences, thereby providing rich and expansive 
data sources from which to extract our themes.  
The data collection instrument consisted of 
deep and semi-structured interviews through 
open-ended questions, such as Describe one  
of your domestic violence experiences or What do you 
do when you are abused? (asked of women victims 
of domestic violence) and Describe the experience  
of caring for a women under domestic violence (asked 
of professional caregivers). The interview ques-
tions were made by research team members 
and the first interview was considered as pilot.

The women victims of domestic violence in 
this research were selected based on the intro-
duction of the representative of the head of the 
center of mentioned centers considering the 
inclusion criteria. The sampling continued until 
data saturation. The saturation involved repeti-
tion and confirmation of the previously collected 
data. In other words, repetition of previous 
information or repetition of themes suggests 
adequacy of sample size (Polit and Beck 2012).

In this research, participants were first autho-
rized by the representative of the head of the 
center to refer to the researcher if they wished to 
participate in the study. After obtaining permis-
sion, the contact information was provided to 
the researcher. Then the interviewer (the first 
author) invited participants for an interview. 
The aim of the study was explained and then 
the interviews were conducted in a quiet and 
peaceful environment selected by the participant 
and agreed with the researcher. The duration 
of interviews ranged from 25 to 45 minutes. 
All interviews were electronically recorded,  
and transcribed. Coding of the data was  
conducted by two researchers (EAB, JM) con-
currently with data collection, to facilitate 
decisions around saturation. The analysis was 
carried out according to the five stages pro-
posed by Graneheim and Lundman (2004), 
which are 1. Recording the interview and 
transcribing immediately, 2. Reading the en-
tire text of the interview to achieve a general 
understanding of its content, 3. Determining 
the meaning of units and preliminary codes,  
4. Classifying similar preliminary codes in more 

comprehensive classes and 5. Determining the 
hidden content in the data.

A conventional content analysis method was 
used. To interpret the direction and rigor of 
data, four criteria – validity, reliability, confirm-
ability, and transferability – were used (Lincoln 
and Guba 1986). To ensure the validity, after 
analyzing each interview, the text of interviews 
was referred again to the participants, where the 
accuracy of the points was confirmed and the 
necessary modifications were made. In order to 
interpret the confirmability, the researchers tried 
not to introduce their presumptions into the 
data collection and analysis as much as possible.  
The analysis and coding were discussed within 
the wider study team comprising five profes-
sionals and a range of expertise.

Ethical considerations

The study was approved by the ethics com-
mittee of the Faculty of Nursing and Midwifery 
of Shahid Beheshti University of Medical Sci-
ences (IR.SBMU.PHNM.1396.1006). In ac-
cordance with the approved processes the study 
team provided information to the forensic medi-
cal centers, clinics, hospitals, and the welfare 
organization of Tehran and after obtaining ap-
proval for the study to be conducted there, from 
the head of the mentioned centers, information 
about the study was provided verbally by the 
study researchers in a face-to-face meeting with 
each potential participant, and written consent 
was obtained prior to interviews. Participants 
were allocated study numbers and the list linking 
their names with these numbers was accessible 
only to the first author. Participants were assured 
that their data were confidential and that they 
could withdraw from the study at any point.

Findings

Fifteen service users and sixteen profession-
als across eleven study sites were approached 
to participate. Of these, twelve and fourteen 
respectively agreed. Personal characteristics are 
presented in Tables 1 and 2. Three of the service 
users refused due to fear of their husbands and 
two staff did not participate because they were 
so busy and did not have time. All participants 
were female in both groups. The reason that 
professionals were female was because services 
provided to women in Iran are required to be 
provided by female professionals only. Data 
analysis produced 5 main themes and 49 themes 
across both groups: emotional introjection (due 
to spouse’s violence), pragmatic actions against 
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violence, sheltering under the protective um-
brella, seeking refuge for avoiding violence and 
remaining in the violent environment (Table 3).

Emotional introjection (due to spouse’s 
violence)

Following the repetition and intensification 
of violence, some of the feelings and reactions 
were triggered in the victim and were usually 
emotional introjection by the individual. Themes 
of this main theme included wishing to die, feel-
ing hopelessness in the marriage, running out 
of patience, desperation, vulnerability, violence-
induced mental disorder, loss of maternal feeling, 
and closeness to God.

In relation to ‘running out of patience’ Pro-
fessional 14: When I talk to women referring here, 
they often say that they are now in the end stages of 
their married life, are tired, and are getting help from 
the governmental organization to help them avoid 
domestic violence.

Professional 7 said about violence-related 
mental disorder: 

In fact, one cannot say that the injuries to the 
female clients are definitely only physical because they 
have been suffering from these injuries for many years. 
Many years have passed, and the violence has made 
its mental impacts; they now refer to us suffering from 
a physical event or injury; but their mental dimension 
is definitely affected.

Pragmatic actions against violence

Some participants described taking action to 
prevent future violence. Sub-themes which we 
identified here include asking for help, finan-
cial independence, protective behaviors, spouse 
conviction, legal prosecution process, and secur-

ing the environment. These are exemplified by 
Participant 6:

I filed a complaint and came to the Department 
of Forensic Medicine to frighten him and make him 
never beat me anymore. I want him to stop beating me. 

Participant 11:
When my husband beat me, I would just sit in a cor-

ner, cover my head with my hands, and say nothing.

Remaining in the violent environment

The experiences of participants and professional 
caregivers in the study indicated that certain per-
sonal or social conditions or barriers lead the vic-
tims not to disclose violence or tolerate it and that 
the victim of violence cannot therefore leave the 
violent environment that include doubt, trying to 
preserve life/remaining hopeful, misplaced trust 
in the perpetrator, lack of exhibiting response to 
violence, individual barriers to divorce/leaving 
a violent relationship, legal barriers to pursuing 
a complaint, barriers to expressing and reporting 
violence (reluctance to disclose violence), and 
financial barriers to following up care.

Participant 1 said about legal barriers to pur-
suing a complaint:

After years of harassing me in different ways, 
I finally went to the sheriff’s office, filed a complaint, 
went to the court, and said to the judge: My husband 
brings home some women, shows violence to me, ha-
rasses me..., but nothing special happened, meaning 
no punishment or retribution was considered for him 
because they said you must present evidence, such as 
evidence of addiction, or admissible evidence suggesting 
his relationship with other women.

When they are asked about the violence, they first 
deny it because many of them have respectable families, 
and fear that their husbands would threaten their 
families, and cause injury to their families; for this 
reason, they deny it as much as possible.

Sheltering under the supportive umbrellas

Experiences of participants and professionals 
indicated that some care and supportive mea-

Table 1. Characteristics of service users (n = 12)

Parameter

Mean age (years) 35.6 ±9.5

Level of education

Academic education 4

Diploma 6

Undergraduate 2

Marital status

Married 7

Divorced 3

Separated 2

Employment outside the home 

No 8

Yes 4

Table 2. Characteristics of professionals (n = 14)

Parameter

Mean age (years) 39.7 ±8.4

Mean years of work 14.5 ±8.2

Level of education

Bachelor 6

Master’s degree 3

PhD 3

Professional PhD 2
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sures, such as screening, played a significant 
role in identifying, providing appropriate care 
and guidance, and helping to make effective 
decisions. Comprehensive care (physical, psy-
chological, social) for women victims of violence, 
and the treatment of their spouses at the same 
time, is an important issue and the treatment of 
perpetrators of violence has often been neglected. 
The intersectoral collaboration between govern-
ment organizations and the need to coordinate 
these organizations, the important role of non-
governmental organizations (NGOs) and private 
organizations and the role of philanthropists 
and charities, having a strong support system, 
education, both individual and public, the emo-
tional and financial support of the family were 
also an important pillar of support and played 
an important role in helping women victims of 
violence to leave the violent environment. 

Professional 1 said on initial assessment as 
follows:

We write down all the bruises in our assessment 
sheet the very first time a woman enters the ward, 
we call and tell the doctor if there is something that 
needs treatment, for example, there is blood in her 
hair, we ask: what’s wrong? She says, for example: 
My husband pushes me.

Professional 4 said about the treatment of 
a violence perpetrator:

If their spouse suffers from a psychological problem, 
we persuade him, if necessary, to come and take drugs 
under the supervision of the doctor.

Seeking refuge to avoid violence 

Participants shared their expectations of the 
judiciary and the health care system to approach 
violence, which in turn determines the care needs 
of victims. Subthemes included the expectation 
of the role of a judicial system, the expected 
health care, the need for communication with 
others, and the support needed.

Participant 7 described her expectations from 
the judiciary as follows: I expect to really take 
care of our women’s rights. Look, I’ve been out of my 
husband’s house for 4 or 3 months now. But there is 
no law that allows me to be divorced.

Table 4 shows how a main theme forms from 
the meaning units and initial codes.

Discussion
The experiences of women victims of domestic 

violence and their professional caregivers that 
indicated women’s strategies for dealing with 
domestic violence were in two forms: emotional 
introjection (due to spouse’ violence) or prag-

Table 3. Themes

Main themes (5) Themes (49) 

Emotional intro-
jection (due to 
spouse’ violence)

•	 wishing to die
•	 frustration of married life
•	 run out of patience
•	 desperation
•	 vulnerability
•	 violence-induced mental disorder
•	 loss of maternal feeling
•	 closeness to God

Pragmatic 
actions against 
violence

•	 asking for help
•	 financial independence
•	 protective behaviors
•	 spouse conviction
•	 legal prosecution process
•	 securing the environment

Sheltering under 
supportive um-
brellas 
 

•	 attempts for initial assessment  
of women

•	 paving the way for legal support
•	 psychiatric care
•	 confirmation of violence
•	 drug therapy,
•	 treatment of violence perpetrators
•	 counseling, referral
•	 charitable services
•	 screening
•	 providing security
•	 intersectoral collaboration
•	 self-care education
•	 public education
•	 awareness raising
•	 disclosure of violence following 

effective communications with 
caregivers

•	 emergency social measures
•	 empowerment, entrepreneurship/

employment
•	 the role of philanthropists
•	 the process of being admitted to 

safe homes,
•	 safe home services
•	 family/relative support 
•	 welfare centers’ support
•	 financial support

Seeking refuge to 
avoid violence 

•	 expectation from the judicial 
system

•	 expected health care
•	 need to communicate
•	 required support

Remaining in the 
violent environ-
ment

•	 staying due to having doubt
•	 trying to preserve life/remaining 

hopeful
•	 misplaced trust in the perpetrators
•	 lack of response to violence
•	 individual barriers to divorce/le-

aving a violent relationship
•	 legal barriers to pursuing com-

plaints
•	 barriers to expressing and 

reporting violence (reluctance to 
disclose the violence)

•	 financial barriers to following up 
care
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matic actions against violence. The type and 
severity of these reactions varied in the women, 
with some not reacting, remaining in the violent 
environment, and others trying to avoid the vio-
lence and finding refuge with others and raising 
their expectations for an approach to violence.

While confronting different dimensions of 
violence and responding to domestic violence, 
some women had emotional introjection due to 
spouse’s violence, in that some were frustrated 
with their married life due to the severity of 
the violence and experienced some degree of 
psychological disorders caused by the violence. 
Running out of patience, feeling of despair, and 
vulnerability were so severe that some women 
wished to die. Previous studies have referred to 
violence-related consequences including sub-
stance abuse, depression, post-traumatic stress 
and other anxiety and somatoform disorders 
(Kalra et al. 2017), low self-esteem, suicidal 
ideation and suicide (Chepuka et al. 2014), and 
poor quality of life in women victims of domestic 
violence. Continued violence and lack of social 
support contribute to psychological disorders 
(Beeble et al. 2009). Also, the maternal feeling 
was hurt in some women victims of domestic 
violence due to feelings of despair, helplessness, 
and confusion, and some of them noted that 
they had been forced to award the custody of 
their children to welfare organizations or other 
relatives in spite of their inner desires and were 
consequently very worried. In some cases, some 
women found comfort in religion. This echoes 
the findings from one study in Iran which indi-
cated that women victims of domestic violence 

had a stronger religious attitude and higher 
flexibility (Dehghani-Firoozabadi et al. 2017).

Some women, however, resorted to pragmatic 
actions. Some sought assistance from responsible 
organizations and institutions, such as a social 
emergency or forensic medicine. To achieve 
financial independence and exit the violent en-
vironment, some women saved money or found 
employment. Some adopted protective behav-
iors such as leaving home, shouting, informing 
neighbors, protecting their heads and neck. In 
Pallitto et al.’s study, these behaviors included 
protecting children from violence, developing 
safety strategies, and accessing social resources 
for social support (Pallitto et al. 2016).

Some women tolerated their situation due 
to hesitation to leave the violent environment 
and trying to save lives at any cost. In most 
cases, they trusted the perpetrator. Some reacted 
passively and remained silent, an issue that has 
been addressed in other studies. Women have 
largely adapted to domestic violence and many 
have suffered in silence (Krishnan et al. 2012). 
However, the factors that played an important 
role in making these women tolerate the violent 
environment included the individual, financial, 
or social barriers to leaving the violent relation-
ship. Barriers such as maintaining dignity, hav-
ing children, fear, lack of support in family and 
society, lack of financial independence, cultural, 
social, and economic consequences of divorce 
made a person unable to leave the violent rela-
tionship or unwilling to disclose the violence. 
Other studies have also pointed to the barriers 
to leaving a violent relationship. Women cannot 

Table 4. An example extraction of codes, themes, and main themes from meaning units

Example of meaning units Example of codes Themes Main themes

Participant 6: I told my husband 
I would forgive my marriage 
portion but you don’t bother me 
so much.

Professional 4: I had a client 
whose husband had told her 
to go out of his house because 
I couldn’t buy a new house for 
my second wife so it would be 
better for me to divorce you and 
bring her in. That woman had 
told me that she had no problem 
and she can come and live with 
us, that is, it shows an absolute 
mental collapse of this woman 
who is ready not to lose this life 
in complete humiliation and 
helplessness and for that lady to 
enter her home.

Offer to reduce the dowry 
to stop harassment 

Woman agrees to live with 
second wife in one place

Trying to preserve life/
remaining hope

Remaining in a violent 
environment
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always leave their violent partners with ease of 
mind (Pallitto et al. 2016). Despite the difficult 
circumstances and difficulties in marital life, 
women suffering domestic violence remained in 
those situations and endured those difficulties 
to avoid the consequences of divorce (social, 
psychological, legal, financial) (Noorisanchooli 
et al. 2018). It seems that despite the possibil-
ity of leaving a violent relationship, women 
are being held captive in a violent situation by 
the fear of experiencing more violence against 
themselves and their children, lack of financial 
resources, lack of family support, and lack of 
legal and social assistance (Crombie et al. 2017; 
Golu 2014). Concerns for children and the hope 
that the spouse will change his behavior are com-
mon reasons for staying in a violent relationship 
(Dicola and Spaar 2016). 

In some cases, legal barriers, such as a com-
plicated and long legal process in courts, the 
time-consuming and ineffective legal process, 
and absence of sufficient evidence to prove the 
infidelity or addiction of the spouse forced the 
person to remain in a violent environment. Most 
governments have considered domestic violence 
against women as a minor social misunderstand-
ing, a private matter, and have not recognized 
it as a crime (Semahegn et al. 2017).

Some women sought supportive umbrellas 
and wanted to protect themselves or to avoid 
violence by receiving supports from family or 
responsible organizations. Support services pro-
vided by professional caregivers included initial 
assessment and approval of violence and drug 
therapy. McFarlane et al. (2006) stated that when 
nurses assess women for spousal abuse and the 
abused women decide to disclose violence, the 
violence is confirmed, her experience validated, 
and the search for assistance becomes legitimate. 
To lay the groundwork for legal support was 
another step taken by professional caregivers and 
includes recording of symptoms, the preparation 
of evidence, and attaching them to the patient’s 
case to prepare the ground for legal pursuit. As 
noted in Kalra’s study, care providers can play 
an important role in collecting and documenting 
the evidence needed to identify and take legal 
action against perpetrators of violence (Kalra  
et al. 2017). Another support aspect provided 
by care providers was mental health care, which 
included counseling and referral to a psychiatrist 
or psychologist, drug therapy and hospitaliza-
tion if necessary. In this regard, resistance of 
abused women, or intimate partner violence 
(IPV) perpetrators or their family, was a barrier 
to care, and follow-up of treatment was not 

possible without the consent of the individual 
or her family. In a psychological intervention 
study involving a variety of cognitive-behavioral 
psychotherapy methods, they led to clinical im-
provement of mental health outcomes compared 
to standard supportive care (Ferrari et al. 2018). 
Treatment of the violence perpetrator was an 
important measure suggested by caregivers to 
the perpetrator since women victims of violence 
reported that their spouse had been suffering 
from unreasonable suspicion, uncontrolled an-
ger, or drug abuse. However, in most cases, the 
perpetrator did not accept treatment or refused 
to continue it. Studies have revealed that com-
bined treatments that simultaneously resolve 
problems caused by drug abuse and violence 
have the lowest recurrence rates (Stover et al. 
2009). Some support services were provided by 
organizations such as welfare centers, charities, 
and NGOs that ensured good support but were 
insufficient due to lack of financial and human 
resources, as well as insufficient information on 
these services. These support services included 
entrepreneurship/employment, charity and se-
cure home services. In a randomized controlled 
trial of women victims of violence who resided 
in shelters in Michigan and participated in  
a 10-week support program, those who received 
support were less likely to be victims of violence 
in the next two years than the control group 
(McCloskey et al. 2006). Empowerment was 
provided also, included counseling and training 
on self-protection, finding a job and life skills 
training. Harvey et al. (2018) noted that empow-
ering women and promoting gender equality is 
one of the 17 Sustainable Development Goals 
(SDGs) set out in the 2030 Agenda for Sustain-
able Development, adopted by all UN member 
states in 2015 (Harvey et al. 2018) and reduces 
the prevalence of IPV and improves women’s 
health status (Bott et al. 2005; García-Moreno 
et al. 2015; Tiwari et al. 2005). Furthermore, 
the financial support provided mostly through 
the welfare organization and sometimes in the 
form of home loan prepayment to meet the initial 
needs was not sufficient due to limited resources. 
The results of a study showed that absence of 
a sponsor was associated with an increased risk 
of IPV and repeated cases of violence during 
pregnancy (Sigalla et al. 2013). In some cases, 
simply informing IPV victims about available 
resources and services can be considered as an 
intervention. Some women participating in the 
study by Alvarez et al. (2016) stated that if no-
body had told them about social services, they 
would never have been informed and perhaps 
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never left the violent relationship. The WHO 
recommends legal reforms and media campaigns 
to raise awareness of IPV. School-based educa-
tion programs on domestic violence have shown 
a reduction of gender-based violence. It has 
been shown that early intervention services in 
at-risk families reduce child maltreatment and 
may reduce subsequent violent behaviors in life 
(Dicola and Spaar 2016).

However, women deprived of family support 
were forced to stay in the violent environment 
and tolerate violence due to lack of support. 
Sigalla et al. (2013) said that talking to a family 
member at least once a month contributed to 
a reduction in incidence and recurrence of IPV 
during pregnancy.

Women victims of domestic violence had some 
expectations for avoiding violence, including 
expectations from the judiciary, health care, sup-
port, and communication. Kalra et al. (2017) 
also stated that effective responses include listen-
ing empathetically, validating victims’ feelings, 
knowing when and how to ask about violence, 
discussing victims’ violence and readiness to 
change, psychological support, encouraging safe 
behaviors for victims of intimate partner violence, 
and identifying and reporting violence with full 
documentation as well as the referral of victims 
to existing specialized organizations (Kalra et al. 
2017). Supportive interventions (i.e., information 
and support to combat violence and access to 
services needed) can improve women’s quality 
of life, safety measures, social support and access 
to services, and lead to a reduction in violence, 
especially among those who disclose violence or 
seek help from shelters (Jack et al. 2012).

A limitation would be that the study is a small 
qualitative evaluation, and therefore limited in 
ability to generalize. Therefore we recommend 
that larger scale research should be conducted 
within this group in order to explore the is-
sues raised across a wider population of victims, 
their families, perpetrators, policy makers and 
professionals.

Conclusions

Overall, the experiences of abused women 
and their professional caregivers indicated that 
some women, despite the severity of the violence 
for various reasons (financial, cultural, social), 
endured the violence and remained in the at-
mosphere of violence and showed emotional 
introjection. And others, in seeking refuge to 
avoid violence and support of the family or com-
munity, take action to prevent domestic violence. 

It is recommended that relevant organizations 
and institutions establish and strengthen support 
resources through inter-sectorial collaboration 
and coordination and raise public awareness of 
these resources through proper information to 
community members, especially abused women. 
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