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Abstract

Background: One of the consequences of violence during pregnancy is impaired mother-fetus attachment.
Objectives: The present study aimed at determining the effect of supportive-educational intervention on maternal-fetal attachment
in pregnant women facing domestic violence.
Methods: The current study was conducted on 100 pregnant women subjected to domestic violence by their husbands. The subjects
were selected using convenience sampling method and were randomized to the intervention and control groups. The intervention
group received four sessions of individual supportive-educational intervention, while the control group were provided with routine
care during the same period. Data were collected using the Cranley maternal- fetal attachment scale in the two groups and analyzed
by statistical tests eight weeks after the intervention.
Results: After the intervention, the mean maternal-fetal attachment score was significantly higher in the intervention group than
the control group (80.36 ± 6.75 vs. 65.50 ± 6.78; P = 0.0001).
Conclusions: The study results showed that supportive-educational intervention was effective in promoting maternal-fetal attach-
ment. Therefore, it was recommended that such interventions be integrated in the prenatal care programs of pregnant women
facing domestic violence.
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1. Background

Domestic violence is a global problem and a major pub-
lic health issue in most countries occurring in all socioe-
conomic classes (1). Although applied to violence against
children and the elderly, it often refers to violence against
the wife. Similarly, even though it can be imposed by any
family member, it is often associated with the violence
committed by men (2). Spousal violence refers to any form
of assaultive and coercive behavior pattern that involves
threatening or inflicting physical, sexual, or psychological
abuse committed by the spouse with the intent of creating
fears or gaining control over the victim (3).

Many women experience violence and abuse during
pregnancy (2) and, contrary to the public opinion, preg-
nancy does not prevent the occurrence of violence. In fact,
there is conflicting evidence of whether it increases or de-
creases such violence. In one study, half of the participants

stated that they were insulted and subjected to violence for
the first time during their pregnancy (3). Meanwhile, the
prevalence of violence during pregnancy is much higher in
the developing countries than in the developed countries
(27.7% vs. 13.3%) (4). It is reported that the prevalence of dif-
ferent types of violence during pregnancy in Iran exceeds
60% (5). However, most women prefer to hide domestic vi-
olence due to social stigma, shame, embarrassment, and
fear of reprisal (6).

Pregnancy can even be an excuse for imposing or inten-
sifying domestic violence against pregnant women for var-
ious reasons such as reduced sexual intercourses, miscon-
ceptions about pregnancy, husbands’ abnormal feelings
regarding pregnancy, transition to parenthood, and lack
of balance in couples’ relationship and peace (7). Violence
during pregnancy is an additional threat to the mother
and fetus. Pregnancy alone causes many physical and psy-
chological stresses in the individual, and its association
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with other stressors such as violence can have adverse ef-
fects on both fetus and mother and predict childbirth out-
comes. Violence during pregnancy can lead to these nega-
tive consequences either directly, through sexual or physi-
cal trauma, or indirectly, through subsequent stress (8, 9).

One of the outcomes of this violence is impaired
maternal-fetal attachment to the extent that it is associ-
ated with a poor mother-infant attachment even in the
presence of satisfactory prenatal care (10). Healthy diet,
avoiding high-risk behaviors, having a positive feeling and
impression on fetus, and talking and paying attention to
fetal movements can improve maternal-fetal attachment.
Spousal violence against a pregnant woman reduces her
satisfaction and weakens her attachment behaviors (11). It
seems that stress, anxiety, and depression caused by vio-
lence during pregnancy have direct negative implications
for maternal-fetal relationship. In the same vein, Pires de
Almeida et al., showed that victims adopt a more negative
attitude toward their pregnancy and fetus and are much
more likely to establish a weaker relationship with the fe-
tus (12). In Iran, Jafarnezad et al., reported an inverse rela-
tionship between violence during pregnancy and mother-
infant attachment (13).

Various interventions are proposed for domestic vio-
lence, including cognitive-behavioral therapy and psycho-
logical training in self-esteem, depression, and psycho-
logical distress (14), supportive intervention, defending
women’s rights in relation to reducing violence and im-
proving health indicators (15), and home-based interven-
tions (16). Previous studies also investigated the effective-
ness of different methods such as mindfulness, cognitive-
behavioral therapies, psychological training, and stress
management in reducing the negative physiological out-
comes of violence on mothers, especially nulliparous
women (17). Meanwhile, to the best of authors’ knowledge,
no study is designed and implemented appropriate inter-
ventions to mitigate violence and improve mother-infant
attachment in pregnant women thus far. By combining the
main components of psychological therapies and attach-
ment education, the present study aimed at designing and
testing a short-term supportive-educational program and
exploring its effect on maternal-fetal attachment in preg-
nant women facing domestic violence.

2. Objectives

The current study aimed at investigating the effect of a
supportive-educational intervention on maternal-fetal at-
tachment in pregnant women facing domestic violence re-
ferring to comprehensive care centers.

3. Methods

3.1. Study Design and Participants

The current randomized clinical trial
(IRCT20160924029954N10) was conducted on 100 preg-
nant women facing domestic violence. The subjects
referred to the comprehensive care centers affiliated to
Zahedan University of Medical Sciences to receive prenatal
care in 2018. The inclusion criteria were: the minimum age
of 20 years, gestational age of 20 - 25 weeks, facing spousal
abuse or violence, being subjected to verbal and physical
violence based on the domestic violence screening tool,
the absence of psychiatric disorders (such as schizophre-
nia or bipolar disorder) in women or men, and the absence
of partners’ addiction. The exclusion criteria were lack
of participation or being absent for more than one ses-
sion from the educational program. First, a total of 100
individuals were selected, using convenience sampling
method, from eligible pregnant women facing violence
referred to the designated comprehensive care centers for
prenatal care. Next, they were randomly assigned to the
intervention (n = 50) or control (n = 50) group.

3.2. Measurement

Data collection tool included a questionnaire consist-
ing of three parts. The first part covered demographic in-
formation of the participants and the second part, com-
prised the Cranley maternal-fetal attachment scale. This
tool consists of 24 items with five subscales of role tak-
ing (four items), interaction with the fetus (five items), at-
tributing characteristics to the fetus (six items), differenti-
ation of self from fetus (four items), and self-devotion (five
items). Items are scored based on a five-point Likert scale
(5 = definitely yes, 4= yes, 3 = uncertain, 2 = no, and 1 = def-
initely no). Item #22 is scored inversely. Thus, total score
ranges 24 to 125, higher scores representing more attach-
ment. This scale was used by Tafazoli et al. (18), in previ-
ous studies and its reliability was reported to be accept-
able. In the present study, the overall reliability of the ques-
tionnaire was found acceptable as well (Cronbach’s alpha
= 0.88).

The hurts, insults, threaten, and screams (HITS) scale,
developed by Sherin et al. (19), was used as the third part of
data collection tool in order to screen domestic violence.
This questionnaire consists of four questions focused on
verbal and physical violence and are scored based on a five-
point Likert scale. The possible total score ranges from 4 to
20. Scores higher than 10 indicate being at risk of domestic
violence and the need of seeking educational counseling
or assistance from social support resources. Validity and
reliability of HITS was approved in a study by Mirghafour-
vand et al. (20), in Iran.
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3.3. Procedure

After receiving an official letter of introduction from
the Vice Chancellor for Research and Information Technol-
ogy as well as the Vice Chancellor for Health of the uni-
versity, the researcher referred to the comprehensive care
centers and made the necessary coordination with the rel-
evant authorities to implement the study. When preg-
nant women facing violence were identified through in-
terviews using HITS, the eligible subjects obtaining a mini-
mum score of 10 were selected from the target population
and their written informed consent was obtained. A total
of 143 eligible subjects were examined, of whom 43 were
excluded (25 subjects due to not meeting the inclusion cri-
teria and 18 due to decline to participate). As a result, the
study was conducted and followed up with 100 subjects.
Subsequently, the eligible women were randomly assigned
to the intervention or control group. First, a total of 100
colored balls identifying the study groups (red ball = inter-
vention, white ball = control) were prepared (the random
allocation rule); then, the group to which each woman be-
longed to was determined based on the color of the ball
picked out of the vase. As the eligible subjects were grad-
ually determined, one of the extracted list numbers was
allocated to the selected pregnant women. Both groups
took the pretest by completing the maternal-fetal attach-
ment scale. The intervention group received four sessions
of supportive-educational intervention twice a week based
on the content presented in Table 1. After eight weeks, to
perform the posttest, the scale was completed again by
the intervention group either at home or the care center.
Meanwhile, the control group did not receive any program
other than the routine care. However, in order to observe
ethical considerations, the educational content was also
given to the control group in a booklet (coping and preven-
tive strategies for domestic violence) after the study.

Table 1. Structure and Concept of Sessions Based on the Supportive-Educational In-
tervention

Session Content

1 Getting acquainted with each other, establishing relationships,
and discussing domestic violence and its types, violence cycle, and
violence during pregnancy.

2 Training and practicing emotional disclosure and emotional
release, providing psychological support based on the
client-centered theory.

3 Management of marital conflicts, training problem-solving as well
as conflict-resolution skills, and reducing the risk of victimization.

4 Maintaining communication with the fetus and training
attachment behaviors, sum-up and review.

3.4. Intervention

After reviewing interventional studies and clinical tri-
als on domestic violence in general and violence during
pregnancy in particular, the initial format of supportive-
educational intervention was prepared based on the stud-
ies by Ramos et al. (21), Sapkota et al. (2), and Tiwari et
al. (22). Then, in order to increase the reliability, qualified
experts (including counselors, social workers, and clini-
cal psychologists) were consulted and their views were ap-
plied by the research team. Next, the final protocol was pre-
pared.

The intervention was implemented by (1) an expert
with MSc in Midwifery Counseling and practical experi-
ence in comprehensive care centers and (2) an expert with
PhD in Counseling and practical experience in helping
women facing domestic violence. The time was chosen
in a way that participants feel as comfortable as possible.
The midwifery counselor tried to provide a private environ-
ment to build trust. The intervention was held in a quiet
room at the comprehensive care centers. The time of each
session varied 60 - 90 minutes based on the content of each
session. At the beginning of each session, the objective was
described. Each session was initiated by reviewing the pre-
vious meeting, continued with presenting of the specified
content, answering questions, and clarifying ambiguities
and finally, session ended with setting up the next session.

3.5. Statistical Analysis

After being collected and coded, the data were an-
alyzed using IBM version 21.0. Initially, frequency, per-
centage, mean, standard deviation, and minimum and
maximum values were measured by descriptive statistics.
Paired samples t-test was used to compare pre- and post-
intervention means. Independent samples t-test was later
used to compare mean scores between the two groups. The
significance level in the current study was considered 0.05.

3.6. Ethical Considerations

The study protocol was approved by the Ethics
Committee of Zahedan University of Medical Sciences
(IR.ZAUMS.REC.1397.204).

4. Results

The results indicated that the mean age of the subjects
was 28.58± 4.47 and 29.08± 5.03 years in the intervention
and control groups, respectively. The other demographic
characteristics are shown in Table 2. Independent samples
t-test and chi-squared test showed no significant difference
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between the two groups in terms of all demographic vari-
ables (P < 0.05). But there was a significant difference be-
tween the two groups in terms of the level of education (P
= 0.005).

Table 2. Comparison of the Demographic Characteristics Between the Intervention
and Control Groupsa

Variable Intervention Control P Value

Occupational status 0.99b

Housewife 46 (92) 46 (92)

Employed 4 (8) 4 (8)

Total 50 (100) 50 (100)

Level of education 0.005b

Illiterate 9 (18) 14 (28)

Below high school
diploma

33 (66) 17 (34)

Above high school
diploma

8(16) 19(38)

Total 50 (100) 50 (100)

Pregnancy 0.68b

Wanted 23 (46) 21 (42)

Unwanted 27 (54) 29 (58)

Total 50 (100) 50 (100)

History of domestic violence 0.47b

Yes 40 (80) 37 (74)

No 10 (20) 13 (26)

Total 50 (100) 50 (100)

Age of women, y 28.58 ± 4.47 29.08 ± 5.03 0.52c

Gestational age, wk 22.88 ± 1.68 22.16 ± 1.60 0.03c

Marriage duration, y 9.00 ± 5.12 9.06 ± 4.68 0.06c

aValues are expressed as mean ± SD or No. (%).
bChi-squared test
cIndependent samples t-test

The mean score of violence before the intervention in
the intervention and control groups was 15.26 ± 2.33 and
14.22 ± 1.79, which changed to 11.62 ± 2.05 and 13.28 ± 1.94
after the intervention, respectively. Hence, there was no
significant difference between the two groups in terms of
violence score prior to the intervention. But the results of
independent samples t-test showed that the mean changes
of the violence score was significant in the intervention (-
3.64 ± 2.23) and control groups (-0.94 ± 1.57) (P = 0.0001).

Concerning the main objective of the study, it was re-
vealed that the mean score of maternal-fetal attachment
of pregnant women facing violence in the intervention
group increased from 62.86± 8.03 before the intervention
to 80.36 ± 6.75 after the intervention (Table 3). The results
of independent samples t-test showed that the mean score

of maternal-fetal attachment of pregnant women facing vi-
olence was significantly different between the two groups
after the intervention (P = 0.0001). Moreover, paired sam-
ples t-test suggested an increase in the mean score of
maternal-fetal attachment in both groups in the posttest
as compared to the pretest (P = 0.0001).

5. Discussion

The current study was conducted to determine the
effect of supportive-educational intervention on violence
and maternal-fetal attachment in pregnant women facing
domestic violence. The study findings showed that the
supportive-educational intervention has led to a reduction
in violence against women. Consistent with this finding,
most studies aimed at mitigating violence against women,
especially in the developed countries, confirm that iden-
tifying women facing violence and deploying tailored in-
terventions can help decrease the rate of violence against
this population (14-16). There are few studies on violence
during pregnancy, while these works often tried to reduce
violence. The meta-analysis by Sapkota et al. reported
few such studies. They observed that in spite of the diver-
sity of interventions and methodologies proposed so far,
no study substantially reduced the rate of violence during
pregnancy in the long run (2). The results of the review
study by Leneghan et al. also indicated that empowerment
counseling could significantly reduce the rate of violence
and abuse against women during pregnancy (23).

Counseling has a positive effect on decreasing domes-
tic violence. In this regard, Jahanfar et al. (24), and Van
Parys et al. (25), suggested that counseling contributes
to the relative decline of violence during pregnancy. In
explaining this finding, it could be posited that perhaps
the supportive aspect of individual counseling provided
by the therapist helps decrease violence. Tiwari et al. (22),
and Kiely et al. (3), concluded that supportive counsel-
ing coupled with social and psychosocial support as well
as client-centered therapies such as empathic listening
can alleviate violence, depression, and other postpartum
disorders, which was consistent with the results of the
present study. The psycho-educational dimension of the
current intervention may help reduce the incidence of do-
mestic violence. While implementing the intervention, at-
tempts were made to train healthy communication as well
as problem-solving and conflict-resolution skills so as to as-
sist pregnant women to treat their husbands in such a way
that the risk of spousal violence is minimized. Based on cir-
cular causality in family dynamics, a part of domestic vi-
olence inflicted on women is related to stress, irritability,
psychological vulnerability, and coping as well as interac-
tive strategies with husband. Perhaps the relative decrease
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Table 3. Comparison of the Mean and Standard Deviation of Mother-Fetus Attachment Before and After the Intervention in the Two Groups

Group
Time

Paired Samples T -Test (Before-After)
Before, Mean ± SD After, Mean ± SD Changes, Mean ± SD

Intervention 62.86 ± 8.03 80.36 ± 6.75 17.50 ± 6.44 P = 0.0001

Control 61.34 ± 7.28 65.50 ± 6.78 4.16 ± 2.90 P = 0.0001

Independent samples t-test P = 0.75 P = 0.0001 P = 0.0001

of violence after the intervention in the current study was
due to the effect of the designed intervention on these fac-
tors.

The findings also demonstrated that maternal-fetal
attachment was significantly greater in the intervention
group than the control group. The intervention used in the
current study also featured a supportive aspect, namely
training and practicing techniques to express one’s emo-
tions, emphatic listening to pregnant woman, and pro-
viding psychological support based on a client-centered
therapy. The use of these techniques may lead to a reduc-
tion in the perceived stress of women and further improve
their relationship with the infant. Similarly, Pisoni et al.
(26), believed that mothers experiencing high-risk preg-
nancies, including those facing domestic violence, have
huge psychological stress and distress, which could entail
maternal anxiety and depression, and ultimately under-
mine maternal-fetal attachment. Additionally, women fac-
ing domestic violence are not aware of their emotions to
the fetus, because they are not able to focus on this re-
lationship due to the impact of violence on their mental
state (27).

One of the reasons for the development of maternal-
fetal attachment observed in the present study could be as-
sociated with the educational dimension of the proposed
intervention realized through establishing a favorable re-
lationship with the fetus and training attachment behav-
iors. Instructing attachment behaviors to mothers is a
process including techniques such as counting of the fe-
tal movements and developing affectionate relationships
with the fetus through touching and talking (17).

The current study findings showed that maternal-
fetal attachment in the control group improved signifi-
cantly. Part of the rise in maternal-fetal attachment in both
groups in the present study, as confirmed by Azogh et al.,
can be attributed to the progression of pregnancy (17).

Although the World Health Organization offers clinical
guidelines to address the needs of pregnant women facing
violence, they have not gained a wide acceptance in some
countries. McCauley et al. (28), articulated that domestic
violence is often considered a private issue, which is not
openly discussed by health care providers. Therefore, it is
recommended to design and test practical interventions

that are appropriate to the cultural and social structures of
different populations. This is an especially urgent need in
communities such as Iran where religious orders discour-
age violence against women.

5.1. Limitations

Failure to provide group therapy, significant difference
of level of education between the two groups, short time
follow-up, and small sample size were the limitations of
the current study. It is suggested that future studies be con-
ducted on the effect of group intervention, supportive in-
tervention design tailored to the type of violence, and eval-
uation of long-term effects of the intervention on enhanc-
ing mother-baby bond in postpartum period.

5.2. Conclusions

The short-term supportive-educational intervention
proposed in the current study proved effective in decreas-
ing spousal violence and promoting maternal-fetal attach-
ment. Hence, health care providers are recommended
to screen and identify pregnant women facing violence
and take advantage of various components of this in-
tervention, while designing care programs for vulnera-
ble women. Reducing spousal violence and increasing
maternal-fetal attachment can help foster psychological
well-being of the mother, infant, and family.

Acknowledgments

The authors wish to express their gratitude to the Vice-
Chancellor for Research and Information Technology of Za-
hedan University of Medical Sciences as well as all women
who participated in the study.

Footnotes

Authors’ Contribution: All the authors contributed to
the conceptualization and development of the study as
well as interpretation of data. They all reviewed and edited
the manuscript and approved the final draft. Ali Navidian
supervised the study.

Iran J Psychiatry Behav Sci. 2020; 14(1):e92070. 5

http://ijpsychiatrybs.com


Khalili Z et al.

Clinical Trial Registration Code: The study was
registered in the Iranian Registry of Clinical Trials
(IRCT20160924029954N10).

Conflict of Interests: The authors declared no conflict of
interests.

Ethical Approval: The study protocol was approved by
the Ethics Committee of Zahedan University of Medical Sci-
ences (code No. IR.ZAUMS.REC.1397.204).

Funding/Support: The study did not receive any specific
grant from funding agencies in the public, commercial, or
non-profit sectors.

Informed Consent: Written informed consent was ob-
tained from all participants.

References

1. Mauri EM, Nespoli A, Persico G, Zobbi VF. Domestic violence during
pregnancy: Midwives experiences. Midwifery. 2015;31(5):498–504. doi:
10.1016/j.midw.2015.02.002. [PubMed: 25726007].

2. Sapkota D, Baird K, Saito A, Anderson D. Interventions for domes-
tic violence among pregnant women in low- and middle-income
countries: A systematic review protocol. Syst Rev. 2017;6(1):254.
doi: 10.1186/s13643-017-0657-6. [PubMed: 29233167]. [PubMed Central:
PMC5727941].

3. Kiely M, El-Mohandes AA, El-Khorazaty MN, Blake SM, Gantz MG. An
integrated intervention to reduce intimate partner violence in preg-
nancy: A randomized controlled trial. Obstet Gynecol. 2010;115(2 Pt
1):273–83. doi: 10.1097/AOG.0b013e3181cbd482. [PubMed: 20093899].
[PubMed Central: PMC2917915].

4. James L, Brody D, Hamilton Z. Risk factors for domestic violence dur-
ing pregnancy: A meta-analytic review. Violence Vict. 2013;28(3):359–
80. doi: 10.1891/0886-6708.vv-d-12-00034. [PubMed: 23862304].

5. Fatemi M. Association between domestic violence and skills of live.
Soc Choice Welfare. 2011;11(43):51–60.

6. Spangaro JM, Zwi AB, Poulos RG. "Persist. persist.": A qualitative study
of women’s decisions to disclose and their perceptions of the impact
of routine screening for intimate partner violence. Psychol Violence.
2011;1(2):150–62. doi: 10.1037/a0023136.

7. Hassan M, Kashanian M, Hassan M, Roohi M, Yusefi H. Assessment of
association between domestic violence during pregnancy with fetal
outcome. Iran J Obstetrics Gynecol Infertil. 2013;16(43):21–9.

8. Kaye DK, Mirembe FM, Bantebya G, Johansson A, Ekstrom AM. Domes-
tic violence during pregnancy and risk of low birthweight and ma-
ternal complications: A prospective cohort study at Mulago Hospi-
tal, Uganda. Trop Med Int Health. 2006;11(10):1576–84. doi: 10.1111/j.1365-
3156.2006.01711.x. [PubMed: 17002732].

9. Alizadeh M, Samadirad B, Ravanshad Y, Khamenian Z, Azarfar A. A case
control study of married women under the violence during preg-
nancy in Tabriz. Iran J Obstetrics Gynecol Infertil. 2012;15(32):8–13.

10. Quinlivan JA, Evans SF. Impact of domestic violence and drug abuse
in pregnancy on maternal attachment and infant temperament
in teenage mothers in the setting of best clinical practice. Arch
Womens Ment Health. 2005;8(3):191–9. doi: 10.1007/s00737-005-0079-7.
[PubMed: 15924258].

11. Ghodrati F, Setodeh S, Akbarzadeh M. A study of the effect of domestic
violence on maternal-neonatal attachment in prim gravida women
referred to hospitals affiliated to Shiraz University of Medical Sci-
ences. Biomed Res. 2017;28(8).

12. Pires de Almeida C, Sá E, Cunha F, Pires EP. Violence during
pregnancy and its effects on mother–baby relationship dur-

ing pregnancy. J Reprod Infant Psychol. 2013;31(4):370–80. doi:
10.1080/02646838.2013.822058.

13. Jafarnezad F, Hossainimoghadam V, Soltanifar A, Ibrahimzadeh S. In-
vestigating the relationship between the severity of domestic vio-
lence during pregnancy and mother - infant attachment. J Sabzavar
Univ Med Sci. 2009;16(1):35–42.

14. Arroyo K, Lundahl B, Butters R, Vanderloo M, Wood DS. Short-term in-
terventions for survivors of intimate partner violence: A systematic
review and meta-analysis. TraumaViolenceAbuse. 2017;18(2):155–71. doi:
10.1177/1524838015602736. [PubMed: 26335794].

15. Rivas C, Ramsay J, Sadowski L, Davidson LL, Dunne D, Eldridge
S, et al. Advocacy interventions to reduce or eliminate violence
and promote the physical and psychosocial well-being of women
who experience intimate partner abuse. Cochrane Database Syst
Rev. 2015;(12). CD005043. doi: 10.1002/14651858.CD005043.pub3.
[PubMed: 26632986].

16. Prosman GJ, Lo Fo Wong SH, van der Wouden JC, Lagro-Janssen AL. Ef-
fectiveness of home visiting in reducing partner violence for families
experiencing abuse: A systematic review. FamPract. 2015;32(3):247–56.
doi: 10.1093/fampra/cmu091. [PubMed: 25947931].

17. Azogh M, Shakiba M, Navidian A. The effect of cognitive behavioral
training on maternal-fetal attachment in subsequent pregnancy fol-
lowing stillbirth. J Sch Nurs Midwifery. 2018;24(1):71–83.

18. Tafazoli M, Montakhabasadi M, Aminyazdi SA, Shakeri MT. Relation-
ship between prenatal attachment and duration of exclusive breast
feeding in primiparous women. Iran J Reprod Med. 2014;12(6):125.

19. Sherin KM, Sinacore JM, Li XQ, Zitter RE, Shakil A. HITS: a short domes-
tic violence screening tool for use in a family practice setting. Fam
Med. 1998;30(7):508–12. [PubMed: 9669164].

20. Mirghafourvand M, Mohammad Alizadeh Charandabi S, Asghari Ja-
farabadi M, Asadi S. Comparison of the diagnostic values of HITS and
CTS2 in domestic violence screening. J Hayat. 2016;22(2):175–84.

21. Ramos C, Leal I, Tedeschi RG. Protocol for the psychotherapeutic
group intervention for facilitating posttraumatic growth in non-
metastatic breast cancer patients. BMC Womens Health. 2016;16:22.
doi: 10.1186/s12905-016-0302-x. [PubMed: 27142443]. [PubMed Central:
PMC4855893].

22. Tiwari A, Leung WC, Leung TW, Humphreys J, Parker B, Ho PC. A
randomised controlled trial of empowerment training for Chinese
abused pregnant women in Hong Kong. BJOG. 2005;112(9):1249–56.
doi: 10.1111/j.1471-0528.2005.00709.x. [PubMed: 16101604].

23. Leneghan S, Gillen P, Sinclair M. Interventions to reduce domestic
abuse in pregnancy: A qualitative systematic review. Evid Based Mid-
wifery. 2012;10(4):137–42.

24. Jahanfar S, Howard LM, Medley N. Interventions for pre-
venting or reducing domestic violence against pregnant
women. Cochrane Database Syst Rev. 2014;(11). CD009414. doi:
10.1002/14651858.CD009414.pub3. [PubMed: 25390767].

25. Van Parys AS, Verhamme A, Temmerman M, Verstraelen H. Intimate
partner violence and pregnancy: A systematic review of interven-
tions. PLoS One. 2014;9(1). e85084. doi: 10.1371/journal.pone.0085084.
[PubMed: 24482679]. [PubMed Central: PMC3901658].

26. Pisoni C, Garofoli F, Tzialla C, Orcesi S, Spinillo A, Politi P, et al. Risk and
protective factors in maternal-fetal attachment development. Early
Hum Dev. 2014;90 Suppl 2:S45–6. doi: 10.1016/S0378-3782(14)50012-6.
[PubMed: 25220127].

27. Buchanan F, Power C, Verity F. The effects of domestic violence on the
formation of relationships between women and their babies: “I was
too busy protecting my baby to attach”. J Fam Violence. 2014;29(7):713–
24. doi: 10.1007/s10896-014-9630-5.

28. McCauley M, Head J, Lambert J, Zafar S, van den Broek N. "Keeping fam-
ily matters behind closed doors": Healthcare providers’ perceptions
and experiences of identifying and managing domestic violence
during and after pregnancy. BMC Pregnancy Childbirth. 2017;17(1):318.
doi: 10.1186/s12884-017-1520-4. [PubMed: 28938880]. [PubMed Central:
PMC5610438].

6 Iran J Psychiatry Behav Sci. 2020; 14(1):e92070.

http://dx.doi.org/10.1016/j.midw.2015.02.002
http://www.ncbi.nlm.nih.gov/pubmed/25726007
http://dx.doi.org/10.1186/s13643-017-0657-6
http://www.ncbi.nlm.nih.gov/pubmed/29233167
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5727941
http://dx.doi.org/10.1097/AOG.0b013e3181cbd482
http://www.ncbi.nlm.nih.gov/pubmed/20093899
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2917915
http://dx.doi.org/10.1891/0886-6708.vv-d-12-00034
http://www.ncbi.nlm.nih.gov/pubmed/23862304
http://dx.doi.org/10.1037/a0023136
http://dx.doi.org/10.1111/j.1365-3156.2006.01711.x
http://dx.doi.org/10.1111/j.1365-3156.2006.01711.x
http://www.ncbi.nlm.nih.gov/pubmed/17002732
http://dx.doi.org/10.1007/s00737-005-0079-7
http://www.ncbi.nlm.nih.gov/pubmed/15924258
http://dx.doi.org/10.1080/02646838.2013.822058
http://dx.doi.org/10.1177/1524838015602736
http://www.ncbi.nlm.nih.gov/pubmed/26335794
http://dx.doi.org/10.1002/14651858.CD005043.pub3
http://www.ncbi.nlm.nih.gov/pubmed/26632986
http://dx.doi.org/10.1093/fampra/cmu091
http://www.ncbi.nlm.nih.gov/pubmed/25947931
http://www.ncbi.nlm.nih.gov/pubmed/9669164
http://dx.doi.org/10.1186/s12905-016-0302-x
http://www.ncbi.nlm.nih.gov/pubmed/27142443
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4855893
http://dx.doi.org/10.1111/j.1471-0528.2005.00709.x
http://www.ncbi.nlm.nih.gov/pubmed/16101604
http://dx.doi.org/10.1002/14651858.CD009414.pub3
http://www.ncbi.nlm.nih.gov/pubmed/25390767
http://dx.doi.org/10.1371/journal.pone.0085084
http://www.ncbi.nlm.nih.gov/pubmed/24482679
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3901658
http://dx.doi.org/10.1016/S0378-3782(14)50012-6
http://www.ncbi.nlm.nih.gov/pubmed/25220127
http://dx.doi.org/10.1007/s10896-014-9630-5
http://dx.doi.org/10.1186/s12884-017-1520-4
http://www.ncbi.nlm.nih.gov/pubmed/28938880
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5610438
http://ijpsychiatrybs.com

	Abstract
	1. Background
	2. Objectives
	3. Methods
	3.1. Study Design and Participants
	3.2. Measurement
	3.3. Procedure
	Table 1

	3.4. Intervention
	3.5. Statistical Analysis
	3.6. Ethical Considerations

	4. Results
	Table 2
	Table 3

	5. Discussion
	5.1. Limitations 
	5.2. Conclusions

	Acknowledgments
	Footnotes
	Authors' Contribution: 
	Clinical Trial Registration Code: 
	Conflict of Interests: 
	Ethical Approval: 
	Funding/Support: 
	Informed Consent: 

	References

