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A B S T R A C T

Objective: To examine the prevalence of dual violence—experience of obstetric violence (OV) and postpartum 
intimate partner violence (IPV)—and factors associated with it among women in Addis Ababa, Ethiopia.
Methods: As part of a broader longitudinal study, we surveyed 354 postpartum women six to sixteen weeks after 
childbirth. OV was assessed across seven domains (e.g., verbal abuse, non-consented care, lack of privacy), and 
IPV across three (physical, sexual, emotional). Dual violence was defined as experiencing at least one form of 
both OV and IPV. We used logistic regression to identify factors associated with dual violence.
Results: Experience of OV was reported by 87.0% (95% CI: 82.9%-90.2%) of the participants, while 31.2% (95% 
CI: 26.1–36.0%) reported experiencing postpartum IPV. The prevalence of dual violence was 29.4% (95% CI: 
24.9%–34.2%). Most prevalent OV forms were: lack of privacy, confidentiality, or access to information (65.5%) 
and non-consented care (61.6%), whereas emotional violence was the most experienced form of postpartum IPV 
(29.4%). Dual violence was significantly associated with unemployment (AOR: 2.31, 95% CI: 1.20–4.54), lack of 
postnatal check (AOR: 2.23; 95% CI: 1.06–4.72), and experience of IPV during pregnancy (AOR: 6.91, 95% CI: 
3.92–12.55). Conversely, women who gave birth in private facilities had lower odds of experiencing dual 
violence (AOR: 0.41, 95% CI: 0.15–0.99).
Conclusion: The high prevalence of dual violence identified by our study underscores the need for integrated 
interventions to strengthen OV and IPV prevention and response actions.

Introduction

Violence against women is a significant public health concern glob
ally, with far-reaching individual-, community-, and societal-level con
sequences [1]. Violence against women includes various forms of 
violence, such as domestic violence and institutional mistreatment, all of 
which undermine women's rights and well-being [1]. The World Health 
Organization estimates that 35% of women worldwide experience inti
mate partner violence (IPV) in either physical or sexual form in their 
lifetime [1]. Psychological abuse often accompanies these forms of 

abuse, making it a pervasive concern, especially in sub-Saharan Africa, 
where 1.69% to 56.2% of females experience some form of emotional 
violence [2]. A systematic review and meta-analysis estimated the 
pooled prevalence of IPV in Ethiopia during pregnancy to be 32.2% 
(95% CI: 28.0%− 36.5%), with regional variations [3]. IPV is associated 
with multiple adverse outcomes, including physical injury, postpartum 
depression, preterm birth, low birth weight, reduced breastfeeding, and 
other adverse child health outcomes [4,5]. Limited access to social 
support networks and inadequate institutional mechanisms for 
addressing violence against women often leave affected women trapped 
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in abusive relationships, perpetuating cycles of violence and under
mining maternal health outcomes [6].

Despite global efforts to address violence against women, institu
tional mistreatment, particularly in maternal healthcare settings, re
mains a significant concern. Obstetric violence (OV), characterised by 
the mistreatment or disrespect and abuse of women during childbirth in 
healthcare settings, is widely recognised as a human rights violation 
with profound negative impacts on women's future care seeking and 
trust in healthcare, physical and psychological well-being, and health 
outcomes [7,8]. According to a recent systematic review, the pooled 
prevalence of OV among women during childbirth at healthcare facil
ities in sub-Saharan Africa is 44.1% [9], with 49.4% of women in 
Ethiopia reporting at least one form of OV during childbirth [10]. OV 
often stems from systemic healthcare challenges such as resource con
straints, staff shortages, inadequate training for health workers, and 
entrenched power hierarchies and gender inequities [11] which 
compromise women's autonomy and dignity. The postpartum period is 
often marked by isolation, which can hinder women from seeking help 
or reporting experiences of violence [12]. Combined with the physical 
and emotional challenges of postpartum recovery, this isolation can 
exacerbate the negative impacts of violence, potentially undermining a 
woman’s adjustment to motherhood [13].

Ethiopia has made significant strides in improving maternal health 
outcomes through policies such as the National Reproductive Health 
Strategy (2021–2025) and the Health Sector Transformation Plan 
[14,15]. However, OV and IPV remain pervasive issues and critical 
priorities. While legal frameworks and gender-focused initiatives exist, 
gaps in violence prevention, response mechanisms, and disparities in 
equitable access to maternal and reproductive health services persist, 
particularly across socioeconomic groups and between urban and rural 
settings [16]. Examining how OV and IPV intersect in the diverse care 
settings and social conditions of an urban setting such as Addis Ababa 
provides important evidence that can support efforts to improve 
respectful maternity care and strengthen responses to violence against 
women.

Although OV and IPV often overlap and share common manifesta
tions, they have traditionally been studied separately. Victims of both 
OV and IPV frequently face common risk factors, including low socio
economic status, low literacy levels, gender inequity, limited access to 
quality healthcare services, and the normalisation of abuse [8,17]. 
Cultural and societal norms that perpetuate these forms of violence often 
intersect, creating a complex environment for women to navigate, 
especially during pregnancy and the postpartum period [18]. Both OV 
and IPV also stem from power imbalances and societal norms that 
devalue women’s autonomy and rights [18]. Violence against women is 
further fuelled by factors such as social stigma, limited awareness of 
rights or available services, and financial or social dependence on 
abusers, all of which create significant barriers to seeking support and 
escaping harmful situations. Structural and systemic inequities, such as 
weak enforcement of legal protection, lack of accountability mecha
nisms within healthcare systems, and lack of community-based in
terventions, such as maternal health advocacy and patient support 
networks, further exacerbate these challenges [16,18,19]. The inter
section of OV and IPV is particularly concerning, as their combined 
sequelae can be detrimental to the physical, psychological, and social 
well-being of women, their newborns, and their families [3,4,8].

These overlapping pathways underscore the urgent need to measure 
and address both forms of violence. However, evidence on the preva
lence of the co-occurrence of OV and postpartum IPV remains limited. 
Most existing studies examine OV and IPV in isolation, overlooking their 
synergistic negative impacts. This study aims to address this gap by 
assessing the prevalence of dual violence (exposure to both OV and IPV 
among postpartum women) in Addis Ababa, Ethiopia, and by identifying 
factors associated with such experiences.

Methods

Setting

This study was conducted in Addis Ababa, the capital city of 
Ethiopia, which comprises 11 sub-cities and had a population of about 6 
million people in 2024 [20]. In 2023/24, there were 110 public health 
facilities (13 hospitals and 97 health centres), as well as a growing 
private sector comprising clinics, hospitals, and specialist centres [20].

Study design

This study employed a cross-sectional design nested within a larger 
longitudinal mixed methods study (MISPOD) that aimed to investigate 
whether OV is an independent risk factor for postpartum depression 
[21]. The MISPOD study involved a longitudinal survey of women 
recruited in the third trimester of pregnancy (survey during pregnancy) 
and followed up until six to sixteen weeks postpartum (postpartum 
survey). For this study, we used data from the postpartum survey con
ducted between July and October 2023.

Sampling and study participants

In the MISPOD study, we enrolled 442 pregnant women in their third 
trimester who sought antenatal care in 22 health facilities in Addis 
Ababa (7 public hospitals, 11 public health centres, and 4 private hos
pitals/maternal and child health centres) and surveyed them in health 
facilities. Of these women, 373 were successfully followed up six to 
sixteen weeks postpartum either at their homes or a preferred location. 
For this study, we used data from the postpartum survey, focusing on 
354 women who gave birth in a health facility and who were either 
married or cohabiting since childbirth, as they were considered at risk 
for both OV and IPV (Fig. 1).

Variables and measurements

Dependent variables
Obstetric violence was measured using a tool validated for use in 

sub-Saharan Africa [22] and adapted for the Ethiopian context [23,24]. 
The tool comprised 25 items divided into seven categories: verbal abuse, 
physical abuse, non-consented care, detention, neglect and discrimina
tion, refusal of preference, and lack of information, privacy and confi
dentiality. Participants' responses to each item were categorised as “Yes” 
or “No”. A woman was classified as having experienced a specific form of 
OV if she responded 'Yes' to at least one incident within that category. 
She was considered to have experienced OV if she answered 'Yes' to at 
least one of the 25 items (Supplementary Table 1).

Intimate partner violence was assessed using a standardised 
questionnaire developed by the Demographic and Health Surveys (DHS) 
program and validated for use in Ethiopia [25] (supplementary table 2). 
The questionnaire included 12 questions with response categories of 
“Yes” and “No”, capturing IPV that occurred between childbirth and the 
time of the survey (6–16 weeks postpartum). Responses were grouped 
into three types of violence (physical, sexual, and emotional).

Dual violence, the main dependent variable, refers to the co- 
occurrence experience of OV and postpartum IPV. Dual Violence was 
categorised as ‘Yes’ if a woman reported experiencing both OV and 
postpartum IPV, and ‘No’ otherwise (if only one or neither form of 
violence was experienced).

Independent variables
The following independent variables were measured: age, occupa

tion (employed, unemployed), level of education (no education, pri
mary, secondary, higher than secondary), duration of residence in Addis 
Ababa (5 years and below, over 5 years), type of childbirth facility 
(private, public), regular monthly household income, pregnancy 
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intention, mode of childbirth (vaginal, caesarean section), complica
tion/s during pregnancy, number of alive children (one, two or more) 
and receipt of postnatal check by a health worker before discharge from 
childbirth facility.

Data collection procedures
We used a detailed questionnaire originally developed in English and 

then translated into Amharic, then back-translated by an independent 
expert to ensure accuracy. The questionnaire was designed using the 
KoBoToolbox application. Six female data collectors (health pro
fessionals not affiliated with the health facilities included in the study) 
were trained to ensure consistency in administering the questionnaire, 
assuring privacy during interviews, and providing psychological sup
port. A pre-test was then conducted in one health facility prior to data 
collection to assess the questionnaire for clarity, readability, compre
hensiveness, accuracy, and the time required to complete the interview. 
Necessary adjustments were made based on the pre-test findings.

The questionnaire was administered face-to-face at the participants’ 
homes or preferred locations. Daily, the filled questionnaires were 
checked and reviewed by the field supervisor before uploading them to 
the server for approval by the principal investigator.

Data management and analysis
Statistical analyses were conducted using R statistical software. 

Missing data for the main dependent variable − dual violence was 1.4% 
of the sample. Given the minimal proportion of missingness (<5%), 
analyses for this variable were conducted using complete participant 
responses only [26]. Categorical variables were reported using fre
quencies and percentages, while the distribution for continuous vari
ables was assessed using histograms. Means and standard deviations 
were reported for normally distributed continuous variables. We 
computed the variance inflation factor (VIF) to check multicollinearity 
among the independent variables, and all showed acceptable 

multicollinearity levels (VIF values below 2). We conducted cross- 
tabulations to explore proportional differences in IPV prevalence 
across categories of OV. The IPV proportions were reported descriptively 
to show differences in experiences among participants exposed to 
various forms of OV. We initially explored the association between dual 
violence and each independent variable using bivariate logistic regres
sion. All independent variables of theoretical and empirical relevance 
informed by existing literature and subject-matter expertise were 
included in the multivariable logistic regression model, regardless of 
their statistical significance at the bivariate level. We reported adjusted 
odds ratios (ORs) along with their 95% confidence intervals (CIs) from 
the final model to assess and present the strength and direction of as
sociations between dual violence and the independent variables.

Ethical considerations
Ethical clearance for this study was obtained from the Institute of 

Tropical Medicine (ITM), Antwerp (reference number: 1656/23) and the 
Ethical Clearance Committee at Addis Ababa City Administration Health 
Bureau (reference number: A/A/H/10932/229). Letters of permission 
and support were sought from the local authorities of Addis Ababa. 
Additionally, written informed consent was obtained from all partici
pants after thoroughly explaining the purpose and process of the study.

Results

Participants' characteristics

The mean age of participants was 28.2 ± 4.6 years, and the mean age 
at first pregnancy was 23.6 ± 4.6 years (Table 1). Almost all participants 
were married (99.2%), with only 3 (0.8%) cohabiting with a partner. 
The mean number of weeks since birth at the time of the survey was 8.3 
± 2.0 weeks. Most participants (50.8%) were housewives, while 35.0% 
had only completed primary education. The majority (64.7%) reported 

Fig. 1. Criteria for participant inclusion in this study.
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having a regular monthly household income. The most common 
household size consisted of 3–4 persons (47.5%). More than half of the 
participants had been residing in Addis Ababa for over 10 years (50.8%). 
Most births (83.6%) occurred in public health facilities. Regarding 
parity, 62.1% of participants had two or more children. The index 
pregnancies of more than three-quarters (77.4%) of participants were 
planned. Vaginal births accounted for 61.9%. Complications during 
childbirth were reported by 21.5% of participants, and 99.7% had live 
births. Male health workers assisted in 56.8% of the childbirths. Addi
tionally, 84.5% of participants reported receiving a postnatal check 
before discharge from the health facility. A higher percentage of par
ticipants who did not receive a postnatal check before discharge re
ported experiencing dual violence compared to those who did (43.6% 
vs. 26.5%). Similarly, the prevalence of dual violence was higher among 
participants who reported experiencing antepartum IPV than those who 
did not (61.7% vs 21.8%).

Table 1 
Participants' social-demographic, obstetric and service-related characteristics.

Variable Overall n 
(%)

Experience of dual 
violence

Yes, n 
(%)

No, n 
(%)

Age in years: mean ± SD 28.2 ± 4.6 27.9 ±
4.6

28.3 ±
4.6

Marital status
Married 351 (99.2) 100 

(28.9)
246 
(71.1)

Cohabiting 3 (0.8) 2 (66.7) 1 (33.3)
Period since birth at survey time in 

weeks: mean ± SD
8.3 ± 2.0 8.6 ± 2.1 8.2 ±

2.0
Occupation ​ ​ ​
Housewife 180 (50.8) 60 (33.7) 118 

(66.3)
Private Employee 74 (20.9) 18 (24.7) 55 

(75.3)
Government Employee 52 (14.7) 15 (29.4) 36 

(70.6)
Private business 39 (11.0) 8 (20.5) 31 

(79.5)
Others 8 (2.3) 1 (12.5) 7 (87.5)
Level of education ​ ​ ​
No education 15 (4.2) 6 (40.0) 9 (60.0)
Primary 124 (35.0) 31 (25.4) 91 

(74.6)
Secondary 98 (27.7) 31 (32.0) 66 

(68.0)
Higher than secondary 117 (33.1) 34 (29.6) 81 

(70.4)
Regular monthly household income
Yes 229 (65.4) 64 (28.6) 160 

(71.4)
No 121 (34.6) 36 (29.8) 85 

(70.2)
Household family size ​ ​ ​
1–2 persons 103 (29.1) 34 (33.0) 69 

(67.0)
3–4 persons 168 (47.5) 48 (28.9) 118 

(71.1)
5 or more persons 83 (23.4) 20 (25.0) 60 

(75.0)
Duration of residence in Addis Ababa
0–2 years 23 (6.5) 7 (30.4) 16 

(69.6)
3–5 years 50 (14.1) 17 (34.7) 32(65.3)
5–10 years 101 (28.5) 24 (23.8) 77 

(76.2)
Over 10 years 180 (50.8) 54 (30.7) 122 

(69.3)
Age at first pregnancy in years: mean ± 

SD*
23.6 ± 4.6 23.6 ±

4.0
23.5 ±
4.8

Number of alive children postpartum ​ ​ ​
One 134 (37.9) 39 (29.5) 93 

(70.5)
Two or more 1220 (62.1) 63 (29.0) 154 

(71.0)
Pregnancy intention ​ ​ ​
Intended 274 (77.4) 74 (27.4) 196 

(72.6)
Unintended (mistimed or unwanted) 80 (22.6) 25 (33.8) 49 

(66.2)
Antepartum intimate partner violence
Yes 109 (33.2) 58 (61.7) 36 

(38.3)
No 219 (66.8) 50 (21.8) 179 

(78.2)
Type of birth ​ ​ ​
Vaginal birth 219 (61.9) 64 (29.2) 151 

(68.9)
Caesarean birth 135 (38.1) 38 (28.1) 96 

(71.1)
Complication during childbirth ​ ​ ​
Yes 76 (21.5) 21 (29.8) 53 

(70.2)

Table 1 (continued )

Variable Overall n 
(%) 

Experience of dual 
violence

Yes, n 
(%) 

No, n 
(%)

No 277 (78.5) 81 (28.4) 193 
(71.6)

Pregnancy outcome ​ ​ ​
Live birth 348 (98.3) 101 

(29.4)
242 
(70.6)

Live birth, but infant died between 3 and 
32 days of life

5 (1.4) 1 (20.0) 4 (80.0)

Stillbirth 1 (0.3) 0 (0.0) 1 (100)
Type of health facility where childbirth occurred
Public 296 (83.6) 91 (31.2) 201 

(68.8)
Private 58 (16.4) 11 (19.3) 46 

(80.7)
Postnatal check before discharge from health facility
Yes 299 (84.5) 78 (26.5) 216 

(73.5)
No 55 (15.5) 24 (43.6) 31 

(56.4)
Gender of service provider during childbirth
Female 153 (43.2) 39 (25.8) 112 

(74.2)
Male 201 (56.8) 63 (31.8) 135 

(68.2)
​ ​ ​ ​

* SD: Standard deviation

Table 2 
Experience of obstetric violence and postpartum intimate partner violence.

Category of Violence Frequency, n 
(%)

95% CI

Obstetric violence 308 (87.0) 82.9%¡
90.2%

Lack of privacy/confidentiality/ 
information

232(65.5) 60.4%¡70.3%

Non-consented care 218(61.6) 56.4%¡66.5%
Refusal of patient preferences 156(56.9) 51.0%¡62.7%
Neglect and discrimination 117(33.1) 28.4%¡38.1%
Physical abuse 82 (23.2) 19.1%¡27.8%
Verbal abuse 63 (17.8) 14.2%¡22.1%
Detention in healthcare facilities 18(5.1) 3.3%¡7.9%

Postpartum intimate partner violence 109 (33.2) 26.1–36.0%
Emotional intimate partner violence 104(29.8) 24.7%¡34.5%
Sexual intimate partner violence 11(3.1) 1.6%¡5.7%
Physical intimate partner violence 5(1.4) 0.5%¡3.5%
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Patterns and experiences of violence: Obstetric violence and intimate 
partner violence

Of the 354 participants, 308 reported experiencing OV, translating to 
a prevalence of 87.0% (95% CI:82.9%-90.2%) (Table 2). The most 
prevalent categories of OV were lack of privacy, confidentiality, or ac
cess to information (65.5%; 95% CI: 60.4%–70.3%) and non-consented 
care (61.6%; 95% CI: 56.4%–66.5%). Refusal of patient preferences was 
also common, reported by 56.9% (95% CI: 51.0%–62.7%) of partici
pants. Other experienced categories included neglect and discrimination 
(33.1%; 95% CI: 28.4%–38.1%), physical abuse (23.2%; 95% CI: 
19.1%–27.8%), and verbal abuse (17.8%; 95% CI: 14.2%–22.1%). 
Detention in healthcare facilities was the least frequently reported type, 
affecting 5.1% (95% CI: 3.3%–7.9%) of participants.

Experience of postpartum IPV was reported by 31.2% (95% CI: 
26.1–36.0%) of participants, with emotional IPV being the most prev
alent form (29.4%; 95% CI: 24.7%–34.5%). Sexual IPV was reported by 
3.1% (95% CI:1.6%–5.7%) of participants, while physical IPV was re
ported by 1.4% (95% CI: 0.5%–3.5%) (Table 2).

Among women who reported experiencing any category of OV, 
33.7% experienced postpartum IPV, compared to 15.2% among those 
who did not experience any category of OV (p = 0.008) (supplementary 
table 3). Pertaining to the various categories of OV, the likelihood of 
experiencing postpartum IPV was significantly higher among partici
pants who experienced non-consented care (38.5% vs. 19.9%, p <
0.001), verbal abuse (46.0% vs. 28.0%, p = 0.006), and neglect and 
discrimination (39.1% vs. 27.4%, p = 0.027). Experience of postpartum 
IPV was also higher among women who experienced a lack of privacy, 
confidentiality, and information than their counterparts (35.4% vs. 
23.3%, p = 0.019). In contrast, no significant differences in postpartum 
IPV experience were observed based on experiences of physical abuse (p 
= 0.071) and refusal of preferences (p = 0.924) during childbirth (see 
supplementary table 4).

Prevalence of dual violence

When exposure patterns were grouped for 349 participants, , only 39 
(11.2%; 95% CI: 8.3% to 14.9%) participants reported experiencing 
neither OV nor postpartum IPV. Exposure to OV only was reported by 
201 (57.6%; 95% CI: 52.4% to 62.7%) participants. Reports of post
partum IPV only were considerably less frequent, with 2.01% (95% CI: 
0.97% to 4.08%) of participants. Nearly one-third (29.2%; 95% CI: 
24.7%-34.2%) of participants experienced dual violence (both OV and 
IPV) (Table 3).

Among individuals who experienced dual violence, obstetric 
violence was characterised by high rates of non-consented care (80.4%, 
95% CI: 71.4–87.6) and inadequate privacy, confidentiality, and infor
mation provision (79.4%, 95% CI: 70.3–86.8). Neglect and discrimina
tion were reported by 44.1% (95% CI: 34.3–54.3), while verbal (28.4%, 
95% CI: 19.9–38.2) and physical abuse (31.4%, 95% CI: 22.6–41.3) 
were also prevalent. Refusal of patient preferences was seen in 60.4% 
(95% CI: 49.6–70.5) of cases, and detention in health facilities affected 
8.9% (95% CI: 4.2–16.2). On the other hand, among women with dual 
violence, postpartum IPV was dominated by emotional violence (96.1%, 
95% CI: 90.3–98.9), followed by sexual violence at 10.8% (95% CI: 
5.5–18.5) and then physical violence at 5.0% (95% CI: 1.6–11.2).

Factors associated with dual violence

In the multivariable analysis, three factors were significantly asso
ciated with higher odds of experiencing dual violence (Table 4). Un
employed participants were significantly more likely to experience dual 
violence compared to those employed (2.31; 95% CI: 1.20–4.54). Par
ticipants who did not receive a postnatal check had more than twice the 
odds of experiencing dual violence compared to those who did (AOR: 
2.23, 95% CI: 1.06–4.72). Experience of antepartum IPV was also 

associated with higher odds of experiencing dual violence (AOR: 6.91, 
95% CI: 3.92–12.55). On the other hand, participants who gave birth in 
private health facilities had lower odds of experiencing dual violence 
compared to those who gave birth in public facilities (AOR: AOR: 0.41, 
95% CI: 0.15–0.99).

Discussion

Summary of key findings, patterns of violence, and associated factors

This study is the first to examine dual violence (the intersection 
between OV and IPV during postpartum) among women in an urban 
setting in Ethiopia. Our findings reveal a high prevalence of dual 
violence, with nearly one in three women (29.2%) experiencing both 
forms of violence. These findings highlight the critical need to under
stand and address the co-occurrence of violence across health systems 
and domestic contexts, as they represent a compounded threat to the 
mental health, wellbeing, and safety of women of reproductive age 
groups. Our study reports a comparable prevalence of postpartum IPV 
compared to a global systematic review that found IPV prevalence 
ranges from 3.5% to 93.1% among pregnant and postpartum women, 
underscoring the variability and vulnerability in this period [27]. A 
recent nationwide study conducted in Ethiopia [28] found 16.7% of 
women experienced IPV during pregnancy, while a study in Addis Ababa 
reported a much higher rate of 55.7% [29], highlighting significant 
regional and urban disparities. These findings suggest that IPV may 
persist or escalate postpartum due to stressors like caregiving demands 
and responsibilities, and shifts in partner roles and expectations, which 
can intensify pre-existing tensions or power imbalances. However, 
women in supportive relationships may experience improved dynamics 
[30]. This underscores the need for contextualised and individualised 
approaches to IPV prevention and maternal care, particularly in urban 
settings like Addis Ababa.

Table 3 
Distribution of violence categories across the exposure groups: obstetric violence 
only, postpartum intimate partner violence only, and dual violence.

Category of 
violence

Reported 
obstetric 
violence only 
(n ¼ 201) 
% (95% CI)

Reported 
postpartum 
intimate partner 
violence only (n ¼
7) 
% (95% CI)

Reported dual 
violence (n ¼
102) 
% (95% CI)

Obstetric 
Violence

​ ​ ​

Verbal abuse 16.9 (12.0–22.8) NA 28.4 
(19.9–38.2)

Physical abuse 24.4 (18.6–30.9) NA 31.4 
(22.6–41.3)

Non-consented care 65.2 (58.2–71.7) NA 80.4 
(71.4–87.6)

Detention in health 
facility

4.0 (1.7–7.7) NA 8.9 (4.2–16.2)

Lack of 
information, 
privacy and 
confidentiality

73.6 (67.0–79.6) NA 79.4 
(70.3–86.8)

Neglect and 
discrimination

34.8 (28.3–41.9) NA 44.1 
(34.3–54.3)

Refusal of 
preference

62.2 (54.1–69.8) NA 60.4 
(49.6–70.5)

Postpartum 
intimate 
partner 
violence

​ ​ ​

Emotional violence NA 85.7 (42.1–99.6) 96.1 
(90.3–98.9)

Sexual violence NA 0.0 (0.0–41.0) 10.8 (5.5–18.5)
Physical violence NA 0.0 (0.0–41.0) 5.0 (1.6–11.2)

*NA-Not applicable.
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Non-consented care was the most prevalent type of OV experienced 
by women with dual violence. This includes failure to obtain consent 
before procedures, unnecessary separation from newborns, and coerced 
or uncommunicated interventions, echoing similar findings from other 
sub-Saharan African settings [31,32], reinforcing that OV remains a 
widespread issue in maternal healthcare. While these practices represent 
direct violations of women's rights, they are often perpetuated by sys
temic shortcomings such as inadequate staff training on respectful ma
ternity care and constraints like overcrowding and understaffing [19]. 
These results suggest that the clinical and interpersonal dynamics within 
facility-based childbirth may reflect or even reinforce broader patterns 
of gender-based control and violation, further entrenching women in 
cycles of violence.

OV was frequently reported among women who later experienced 
postpartum IPV, with higher prevalence across multiple OV categories. 
The majority of IPV survivors had experienced at least one form of OV, 
with significant associations (p < 0.05) observed in the categories of 
verbal abuse, non-consented care, lack of information/privacy, neglect/ 
discrimination, and overall mistreatment. This indicates that OV and 
IPV co-occur, reinforcing a continuum of mistreatment spanning insti
tutional and personal settings. Women who experience OV during 
facility-based childbirth may internalise disrespectful or abusive treat
ment, which can influence their subsequent relationships and increase 
their vulnerability to IPV. Institutional mistreatment can function as an 
extension of systemic gender-based violence, where power imbalances 
in clinical encounters mirror or exacerbate dynamics within intimate 

relationships. The perpetrators may themselves be operating within 
environments of chronic stress, hierarchical abuse, or systemic neglect, 
which can distort their practices and relationships. The normalisation of 
mistreatment in healthcare settings exacerbates broader structural in
equalities that devalue women’s autonomy and bodily integrity [22]. In 
contexts where patriarchal norms dominate, women who have endured 
OV may be more likely to remain in controlling or abusive relationships, 
as institutional mistreatment can undermine their confidence in seeking 
justice or protection [8]. Furthermore, health system constraints, 
including provider burnout and inadequate respectful maternity care 
training, contribute to an environment in which OV pervade, thereby 
exacerbating the psychological distress among women [33]. This accu
mulated trauma can make survivors less likely to seek care, further 
isolating them from support networks and increasing their risk of IPV. 
Addressing OV within healthcare systems is therefore critical, as it not 
only directly harms women but also perpetuates cycles of interpersonal 
violence.

In our study, women who had experienced antepartum IPV were 
nearly seven times more likely to experience dual violence. This finding 
reflects a continuum of harm that is not only physical but also psycho
logical and systemic, particularly in urban settings like Addis Ababa, 
where health system gaps and social stressors intersect. Evidence from 
Ethiopia shows that antepartum IPV is often linked to poor mental 
health, low social support, and economic stressors, which may reduce a 
woman’s ability to navigate health systems safely, increasing her risk of 
abuse [34].

Compared to employed women, unemployed women were more than 
twice as likely to experience dual violence. Unemployment is often 
entangled with economic precarity, social vulnerability, and limited 
access to support services, all of which may increase women’s exposure 
to dual violence. Economic exclusion often translates into diminished 
autonomy, limited negotiating power within relationships, and 
restricted access to protective resources, a well-documented evidence in 
global IPV literature [35,36]. Moreover, in societies where caregiving 
and reproductive roles are considered women's primary responsibilities, 
unemployment may not indicate a lack of contribution, but rather reflect 
the systemic undervaluation of unpaid labour. In households and com
munities where economic participation is closely linked to perceived 
worth, unemployed women may experience heightened stigma, reduced 
support, or increased relational stress conditions, which can exacerbate 
dual violence [35]. These dynamics may be particularly pronounced in 
urban informal economies, where women may be excluded from formal 
labour protections or social safety nets, leaving them more exposed to 
multiple forms of violence during the perinatal period. This highlights 
the need for integrated social protection and employment pathways that 
reduce vulnerability.

Women who did not receive a postnatal check before being dis
charged from health facilities were over twice as likely to experience 
dual violence. This highlights how gaps in postpartum care can exac
erbate vulnerabilities, leaving affected women without essential support 
[6]. The trauma experienced during childbirth may also discourage 
women from engaging with postnatal care services, reinforcing cycles of 
mistreatment and diminished healthcare access. This shows how gaps in 
postpartum care can increase vulnerabilities, as inadequate follow-up 
means affected women do not receive essential support. Even when 
giving birth in a health facility, women who experience mistreatment 
may encounter additional barriers to postpartum care, often due to 
overstretched maternity wards, rushed discharges, or gaps in provider 
communication, rather than deliberate denial of a postnatal check 
before discharge. This missed opportunity to assess physical and 
emotional health needs is a consequence of, and contributes to, systemic 
neglect, ultimately resulting in poorer health outcomes. Nonetheless, 
postnatal checks are crucial for identifying psychosocial needs and 
preventing subsequent mental health issues.

Conversely, giving birth in a private facility was associated with a 
likelihood of experiencing dual violence that was more than half lower, 

Table 4 
Factors associated with experience of dual violence among postpartum women.

Variables Bivariate model Multivariable 
Model

COR (95% CI) AOR (95% CI)

Age 0.71 (0.93–1.03) 0.96 (0.88–1.03)
Postnatal check before discharge from the health facility after childbirth
Yes Ref Ref
No 2.14 (1.18 – 3.87) * 2.23 (1.06 – 4.72) *
Occupation ​ ​
Employed Ref Ref
Unemployed 1.56 (0.98– 2.50) 2.31 (1.20–4.54) *
Complications during recent pregnancy
No Ref Ref
Yes 1.51 (0.84– 2.66) 1.20 (0.54–2.57)
Type of health facility where birth occurred
Public Ref Ref
Private 0.53 (0.25– 1.03) 0.41 (0.15–0.99) *
Level of education ​
No education Ref Ref
Primary 0.51 (0.17–1.63) 0.77 (0.19–3.40)
Secondary 0.70 (0.23–2.26) 1.28 (0.31–5.73)
Higher than secondary 0.63 (0.21–2.00) 1.65 (0.38–7.76)
Regular monthly household income during pregnancy
Yes Ref Ref
No 1.06 (0.65–1.72) 0.89 (0.46–1.69)
Duration of residence in Addis Ababa ​
5 years and below Ref Ref
Over 5 years 0.78 (0.45–1.38) 0.96 (0.52–2.32)
Number of alive children postpartum
One Ref Ref
Two or more 0.98 (0.61–1.58) 0.87 (0.48–186)
Pregnancy intention
Intended Ref Ref
Unintended (mistimed or 

unwanted)
1.45 (0.85–2.47) 1.21 (0.62–2.35)

Type of birth ​ ​
Vaginal birth Ref Ref
Caesarean birth 0.93 (0.58–1.50) 1.53 (0.82–2.89)
Antepartum intimate partner violence
Yes Ref Ref
No 5.8 (3.4–9.8) * 6.91 (3.92–12.55) *

* Shows significant odds ratio that does not cross 1; AOR- adjusted odds ratio; 
COR-crude odds ratio, number of weeks since childbirth was adjusted for in the 
multivariable model.
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reflecting distinct service delivery characteristics across facility types. In 
many low- and middle-income countries, private facilities may offer 
more personalised care, a lower patient-to-provider ratio, a favourable 
service ethos, or stronger staff accountability mechanisms, all of which 
contribute to more respectful maternity care [37]. However, this finding 
also raises equity concerns, as access to private care is often tied to a 
higher socioeconomic status. This leaves the most vulnerable women, 
usually those with fewer financial resources, to overstretched public 
systems. This finding is consistent with the literature that links women’s 
economic autonomy to reduced exposure to IPV and an increased ability 
to advocate for respectful care [38].

Strengths and limitations

The use of validated and culturally sensitive tools in this study and 
measures taken to enhance participants' confidentiality were key to the 
reliability of its findings. In particular, employing widely validated in
struments for measuring both OV and IPV enhances the accuracy and 
comparability of the results. Additionally, the relatively large urban 
postpartum sample strengthens the robustness and relevance of the 
findings for similar metropolitan populations. The study has several 
limitations. First, the cross-sectional design limits the ability to infer 
causal relationships. Second, recall bias and social desirability bias may 
have influenced participants’ responses, given the sensitivity of the 
topics (OV and IPV). Third, the sample size may have been insufficient to 
detect more subtle associations, warranting cautious interpretation and 
further research with a larger or more diverse population. Fourth, 
because the study included only women who gave birth within a health 
facility and in Addis Ababa − an urban setting − the findings may not be 
generalisable to the broader population. Finally, the study primarily 
focused on women’s experiences of OV and IPV, without incorporating 
detailed data on the characteristics of perpetrators, which may be 
equally relevant in understanding relational dynamics and risk factors.

Implications of the findings

The findings underscore the high prevalence of dual violence, as well 
as the significant co-occurrence of OV and postpartum IPV. This suggests 
that violence is not confined to individual interactions but is instead 
rooted in systemic structures, reinforcing cycles of trauma and inequi
table access to healthcare. Addressing this requires integrated in
terventions that target both structural drivers of disrespectful maternity 
care and the often-overlooked burden of IPV. Therefore, health systems 
must prioritise respectful maternity care and violence prevention and 
response systems for IPV, neglected issues in maternal and reproductive 
health policies [39]. Moreover, community engagement and policy re
forms are critical to dismantling the normalisation of violence in both 
healthcare and domestic settings.

Conclusion

This study revealed a high burden of dual violence among post
partum women in Ethiopia, indicating that mistreatment during child
birth is part of a wider continuum of gender-based violence rather than 
an isolated event. Factors associated with dual violence include lack of 
timely postnatal care, unemployment, and disparities in service expe
riences across facility types, highlighting systemic gaps in maternal 
healthcare. These findings emphasise the need for implementing holis
tic, equity-driven interventions within maternal health systems. Critical 
steps to mitigate risk include enhancing respectful maternity care 
practices, especially in public facilities; expanding economic empow
erment initiatives; strengthening postnatal care and follow-up; and 
integrating IPV screening into maternal health services. Additionally, 
actionable strategies are needed to advance gender equality, value un
paid labour- particularly the care of newborns, and prioritise patient- 
centred care. Importantly, such initiatives must prioritise 

socioeconomically marginalised women and be integrated throughout 
the entire reproductive health continuum. Addressing dual violence 
requires cross-sectoral collaboration and coordinated efforts that extend 
beyond clinical settings to tackle the structural conditions that sustain 
maternal vulnerability. Notably, given the cross-sectional design of this 
study, the associations identified should not be interpreted as causal. 
Future research should explore the psychological impacts of dual 
violence and evaluate its targeted interventions. We believe that this will 
contribute to global efforts to promote safe, respectful, and equitable 
maternity care while also addressing gender-based violence in health
care settings and intimate relationships.
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