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Background. Domestic violence comes in various forms, such as psychological, verbal, sexual, etc., and during pregnancy 
it has many complications, including maternal and foetal.
Objectives. This study aimed to investigate a variety of interventions performed concerning domestic violence and its dimensions in 
pregnant women in a systematic review.
Material and methods. The databases of Scopus, PubMed, SID and Web of Science were searched for the observational and interven-
tional studies published in Persian and English examining interventions in domestic violence cases in pregnant women. The used key-
words were “Domestic violence, Intervention, Pregnancy and other areas of violence”. Unrelated and common cases were eliminated 
from 6,056 retrieved studies, and finally, the remaining articles consisted of 1, 6 and 11 articles concerning emotional, psychological 
and social interventions, respectively, along with 7 review articles.
Results. Studies have shown that most interventions are related to the emotional, psychological and social domains. The principles of 
interpersonal psychotherapy and rehabilitation counselling were emphasised in the psychological domain. In the social domain, most 
of the reviewed interventions indicated that researchers’ efforts and the type of interventions were mostly based on social support, 
which is based on the structure and framework ranging from one’s family level to society. Social applications of increasing women’s 
health and safety were introduced through increasing effective interaction with healthcare providers, increasing the adoption of safety 
behaviours and improving providers’ ability to detect domestic violence.
Conclusions. According to the reviewed studies, an integrated care system should be used that can encompass all effective factors in 
preventive interventions and continuous and effective care.
Key words: domestic violence, pregnancy, women.
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Background

Domestic violence (DV) is the most prevalent form of vio-
lence against women. Violence committed by a couple against 
each other or their child is called DV. DV is a behavioural pat-
tern imposed on an intimate person through the use of fear, 
threats and annoying behaviour to apply power and control in 
three possible forms: psychological, sexual, physical, and con-
trolling behaviours by the spouse and or other associates [1]. 
The World Health Organization (WHO) indicates that 16–52% 
of women experience violence by their partners, with 28% and 
18–67% of women in developed and developing countries, re-
spectively, reporting physical abuse at least once. According to 
global statistics, about 90% of DV victims are women, and the 
other 10% are men [2]. The issue of violence against women 
(VAW) is extensive in all countries worldwide, but exactly ac-
curate statistics are not available due to lack of reporting, non-
registration or underestimation. Women themselves are also in-
volved in this statistical problem because they sometimes suffer 
from such a problem for years but do not dare to talk about it 

with anyone; hence, the real rate of violence seems to be higher 
than the reported figures [3].

the most prevalent forms of violence against women are 
verbal and psychological abuse. Sexual, economic and physical 
abuses were reported in subsequent order, respectively. The 
most common forms of verbal-psychological abuse in families are 
the assignment of children affairs to the wife (52%), strong reac-
tion during opposition (40%), decision-making without consulta-
tion (34%), humiliation that ridicules or humiliates someone or 
behaviours making a person feel helpless, entrapped or in danger.

Sexual abuse has often occurred through the expectation 
from women to satisfy men at any time (53%), the excessive 
libido of men (44%) and abandonment of the wife after a man’s 
satisfaction (26%). Physical abuse was reported in the form of 
pushing/throwing (6%), kicking/punching (5%) and twisting the 
arm/pulling hair (5%). The most common cases of economic 
abuse in families were the prevention of women by men from 
participating in economic decision-making (25%), achieving fi-
nancial independence (19%) and spending family income on 
others. Other aspects of violence include emotional, social or 
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religious violence [4]. Nonetheless, the unpaid participation of 
women in the production of home and health services and care 
for children and the elderly, among others, are also included in 
these forms of violence in the WHO report [5]. Various factors 
such as poverty, addiction, psychiatric disorders, female gender 
and alcohol and drug addiction have been found to be effec-
tive in the occurrence of DV. All forms of verbal, physical and fi-
nancial violence are associated with the economic status of the 
family, being more common among the labour class with lower 
economic conditions. Other factors affecting the occurrence of 
DV include low education, rented house and living with an un-
employed and alcohol-addicted spouse [6].

Although all women are at risk, some groups are at higher 
risk, including adolescents, women with low socio-economic 
status and pregnant women. According to the WHO report, 
more than 45% of pregnant women reported a history of DV, 
and misbehaviour continues during pregnancy in most of such 
women. Pregnancy and the subsequent transition to the pa-
rental role can disturb the balance and peace of a couple and 
change the previous communication pattern [7].

Pregnancy alone imposes a lot of psychophysical stresses on 
a person, and consequently, its association with other stressors 
(e.g. violence) can adversely influence the foetus and mother; 
these complications can increase maternal and neonatal mor-
tality and morbidity. Research has shown that abused women 
are 3.3 times more inclined to depression than other women 
[8]. Except for preeclampsia, the prevalence of DV is higher than 
that of all major medical conditions diagnosed through routine 
prenatal screening. Although DV includes a wide range of so-
cial problems of mothers and their children, many DV-exposed 
women are not identified by care systems. However, the contra-
dictions in the statistics can be caused by differences in the defi-
nition and mothers’ perceptions of violence, the employed tools 
and differences in the socio-cultural environment [9]. Therefore, 
the experience of violence and annoyance in pregnant women 
and the implementation of preventive programmes deserve 
serious and promising attention, and this important issue has 
unfortunately been concealed from the view of some societies. 
this has been declared by the Who as a health priority, and 
all countries worldwide are requested to design and implement 
programmes to identify and address this problem [10].

VAW and its prevention methods have so far been exam-
ined in various interventions, some of which suggest that the 
use of psychoanalytic training for men and women are signifi-
cantly effective in reducing the rate of violence against women. 
Legal and supportive educational strategies, such as family em-
powerment to increase coping skills with a spouse’s violence, 
have been reported to be helpful. Reinforcement of premari-
tal education and reconsideration of laws include approaches 
to prevent physical VAW. Improvement of public awareness 
and education when encountering the challenges of this tran-
sition has also been considered to be effective to reduce this 
phenomenon [11]. To prevent and solve this problem, studies 
have shown that women’s attitudes toward VAW need a radi-
cal change, as well as an increase in the level of self-efficacy 
and empowerment in women. It is also suggested to provide 
women and health centre staff with the necessary education on 
the spousal abuse for empowerment of women and in screen-
ing this problem. The results of this study and similar studies 
indicate that providing solutions to reduce the phenomenon of 
VAW requires extensive in-depth analyses and research [12]. 
therefore, the present study reviews the studies conducted on 
various interventions to reduce DV.

Material and methods

Inclusion criteria, data sources and search strategy

To achieve various interventions on DV during pregnancy, all 
conducted research, including observational and interventional 

studies (cohort, case-control, reviews and cross-sectional) and 
the databases of scopus, Pubmed, sid and Web of science were 
searched using the following keywords:

• Domestic violence (Family violence);
• Intervention (Method, Study, Methodology, Proce-

dure, Techniques);
• Pregnancy (Gestation);
• Psychological violence (Psychological resilience, Psy-

chological theory, Phenomena Psychological, Psy-
chological model, mental model, Psychological ad-
aptation, Coping Behaviour, Coping Skill, Adaptive 
behaviour, Psychological technique, Psychotherapy, 
Cognitive Behavioural Therapies);

• Sexual violence (Sexual Dysfunction, Sexual Disorders, 
Sexual Arousal Dysfunction, Sexual Arousal Disorders, 
Sexual Aversion Dysfunction, Sexual Aversion Disor-
ders, Abstinence Sexual, Sexual Health);

• Verbal violence;
• Emotional violence (affective);
• Social violence;
• Physical violence;
• Economical violence.
in this review study, the individual domains of economic, 

verbal, emotional, psychological, social, sexual and physical 
forms of violence studied previously were first searched by 
combining the relevant keywords in each of the databases, 
respectively. In a preliminary review, the titles and summaries 
obtained from 6,056 studies were reviewed by the researcher 
to match the areas related to the study with the following con-
ditions: 1) all intervention studies that examined the types of 
interventions concerning DV in pregnant women, and 2) articles 
published in English and Persian with available full texts, regard-
less of the status and year of publication. Finally, 25 out of 143 
reviewed articles remained in this review study after eliminating 
unrelated and duplicate articles, as well as those with only avail-
able abstracts (Figure 1). The full texts of the obtained articles 
were used to extract the required information in a table consist-
ing of the authors, year of publication, place of implementation, 
type of study, sample size and research results.

Figure 1. PRISMA (Preferred Reporting Items for Systematic Reviews 
and Meta-Analyses) flow

 

Recording number of 
identified papers in initial 

search, n = 6056 

Number of papers after filtering 
n = 5713 

Number of related papers 
n = 143 

Number of papers 
included in the study 

 n = 25 

Number of 
unrelated 
papers,  
n = 5570 

Number of 
duplicate 
studies  

n = 168 
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Screening strategy and quality appraisal

the quality of studies was evaluated based on the Newcastle 
Ottawa Statement (NOS) checklist [13], examining the following 
items in the studies (cohort, case-control and cross-sectional).

accordingly, the quality of studies was divided into good, 
medium and poor.

• Good quality: three or four stars in the selection, one 
or two stars in the comparison and two or three stars 
in the consequence sections.

• medium quality: two stars in the selection, one or two 
stars in the comparison and two or three stars in the 
consequence sections.

• Poor quality: zero or one star in the selection, zero 
in the comparison and zero or one star in the conse-
quence sections.

Ethical approval 

This research was approved by the Ethics Committee of the 
Hamadan University of Medical Sciences under code IR.UMSHA.
REC.1398.854. 

Results

studies on violence against pregnant women were searched 
and categorised in 7 domains of emotional, economic, physical, 
psychological, verbal, social and sexual violence based on the 
interventions. However, several domains were common in many 
studies, which were categorised in 1 domain and excluded from 
another depending on the type of intervention. After excluding 
unrelated and shared items, the final remaining articles consist-
ed of those on emotional intervention (1 article), psychological 
intervention (6 articles), social interventions (11 articles) and 
review articles (7 articles). The interventions conducted in the 
reviewed articles are briefly described below. 

in this study, diL (daughter-in-law) and miL (mother-in-law) 
met with an experienced counsellor at the clinic for 1 h. If nec-
essary, appointments were made during non-clinical hours, and 
the mothers’ health and mental health were evaluated during 
pregnancy. They were advised to contact the project manager in 
the event of any threat to their safety or health due to their par-
ticipation or for other reasons. According to the results, young 
women who were victims of DV could use the experiences of 
their MILs as a facilitator in debates and disputes [14] (Table 1).

The review of the interventions revealed 6 interventions in 
psychology that provided education mostly based on psycholog-
ical-behavioural theories.

In the first intervention, sessions were presented simultane-
ously with prenatal care according to the risks that threatened 
the participant (DV, depression, etc.). At each session on preg-
nancy, assignments were prepared to reinforce the women’s 
intervention, and a counsellor was assigned to each clinic to 
counsel the spouses of the participating women. The effect of 
the intervention was evaluated through telephone interviews, 
assessment of biomarkers and medical records. Telephone in-
terviews were done in the second and third trimesters and after 
delivery. A social worker directly assisted mothers to access the 
resources required by society, and the research focused on the 
empowerment of women to access resources rather than rely-
ing on a social worker [15].

The second intervention used the principles of interper-
sonal psychotherapy (iPt), with an emphasis on strengthening 
support and social support for women undergoing DV. The IPT-
based intervention consisted of four 60-min sessions four weeks 
before delivery, followed by a 60-min “as a booster” session two 
weeks after delivery. This intervention aimed to improve impor-
tant interpersonal relationships, change expectations about 
them, help build or improve their social support networks and 
dominate their role in the transition to the maternal role [16].

In this category, another intervention employed a rehabili-
tation counselling model, during which the assaulted women 
can purify their emotions during educational sessions and use 
strategies, such as stress management and problem-solving 
techniques, to improve and support their psychological health. 
Due to the specific psychological conditions that are experi-
enced in DV, this strategy will play a substantial role in moderat-
ing the situation. Another item used in this model was support-
ive counselling, in which one of the main points of intervention 
was empathetic and non-judgmental listening, the same as the 
previous intervention mentioned above [17].

CTS engagement tactics were used in the fourth interven-
tion, in which the frequency of high-risk behaviours of one’s 
partner during the past year was measured using the main Cts 
scale. An intervention based on the women’s empowerment 
protocol, including safety counselling, selection and problem-
solving methods, was then designed to strengthen the indepen-
dence and control of abused women. A component of empathy 
was added to the empowerment protocol that emphasised the 
acceptance and perception of women’s feelings and helped 
them to positively evaluate themselves and their feelings [18].

The fifth clinical trial study with a target group of married 
men investigated the effect of an intervention called CHARM, 
which was based on a theoretical framework including Social 
Cognition Theory (SCT) and Theory of Gender and Power (TGP). 
three counselling sessions on gender, culture and family plan-

Table 1. Studies on emotional interventions

Author Year Title Type of article Sample size Interventions and results

suneeta krishnan 
et al. [14]

2012 Minimising risks 
and monitoring 
safety of an 
antenatal care 
intervention to 
mitigate domestic 
violence among 
young indian 
women: the dil 
mil trial

randomised Clini-
cal trial

bengaluru, india
adult (18–30 year 
old) married, preg-
nant women (diLs)
with a history of 
DV and their MILs.
n: 30

• An educational programme 
was implemented based on 
the principles of participatory 
learning and practice, in which 
role-playing and discussions 
were held separately and 
jointly to strengthen the 
knowledge, skills and social 
support of participants.

• Education to interact with 
participants in a respectful 
manner to facilitate the disclo-
sure of domestic conflict and 
violence.

• Employees seeking signs 
of emotional distress and 
emotional support for women 
undergoing violence.
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ning + gender equality (FP + Ge) were presented by service pro-
viders to married men (sessions 1 and 2) and couples (session 3) 
over 3 months, and the impact of the intervention was assessed 
on attitudes toward IPV and its application in men. The SCT as-
sumes that behaviour most probably changes when the individ-
ual perceives positive outcomes for participation in the behav-
iour, feels the ability to engage and control the behaviour and 
has an environment supporting the behaviour. TGP is a social 
structural theory assuming that the dynamics of power based 
on intrinsic gender can facilitate men’s control over sexual deci-
sions and reproduction, and some men may even use violence 
due to social norms. Therefore, counselling that can influence 
gender equality and normative beliefs in men, particularly if the 
counsellor is a reliable man, can be useful when using contra-
ceptives in safer and violence-free relationships [19].

Unlike the previous interventions, other factors besides DV 
were examined in the last psychological-behavioural interven-
tion during prenatal and postpartum care to reduce smoking, 
exposure to second-hand smoke in the environment, depres-
sion and intimate partner violence during pregnancy, thus im-
proving pregnancy outcomes. A clinical trial based on struc-

tural intervention and the stage of the woman’s readiness for 
behaviour change was based on the empowerment theory. In 
this intervention, information was first provided on the types 
of abuse and the cycle of violence. Depression intervention was 
implemented based on the cognitive-behavioural theory (CBT) 
by focusing on mood management, increasing enjoyable activi-
ties and improving positive social interactions. A complete inter-
vention for a specific risk required eight prenatal sessions. Inter-
vention activities lasted 15–35 min on average in each session, 
in which the experienced danger was first determined by the 
woman. The intervention on intimate partner violence focused 
on safety behaviours based on a structural intervention devel-
oped by Parker et al. Based on this theory, follow-up was done 
by telephone interviews in the second and third trimesters of 
pregnancy (22–26 and 36–38 weeks of pregnancy, respectively) 
and 8–10 weeks after delivery. In this intervention, information 
was provided on the types of abuse and the cycle of violence. 
Besides this, the participants were provided with a safety plan 
and a list of community resources with addresses and telephone 
numbers [20] (Table 2).

Table 2. Studies on psychological interventions

Author Year Title Type of article Sample size Interventions and results

siva subramanian 
et al. [15]

2012 an integrated 
randomised inter-
vention to Reduce 
behavioural 
and Psychosocial 
Risks: Pregnancy 
and Neonatal out-
comes

Case-control Intervention: 510
Usual care: 515

This intervention aimed to reduce the 
behavioural and psychosocial risk in 1,025 
low-income pregnant women of african-
American nationality who were divided 
into two groups of intervention and routine 
pregnancy care. 8 prenatal sessions were 
performed at each routine antenatal care 
visit and lasted 35–55 min, depending on 
the number of examined risks (smoking or 
associates smoking, depression, DV). How-
ever, at least 4 sessions were considered to 
be “sufficient” given the amount of material 
that could be covered during this course.

Caron Zlotnick  
et al. [16] 

2011 an interpersonally 
based intervention 
for low-income 
pregnant women 
with intimate part-
ner violence: a pilot 
study

Case-control 3 Rhode Island 
sites: 2 primary 
care
clinics and 1 private 
OBGYN clinic. In-
tervention (n = 28) 
Control (n = 26)

the following measures were performed 
at the time of entry, 5–6 weeks after entry, 
2 weeks after delivery and 3 months after 
delivery:
1. Corrected Tactical Scale (CTS2) to evalu-

ate physical, psychological and sexual 
assaults.

2. At 3 months postpartum, the longitudinal 
interval follow-up test (LiFe), a standard 
short interview to evaluate the presence 
of a depressive disorder and PTSD.

3. using the edinburgh Postpartum depres-
sion scale ePds to measure the degree of 
depression.

4. The Davidson Trauma Scale as a 17-item 
measurement assessing the individual 
symptoms of PTSD on a 5-point frequency 
and intensity scale.

5. the history of trauma was assessed using 
the A criterion of the PTSD module.

Diksha Sapkota 
et al. [17]

2019 Counselling-based 
psychosocial inter-
vention to improve 
the mental health 
of abused pregnant 
women: a protocol 
for a randomised 
controlled feasibil-
ity trial in a tertiary 
hospital in eastern 
Nepal

A 2-arm 
parallel-rCt 
with a nested 
qualitative 
study

Koirala Institute of 
health sciences
Sample of 140 
women at 24 to 34 
weeks of pregnancy

The intervention was performed in 3 
sessions of 30–40 min, and some of the 
employed strategies include stress manage-
ment, problem-solving techniques, sup-
portive counselling as empathetic listening, 
counselling with women non-judgmentally, 
training to make informed decisions and 
facilitating strategies.
Follow-up was performed at 4-6 weeks after 
the intervention and 6 weeks after delivery.
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Table 2. Studies on psychological interventions

Author Year Title Type of article Sample size Interventions and results

agnes tiwari et 
al. [18]

2005 a randomised 
controlled trial of 
empowerment 
training for abused 
Chinese pregnant 
women in hong 
kong

randomised 
Clinical trial

110 Chinese preg-
nant women with 
a history of abuse 
by their intimate 
partners

The one-on-one interview lasted about 30 
min. At the end of the intervention, each 
woman received a brochure to support the 
provided information. Standard care for 
violated women was provided to those in 
the control group, which included a busi-
ness card the size of a wallet containing 
information on community resources for 
abused women, including a shelter hotline, 
law enforcement, social services and non-
governmental organisations.

Anita Raj et al. 
[19]

2016 Cluster ran-
domised Controlled 
Trial Evaluation of 
a Gender equity 
and Family Plan-
ning Intervention 
for married men 
and Couples in 
rural india

randomised 
Clinical trial

1,081 couples 
recruited from 50 
geographic clusters 
(25 clusters ran-
domised to
Charm and a con-
trol condition)

The effect of CHARM intervention on the 
use of contraceptive methods and unwant-
ed pregnancies and on attitudes toward IPV 
and its application in men, including the 
importance of making decisions about ap-
propriate family planning, mutual communi-
cation and marital interaction (including no 
violence of spouses in meetings of men).

michele kiely  
et al. [20]

2010 an integrated 
Intervention to 
Reduce Intimate 
Partner violence in 
Pregnancy a ran-
domised Controlled 
trial

randomised 
Clinical trial

1,044 women dur-
ing pregnancy and 
postpartum
(n: 521)
and usual care (n: 
523)

Interventions were performed during rou-
tine pregnancy visits by interveners (social 
workers or psychologists) in clinics.
The intervention activities, which gener-
ally address the risks identified in each 
session, lasted for 15–35 min on average. 
The danger experienced by the woman was 
raised at each intervention session, irrespec-
tive of previous risks. The intervention on 
intimate partner violence focused on safety 
behaviours and was based on a structural 
intervention developed by Parker et al. 
based on this theory, the follow-up occurred 
by telephone interviews in the second and 
third trimesters of pregnancy (22–26 and 
38–38 weeks of pregnancy, respectively) 
and 8–10 weeks after delivery.

Most of the interventions reviewed in this study were based 
on the social domain, among which there were interventions 
that offered solutions to the prevention of DV.

A descriptive study by Helton and Snodgrass revealed that 
pregnancy care professionals could interrupt the cycle of vio-
lence at three levels of prevention. Strategies provided for pri-
mary prevention include education on beating (including the 
issue of DV in parental and childbirth education classes), promo-
tion of legal changes to increase the punishment for beating and 
reduction of inequality for women, designing programmes for 
families at risk of violence and assessing the extent of the prob-
lem and providing education to the community on this problem. 
This indicates that special rules should be added to existing rules, 
in addition to educating people in the society. The secondary 
prevention cases include screening women for beating, discuss-
ing abuse with male clients, providing early diagnosis and crisis 
intervention for battered women and children and encouraging 
consultation with medical specialists for violent men. The third 
level of prevention includes the referral of battered women to 
shelters, counselling with family members, legal associations, 
police offices, counselling services to provide better services to 
battered women and providing ongoing care and follow-up for 
battered women involved in court procedures [21].

The next study, Safe Mom and Safe Baby (SMSB), was an 
interdisciplinary clinical programme that primarily aimed to 
increase women’s health and safety by increasing effective in-
teraction with healthcare providers, increasing acceptance of 
safety behaviours and improving the ability of interdisciplinary 
providers to identify DV and influence health policy at the local 

and state levels. The most important action of this programme 
is one’s self-empowerment provided to the individual after en-
try into the programme, crisis intervention, emotional support 
in various healthcare systems and special safety strategies [22].

a clinical trial called mosaiC was performed with the sup-
port of individuals called “mentor mothers” for abused wom-
en or those at risk of abuse. The intervention tried to find out 
whether or not non-professional support, such as listening and 
non-judgmental friendship, creating a trustable relationship, 
etc., could be useful in the event of violence. This relationship 
includes listening, support and non-judgmental friendship, 
maintaining weekly contact and support through phone calls 
and home visits, helping to develop safety strategies tailored 
to women’s conditions, creating a trustable relationship and 
modelling a sense of hope, providing information and support 
to parents and helping one access community services (in par-
ticular DV services) and resources for women and their children.

the mentor mother was employed, selected and trained 
through local newspapers, volunteer networks, advertisements 
and radio. A programme coordinator accompanied the mentor 
to visit abused women and to facilitate their understanding of 
roles and responsibilities, boundaries and goals. It was found 
that this programme would lead to the reduction of partner vio-
lence and depression among pregnant women and reinforce-
ment of the general health of women at risk along with their 
children. An effective counselling and multidisciplinary inter-
vention was implemented among pregnant women to reduce 
smoking, depression and DV. The women in the intervention 
group learned appropriate verbal and non-verbal behaviour 
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they were experiencing DV, and the third part was an interven-
tion based on a skill training programme that was implemented 
among all women who received the intervention [27].

The Adelante intervention was among the most different in-
terventions consisting of several components of empowerment 
and related educational intervention as a general strategy to en-
gage the community and create awareness, promotion and mo-
bile-based advertising, including SMS and web/weblog-based 
narrative stories, in which the challenges faced by the youth and 
the ideals are visualised in the characters of the film. This clinical 
trial, called “webnovel”, is a 6-part web-based series that fol-
lows the lives of 2 teenagers. The young participants engaged in 
narrative storytelling involving brainstorming on topics and ex-
periences currently affecting young people, resulting in a digital 
product containing prevention messages prepared by the target 
audience. Online activities are a useful alternative when young 
people cannot be physically present and seem to be more like 
entertainment and less like a health class. Therefore, it can be 
used as an effective method to communicate prevention mes-
sages [28].

The next intervention used the McFarlane & Parker proto-
col, which was presented in the form of brochures and booklets 
for women subjected to DV during pregnancy by their husbands. 
Participants completed a 15-item safety assessment question-
naire and then received a prevention and intervention protocol. 
The intervention was performed in 3 periods, and each session 
lasted about 20 min: first at the time of enrolment, and twice 
at equal durations throughout pregnancy. The researchers ex-
amined the cycle of violence and individual behaviours that are 
associated with increasing the risk to women. Components of 
a safety programme were examined for each woman, including 
safety behaviours such as methods of supplying money, extra 
keys and important documents. They were then trained about 
appropriate information and strategies [29].

The term “mentor mothers” was used in another trial in 
which mentor mothers were employed by healthcare providers 
from the Violent Women’s Shelter Centre or family physicians. 
The support of mentor mothers included 1 h of weekly visits for 
4 months, active non-judgmental listening and support, build-
ing a trustable relationship, and women empowerment. Visits 
occurred at home, in the family or in any other place where the 
mother felt safe and convenient. The “mentor mothers” were 
trained for 10 days on 4 important topics: 1) providing safety 
behaviours, 2) expanding social support to drive off the isola-
tion of mother and child, 3) matching depression symptoms and 
accepting professional help, and 4) the effect of observing vio-
lence on children and accepting help for children [30].

In the next study, the target group was healthcare staff. The 
intervention aimed to increase the ability of these people to re-
spond appropriately to abused people. The applied measures 
include: 1) intensive training (21 h) of selected staff to support 
and consult physicians and patients as needed; 2) training of all 
clinical and non-clinical staff; 3) preparation of training materi-
als to prevent primary and secondary iPv, including brochures 
and posters describing healthy and unhealthy relationships and 
abuse; 4) development of quality improvement strategies and 
implementation of policies and procedures needed by all staff 
and specialist physicians to identify and prevent IPV; 5) A 4-h 
workshop on IPV, talking to IPV survivors and interactive training 
in clinical skills, intervention and primary prevention in physi-
cians, nurses and medical assistants [31] (Table 3). 7 systematic 
review studies also investigated various interventions against 
domestic violence in pregnancy (Table 4).

when dealing with DV, and the results showed better self-confi-
dence and, consequently, reaction [23].

In most of the reviewed interventions, the researcher’s ef-
fort and the type of intervention were mostly based on social 
support, which is variable from one’s family level to society de-
pending on the type of structure and framework. According to 
a qualitative study, emotional support was the most common 
form of support received by most participants. Moreover, social 
support from the family includes emotional support, practical 
support, information and/or mediation. Besides this support in 
the family, other noteworthy solutions included structural in-
terventions such as providing legal aid in child custody cases, 
helping women towards financial independence, creating com-
munication campaigns to address the stigma of divorce, legal 
aid for women who prefer to stay married and providing advice 
on dealing with social marital problems [23].

In addition to the performed interventions, it is notewor-
thy to examine the presence of a nurse or trained staff in one’s 
home, and its effectiveness in reducing the incidence of DV was 
compared with routine prenatal care in the next intervention. 
The women in the intervention group were visited at home by 
a trained nurse about 10 times during pregnancy, with 20 cases 
in the first and 20 cases in the second years after delivery. The 
mothers were also contacted using sms, telephone and social 
media. Structured home visits were examined in all 6 domains 
(maternal health status, child health and safety, maternal per-
sonal development, mother as role model, mother relationships 
with partner, family and friends and the use of support insti-
tutes). If possible, the spouse or father of the child was pres-
ent at each home visit. All women were interviewed privately 
3 times at home during the 28th and 32nd weeks of pregnancy 
and 24 months after birth. The prevalence of IPV was measured 
using the revised Conflict Tactics Scale (CTS2) at 32 weeks of 
gestation and 24 months after birth. Nurses monitored the 
home environment to identify risk factors for IPV and observe 
the presence/absence of IPV. In the control group, women re-
ceived routine care, including prenatal healthcare provided by 
a midwife or gynaecologist [25].

In this intervention, the couple jointly participated in the in-
tervention. Structured questionnaires were initially delivered to 
male participants. After beginning and randomisation, the inter-
vention was performed with the intervention group. Follow-up 
surveys were conducted with men and their current partners 
after 4 months and again 16 months of the intervention. The 
women were then asked questions about their experiences with 
IPV. Male and female interviewees received ethics and safety 
training. In this intervention, a curriculum was used for 15 ses-
sions concerning gender and power, fatherhood, couple com-
munication and decision-making, IPV, care, child growth and the 
involvement of men in reproductive and maternal health [26].

The next study employed the role of nurses and health 
workers in the prevention or reduction of the DV rate, imple-
mented under the Nurse-Family Partnership (NFP) programme. 
This programme is a series of triple preventive interventions in 
the NFP programme, in which the nurses conducting the project 
are trained specifically on the topic of DV. Participants enrolled 
for 20 months and were followed up for 1–2 years. In this ex-
periment, the intervention consisted of 3 main components: 
nurse education and DV screening assessment, secondary pre-
vention for those who reported DV and a primary preventive 
component for all participants. The first component was the 
intervention group nurses who were trained specifically on DV 
in the NFP programme. The second part was a secondary pre-
vention intervention in women who reported to their nurse that 
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Table 3. Studies on social interventions

Author Year Title Type of article Sample size Interventions and results

anne 
stewart 
helton  
et al. [21]

1987 Battering During 
Pregnancy: 
Intervention Strate-
gies

randomised clinical 
trial

– Primary prevention strategies include 
education on beating (including the issue 
of dv in parental and childbirth educa-
tion classes), promoting legal changes to 
increase the punishment for beating and 
reduce the inequality of women, designing 
programmes for violence-exposed families 
and assessing the extent of the problem 
to provide community education on the 
problem.
Secondary prevention includes screen-
ing women for beating, discussing with 
male clients about abuse, providing early 
diagnosis and crisis intervention for bat-
tered women and children and encouraging 
violent men for counselling with health 
specialists.
The third prevention includes referring bat-
tered women to shelters, counselling with 
family members, legal associations, police 
offices, and shelters, counselling services to 
provide better services to battered women, 
and providing ongoing care and counsel-
ling for battered women involved in court 
procedures.

alice 
kramer  
et al.  [22] 

2012 safe mom, safe 
baby 
A Collaborative 
model of Care for 
Pregnant Women 
Experiencing 
Intimate Partner 
violence

randomised clinical 
trial

 – The most important action of this pro-
gramme is empowerment. After entry into 
the programme, the participant is provided 
with crisis intervention, emotional support 
in various healthcare systems and specific 
safety strategies to implement the interven-
tion.

angela J 
Taft et al. 
[23]

2009 mosaiC (moth-
ers’ Advocates in 
the Community): 
protocol and sample 
description of a clus-
ter randomised trial 
of mentor mother 
support to reduce 
intimate partner 
violence among 
pregnant or 
recent mothers

randomised clinical 
trial

maternal and 
child health (mCh) 
nursing services in 
disadvantaged sub-
urbs of melbourne, 
australia.
165 women in 
each trial arm with 
individual randomi-
sation.

In this intervention, the researcher tried to 
find out whether or not non-professional 
support, such as listening and non-judg-
mental friendship, building a trustable 
relationship, etc., could be applicable in the 
event of violence. A 12-month relationship, 
abbreviated as mosaiC, was implemented 
on mentoring, counselling and commu-
nication with individuals called “mentor 
mothers” for abused women or those at 
risk of abuse.

Geofrey 
sigalla  
et al. [24]

2018 “staying for the 
children”: The role 
of natal relatives in 
supporting women 
experiencing 
intimate partner vio-
lence during preg-
nancy in northern 
tanzania – a qualita-
tive study

Qualitative study 18 participants who 
experienced physical 
iPv during pregnan-
cy were purpose-
fully selected from 
a group of 1,111 
pregnant women.

Family social support: the types of provided 
support were emotional support, practical 
support and information and/or mediation. 
Emotional support was the most common 
form of support received by most partici-
pants.
Examples of structural interventions 
include providing legal aid in child custody 
cases, helping women towards financial 
independence, conducting communication 
campaigns to address the stigma of divorce, 
legal aid for women who prefer to stay mar-
ried and providing advice on procedures to 
deal with marital problems.

Jamila 
mejdoubi 
et al. [25]

2013 Effect of Nurse 
Home Visits vs. 
usual Care on 
reducing 
Intimate Partner 
violence in young 
High-Risk Pregnant 
Women

randomised con-
trolled trial

460 pregnant wom-
en up to 28 weeks 
of pregnancy

In the intervention group, the women 
received about 10 home visits during 
pregnancy by a trained nurse in the first 
and second years (each for 20 cases) of the 
child’s life.
in the control group, the women received 
routine pregnancy care.
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Table 3. Studies on social interventions

Author Year Title Type of article Sample size Interventions and results

kate 
doyle 
et al. [26]

2018 Gender-transforma-
tive Bandebereho 
couples’ 
intervention to 
promote male 
engagement in 
reproductive and 
maternal health and 
violence prevention 
in rwanda 

randomised con-
trolled trial

intervention  
(n = 575
couples) or control 
group (n = 624 
couples)

Structured questionnaires were initially 
delivered to male participants. After the 
beginning and randomisation, the interven-
tion was implemented with the interven-
tion group. Follow-up surveys were done 
with men and their current partners 4 
months and again 16 months after the 
intervention. The women were then asked 
questions about their experiences with IPV. 
male and female interviewees received 
ethics and safety training. In this interven-
tion, a curriculum was used in 15 sessions 
on gender and power, fatherhood, couples’ 
communication and decision-making, IPV, 
care, child growth and men’s involvement 
in reproductive and maternal health.

Lynette 
Feder 
Phyllis 
et al. [27]

2018 An Intimate Partner 
violence Preven-
tion Intervention 
in a Nurse home 
Visitation Program: 
a randomised Clini-
cal trial

randomised clinical 
trial

238  pregnant 
women from
multnomah County

The role of nurses and health workers in 
the prevention or reduction of DV was used 
in several interventions, one of which is the 
implementation of the NFP+ programme. 
this programme is a series of a triple 
preventive intervention programme in the 
Nurse-Family Partnership (NFP) Programme 
in which the nurses conducting the project 
were trained specifically on the topic of DV.

elizabeth 
andrade 
et al. [28] 

2015 Victor and Erika 
Webnovela: an in-
novative Generation 
@ audience engage-
ment strategy for 
Prevention

randomised clinical 
trial

Character develop-
ment
(n = 20) and creative 
development of
episodes (n = 14)

Adelante intervention includes several 
components of empowerment and related 
educational intervention: a general strat-
egy to engage the community to create 
knowledge, promotion and mobile-based 
advertising, such as SMS programmes and 
web-based narrative stories. The challenges 
faced by young people and ideals are visu-
alised in the characters of the film.

Judith 
mcFar-
lane
et al. [29] 

1998 safety behaviours of 
abused Women af-
ter an Intervention 
during Pregnancy

Prospective, strati-
fied cohort

A total of 132 
pregnant women 
referred to the Gen-
eral obstetrics Clinic 
were subjected to 
pregnancy violence

Based on the protocol of McFarlane & 
Parker (1994), a brochure was designed for 
this intervention, and each intervention 
session lasted about 20 min.

maartje 
JW Loef-
fen et al. 
[30]

2011 Implementing 
mentor mothers in 
family practice 
to support abused 
mothers: study 
protocol

randomised clinical 
trial

– Mentor mothers were educated about 1) 
providing safety behaviours, 2) expanding 
social support to overcome the isolation of 
mother and child, 3) matching with depres-
sive symptoms and accepting professional 
aids, 4) the impact of violence observated 
on children and accepting aids for their 
children.

L. Kevin 
ham-
berger  
et al. [31]

2014 Effects of a Systems 
Change model to 
Respond to Patients 
Experiencing 
Partner violence in 
Primary Care medi-
cal Settings

randomised clinical 
trial

– A 4-h workshop comprising information on 
IPV, talking to IPV survivors and interactive 
training in clinical skills, intervention and 
primary prevention (physicians, nurses and 
medical assistants).
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Table 4. Review of systematic review studies

Author Year Title Type of article Sample size Interventions and results
Diksha 
Sapkota  
et al. [17] 

2019 Interventions for 
domestic violence 
among pregnant 
women in low- and 
middle-income 
countries: a system-
atic review protocol

Systematic 
review
protocol

review of medLiN 
databases,
CiNahL, scopus, 
embase, Web of 
science 

Screening for DV with comprehensive therapeutic 
interventions, such as counselling, psychotherapy 
and home visits, showed promising results.
the use of brief psychological therapies, including 
cognitive-behavioural therapy and psychother-
apy, led to increased self-esteem and reduced 
symptoms of depression and general anxiety in 
abused women.
The effects of advocacy interventions, including 
counselling, empathetic listening and focusing on 
social support, among women who experienced 
abuse were evaluated in a study (2015). The study 
concluded that although the support of rights ap-
pears to reduce violence and improve health out-
comes, the magnitude and consistency of these 
benefits were not clear. Another systematic study 
(2015) reviewed 19 randomised controlled trials 
(RCTs) to evaluate their effectiveness. Home in-
tervention, including support services for women, 
could effectively reduce violence in the short term, 
but there was no evidence of the stability of this 
change in the long run.

Carol 
Rivas [32]

2015 advocacy interven-
tions to Reduce or 
eliminate violence 
and Promote the 
Physical and Psy-
chosocial Wellbeing 
of Women Who 
Experience Intimate 
Partner abuse

Systematic 
review

A review of 11 
clinical ran-
domised studies 
and 2 quasi-exper-
imental studies

this review focused on secondary and ter-
tiary interventions to evaluate a wide range of 
interventions to help women. They reviewed 11 
randomised clinical interventions and 2 quasi-
experimental interventions in the field of advocacy 
interventions, including straightforward interven-
tions, such as providing support, treatment or im-
proving the response of professionals with whom 
they communicate (e.g. introducing screening 
protocols or providing training and education on 
partner abuse in DV services). Advocacy interven-
tions concentrate on the concept of empower-
ment. Talking with a woman through potential 
solutions instead of being prescriptive and telling 
her what to do, helping women achieve the goals 
set by them rather than guiding and setting goals 
for them and helping them understand their situa-
tion and reaction thereto.
The goals of advocacy programmes are multi-
faceted and may include helping abused women 
to access services, guiding them through the 
safety planning process and improving physical or 
mental health.

kathryn 
howell 
et al. [33]

2017 the unique needs of 
pregnant, violence-
exposed women: 
A systematic review 
of current interven-
tions and directions 
for translational 
research

Systematic
review of cur-
rent interven-
tions

– This study reviewed 3 types of studies on DV 
in pregnancy. The first category of interven-
tions aimed to reduce DV, including one-session 
screening, counselling or supportive counsel-
ling, psychological training and improving safety 
behaviours. The second category of interventions 
aimed at reducing the psychological effects of DV, 
which is only one intervention rooted in social 
support as the primary mechanism for positive 
behaviour change. In their 4-session treatment 
model based on interpersonal psychotherapy, 
they showed that changing relationships in 
women could increase mental health and reduce 
the risk of isolation. The third category was inte-
grated care programmes targeting both mental 
health and harassment, including empowerment 
of mothers in the society, and the fourth category 
of interventions was about intergeneration risk 
regarding the birth of a healthy baby and the 
mother’s relationship with the next generation.
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Table 4. Review of systematic review studies

Author Year Title Type of article Sample size Interventions and results

heidi 
Nelson 
et al. [34]

2012 screening Women 
for Intimate Partner 
violence: a sys-
tematic Review to 
Update the U.S. 
Preventive Services 
Task Force Recom-
mendation

Systematic 
review

– Case management consisted of an evaluation and 
care programme, and women were provided with 
a video of abuse and continued access to a nurse 
case manager. All participants were given ID 
cards with safety and misuse detection informa-
tion, including telephone numbers for national 
and local sources. Some interventions include:
• Prenatal behavioural counselling was per-

formed for 4–8 sessions, up to 2 sessions after 
delivery. IPV counselling focused on safety 
behaviours and information on community 
resources.

• a wallet-sized referral card with a safety pro-
gramme and IPV service resources. The 20-min 
nurse case management protocol includes 
the preparation of a brochure with a 15-item 
safety programme, supportive care, antici-
pated guidance and guided referral.

• Counselling intervention comprised educat-
ing patients about reproductive coercion and 
presenting information about local IPV and 
sources of assault.

An-Sofie 
van Parys 
et al. [35]

2014 Intimate Partner 
violence and Preg-
nancy: A Systematic 
review of interven-
tions

A Systematic 
review of inter-
ventions

review of a proto-
col study

• Integrated cognitive-behavioural intervention 
immediately before or after routine delivery 
care (2–8 sessions of 235 min and a maximum 
of 2 sessions after delivery).

• All groups at 6, 12, 15, 21 and 24 months of 
age received free screening of children. The 
home visit programme pursues 3 broad goals: 
(1) to improve maternal and foetal health 
during pregnancy, (2) to improve the health 
of children, and (3) to boost the personality of 
mothers.

• Helped women by promoting adaptive behav-
iours, improving their relationships with key 
family members and promoting the use of 
needed health and human services.

• Women receive a card and are supported by 
non-professional mentor mothers for up to 12 
months, including non-judgmental support, as-
sistance in developing safety strategies, a trust-
able relationship, information and assistance in 
referral to community services.

• Empowerment intervention: a one-on-one 
30-min session (at registration) consisting 
of counselling on safety, selection, problem-
solving and empathy, followed by presenting 
an information empowerment brochure after 
the session.

• The intervention consisted of four 60-min 
sessions during 4 weeks before delivery and 
one empowerment session during the 2 weeks 
after delivery. The content of these sessions 
was based on the principles of interpersonal 
psychotherapy with an emphasis on social 
support.

• Professionals who offer services to enhance 
child health, improve family functioning, and 
decrease risk-taking behaviors such as IPV and 
accessing community resources conduct home 
visits. The goal of these visits is to reduce child 
abuse.

• Empowerment intervention: Abuse assess-
ment, referral card (a list of service provider 
agencies to abused women) and social worker 
support (including a 30-min support counsel-
ling session with safety training and counsel-
ling by a trained social worker).
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Table 4. Review of systematic review studies

Author Year Title Type of article Sample size Interventions and results

• receiving a referral card containing an indi-
vidual care programme for providing emotion-
al support, evaluating basic needs, assessing 
safety issues, discussing family concerns and 
presentation of training.

• A 15-minute interactive multimedia interven-
tion, which includes a doctor film and consul-
tation, is designed to provide simulated risk 
reduction messages. The intervention also in-
volves a discussion with a prenatal healthcare 
provider who seeks to impart basic principles 
and motivational interviewing techniques.

• Among these 9 studies, 3 studies investigated 
the effectiveness of the home visit programme 
and assessed experts and mentor mothers (lay 
mothers who were trained to visit at home, 
provide support and counselling to peers); 
participants were followed up for 1–9 years. 
6 other studies evaluated the effectiveness 
of a type of supportive counselling, from one 
30-min session to six 60-min sessions or access 
to a nurse (NCM). Most interventions were 
specifically designed to target IPV as the main 
target, but some were part of a larger, multi-
faceted intervention in which IPV was a parallel 
target. The most promising results identified 
by this review are home visit programmes and 
multidisciplinary counselling interventions.

Jenifer m 
Gierisch 
et al. [36]

2013 Intimate Partner 
violence: 
Prevalence among 
U.S. Military Veter-
ans and Active Duty 
servicemembers 
and a review of 
Intervention Ap-
proaches

• 2 SRs with behavioural interventions for 
female victims with routine care and control 
groups.

• One of the SRs examined CBT for male wrong-
doers who committed IPV against their female 
partners.

• one sr evaluated short, advocacy and inten-
sive interventions for female victims against 
routine care and control conditions.

• Screening interventions including support, 
ongoing training and immediate access to 
services to increase IPV recognition.

• Tested behavioural interventions including home 
visits, nurse management and counselling inter-
ventions with source card or mentor support.

• Advocacy interventions include training and 
support to strengthen legal, housing and finan-
cial counseling, access and use of community 
shelters, emergency housing, psychological 
interventions and safety planning (12 h during 
the course) for women working in DV shelters.

shayesteh 
Jahanfar 
et al. [37]

2013 Interventions for 
preventing or 
reducing domestic 
violence against 
pregnant women 

Protocol • There are some interventions to prevent 
violence against pregnant mothers. A study 
by Sharps (2008) revealed that home visit 
programmes would most probably improve 
pregnancy and infant outcomes.

• Numerous studies indicate that interven-
tions, such as holding cards with listed 
social resources, spending time in a shelter, 
individual counselling and home social support 
programmes, alone or in combination, lead to 
a reduction in physical abuse after 6, 12 and 
18 months in comparison to people who have 
received no interventions.

• For women, both screening and intervention 
programmes lead to referrals of identified indi-
viduals to appropriate healthcare specialists or 
support agencies.

According to our reviews on the quality of articles, 25 articles were assigned to a good quality class.
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The role of nurses and health workers in the prevention or 
reduction of the DV rate has been used in several interventions, 
one of which is the implementation of the NFP programme, 
where the nurses conducting the project are trained specifically 
on DV. According to the results, the education of health workers 
and nurses about training mothers will be effective in secondary 
prevention in women who have experienced violence [42].

The third group of interventions includes various educa-
tional programmes that improve the knowledge and skills of 
mothers and spouses to reduce or prevent violence. These 
training types include stress management, problem-solving and 
decision-making skills, making reciprocal relationships, marital 
problems and interactions, teaching ethics and safety to men 
and examining depression and PTSD, as well as training on clini-
cal intervention and prevention skills for medical staff. This cat-
egory of intervention is related to the primary or secondary pre-
vention of domestic VAW. Interventions on women to increase 
their level of health are done with strategies such as gaining 
women’s support and psycho-educational and therapeutic 
counselling in women. Most of the reviewed interventions are 
focused on teaching psychological techniques and life skills [43].

In a study by Basharpoour et al., one of the interventions 
focused on women is self-defence training skills, which is used 
as a tool to prevent violence between couples. Learning and ex-
ercising physical, social and cognitive skills provides women with 
the psychophysical readiness to cope with potential assault. Self-
defines training techniques for women are practical, simple and 
effective in normal conditions so that all women can use them 
regardless of age, previous experience or physical strength.

Training self-defence skills can reduce the consequences 
of psychophysical violence by increasing women’s defensive 
power and lowering the frequency of DV, thus, they can better 
use problem-solving strategies and improve their marital adjust-
ment. According to the passive/dependent behaviour theory in 
the aetiology of VAW, the woman learns that having indepen-
dence or courage increases male anger and violence because 
the man is violent, controlling and jealous. Training self-defence 
skills can interrupt this vicious cycle and reinforce the defence 
strategy against men, which in turn can indirectly affect adjust-
ment [44].

Taghizadeh et al. provided evidence that among the compo-
nents of problem-solving, self-confidence and personal control 
factors were lower in DV-exposed pregnant women than those 
not exposed to DV. Obviously, these women experience severe 
psychological/emotional stress at times of DV crisis, which af-
fected their lack of problem-solving skills. Stress is considered 
the most important factor in the assessment of the problem-
solving skills of abused women. Walker attributes the main-
tained violent relationship of women to their lack of problem-
solving skills. In violent relationships, women are apparently 
unable to produce and choose effective solutions (brainstorm-
ing) to use in problematic situations and usually respond with 
inappropriate behaviours; this cycle of inappropriate behaviour 
and response reduces their problem-solving skills. However, 
training problem-solving skills is used as part of the interven-
tion method for the treatment of abused women because finan-
cial, emotional and medical assistance cannot sufficiently help 
abused women in dealing with serious interpersonal issues such 
as violence [45].

a study by abolghasem seyedan emphasised stress man-
agement skills as a cognitive-behavioural strategy in both cog-
nitive and behavioural aspects, which acts as a shield against 
negative events. This method increases one’s evaluation and 
judgment, and people learn to make decisive decisions instead 
of impulsive ones, identify their strengths and weaknesses and 
enables them to resolve conflicts with others [46].

The fourth group, i.e. supportive interventions, includes 
social support, family emotional support, emotional support in 
the health system, providing legal assistance in issues related to 
children, assistance in financial independence, presentation of 

Discussion and conclusions

As discussed in the literature review, DV, in particular spousal 
abuse, is a widespread phenomenon in communities and a health 
priority, particularly in primary health care. Research has shown 
the role of biological, genetic, psychological, social, cultural and 
spiritual factors in the formation of DV. Therefore, an integrated 
care system should be used in preventive interventions and con-
tinuous and effective care that can cover all effective factors. The 
phenomenon of VAW is a complex and multifaceted issue, thus, 
the related coping strategies must cover different aspects and 
must be used in a harmonised manner [38].

the total number of studies reviewed here can be sum-
marised in the 4 following groups.

The first group includes studies on strategies for better un-
derstanding, evaluation and investigation of violence, strategies 
to facilitate the disclosure of types of violence, providing non-
professional support such as active listening, friendly commu-
nication and making a trustable relationship with the abused 
mother. This leads to better identification and gaining more 
trust from the mother to express violence [39].

In an intervention called MOSAIC (Mothers’ Advocates in 
the Community), the researcher sought to realise whether or 
not unprofessional support, such as listening and non-judg-
mental friendship, building a trustable relationship, etc., could 
be beneficially used in the event of violence. After a 12-month 
relationship, it was found that this programme would reduce 
partner violence among pregnant women, mitigate depression 
and improve the general health of at-risk women and their chil-
dren [23].

The second group of interventions is those with an em-
phasis on safety behaviours, behaviours for intervention and 
control in crisis situations, including various types of telephone 
follow-ups, home visits and communication and consultation 
with nurses, trained people and social emergencies, creating 
safe shelters to provide safety behaviours.

A group of interventions on spousal abuse are called “crisis 
intervention”, the common forms of which include early inter-
ventions by police teams and victim assistance units, assess-
ment and diagnosis in the hospital emergency ward, electronic 
technology to support injured women exposed to imminent 
danger, specific interventions by crisis lines and shelters for bat-
tered women and short-term treatment of victims’ children. 
Among these short-term interventions on spousal abuse, the 
most promising interventions include 24-h crisis lines of support 
groups, shelters for abused women and psychotherapy, particu-
larly with a cognitive-behavioural approach [40].

A review by Gordon on 12 outcome-oriented studies to eval-
uate the effectiveness of interventions conducted by communi-
ty-based social services, crisis lines, women’s groups, the police, 
clergymen, physicians, psychologists and lawyers showed that 
crisis lines, women’s groups, social workers and psychologists 
were found to be very helpful, whereas the police, clergymen 
and lawyers were not helpful to women. This is the main reason 
that intervention in the health system was the main priority in 
the prevention of spousal abuse, in the health sector and in this 
study.

in developed countries, crisis centres and shelters for 
abused women are the cornerstones of programmes for dv 
victims. Most of these centres in Europe and the United States 
were founded by female activists but are now mostly managed 
by professionals and receive government assistance [41]. The 
1980s and 1990s witnessed a wave of legal reforms related to 
the physical and sexual abuse of spouses. The number of coun-
tries that enacted these laws increased in subsequent years and 
is still on the rise. Most of these reforms include the criminalisa-
tion of physical, sexual and psychological abuses by spouses, ap-
plied either through the enactment of new laws or the revision 
of previous laws. The underlying message of these laws is that 
DV is a crime and is not tolerated by society.
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about the multidimensional aetiology of violence and, on the 
other hand, given the potential of the health network, especial-
ly the efficiency of the primary healthcare network, an interven-
tion model has been proposed to prevent spousal abuse based 
on the health network and primary health care. This provides 
necessary training on the criteria of spousal abuse to health 
centre staff to empower them and screen this problem [12].

to reduce spousal abuse and prevent dv, boalhari states 
that the national document and support plan in abuse pre-
vention should be widely supported by the Ministry of Health 
and the High Council of Health so that all related organisations 
implement measures to prevent DV. Constant information pre-
sentation to governmental and non-governmental institutions, 
obliging staff to record and report DV and making people aware 
of the existence of psychiatric, psychological and help centres 
to familiarise them with training on life skills, particularly in 
vulnerable families and groups, will lead to more support for 
spousal abuse programmes among families involved in this 
problem. It is also necessary to take actions to raise awareness 
and familiarise the public with instances of dv and the rights of 
women, children and the elderly [39]. Comprehensive support 
for victims of DV will not be possible without the active partici-
pation of volunteer groups, scientific societies and charities, as 
well as the presence of social workers and family counsellors. 
To effectively prevent and combat domestic violence (DV), it is 
recommended that executives and national planners include 
minimum measures in their agenda. These measures should in-
clude providing support to the needy, legal and judicial support 
for victims of violence, updating ineffective family laws, and en-
hancing the knowledge and skills of judges and other staff in 
the justice department, as well as the police and enforcement 
agents [49, 50].

Conclusions

This systematic review study examineed interventions to 
combat domestic violence in pregnant women. The interven-
tions were carried out in the emotional, psychological and so-
cial domains. Using the results of this study, it is possible to deal 
with domestic violence in countries where the rate of violence is 
high, especially among pregnant women. In future research, it is 
better to investigate the effect of each intervention on domestic 
violence in pregnant women.
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knowledge via brochures and information cards including con-
tact numbers and social service information for times of crisis 
and creation of support groups (e.g. mentor mother) for sup-
port counselling.

our review shows that other people living together with 
young women at risk of DV can be used as a supportive role to 
reduce the associated risks. As an example, such an intervention 
was implemented in india in the form of the dil mil programme, 
in which mothers-in-law who lived with young pregnant women 
were used to reduce DV. This was achieved by implementing an 
educational programme based on the principles of participatory 
learning, in which role-playing and discussion were held sepa-
rately and jointly to improve the knowledge, skills and social 
support of the participants. According to the results, it can be 
concluded that young women who experience DV can use the 
experiences of their mothers-in-law to accept help from them 
as a facilitator in disputes in cases of direct experience [14].

the home visit programme is also a series of programmes 
that can be used to reduce the prevalence or even prevent the 
occurrence of DV. The presence of a trained nurse seems to be 
effective in the mother’s health status, personality development 
and, consequently, her relationship with her partner, which will 
in turn lead to remarkable outcomes. These include increasing 
listening and negotiation while disputing and reducing stress 
and communication regulation strategies that will reduce physi-
cal conflict [17].

The use of educational-supportive intervention has a posi-
tive and significant impact on the reduction of the psychological 
distress of pregnant women experiencing violence. Inclusion of 
a supportive dimension to educational intervention and provid-
ing a safe environment following individual intervention may 
effectively reduce the level of psychological distress. Khalili et 
al. concluded that a significant reduction in the psychological 
distress score of pregnant women might be due to the effec-
tiveness of the supportive dimension and the practice of revela-
tion and discharge of emotion techniques, reflective listening 
in pregnant women, valuation of self and personal values and 
acceptance of women’s perceptions and feelings by a trustwor-
thy person in a psychologically safe environment [47]. Golmak-
ani et al. claimed that training life skills, providing appropriate 
social support and increasing the communication skill levels of 
couples could be some strategies that would effectively reduce 
the harm caused by spousal violence in the family [48].

To increase the level of awareness and capacity of different 
groups of health workers, including psychiatrists, physicians, 
psychologists, counsellors, psychiatrists and paramedics, fur-
ther training seems necessary to help victims of violence. The 
health sector has a special potential to deal with VAW, as many 
women refer to this sector at some time in their lives. This po-
tential is not put into action for two reasons, one of which is 
the labelling of women and fear of revealing their distress, and 
the other is the small number of physicians, nurses and other 
healthcare workers equipped with the necessary skills to inter-
vene in spousal abuse. Considering what was mentioned above 
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