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Abstract 

Background  Intimate partner violence (IPV) is the most common form of violence against women. Postpartum 
IPV refers to any type of IPV that occurs up to one year after childbirth and has many adverse impacts on moth-
ers and their children. Considering the lack of sufficient information on the prevalence and factors related to IPV 
after childbirth in Iran, this study aimed to evaluate the frequency and severity of IPV, its different forms, and psycho-
social factors related to IPV, as well as to explore how IPV is perceived among mothers one year after childbirth.

Methods  An explanatory sequential mixed-methods design was used to conduct this study in two phases. The 
first phase is a cross-sectional study that will be performed on postpartum mothers who have a one-year-old child 
referred to health care centers in the southern region of Tehran, Iran, with the aim of determining the prevalence 
of IPV and its related factors. The second phase is a qualitative conventional content analysis study with the purpose 
of exploring women’s experiences and perceptions of IPV and its preventive or protective factors. Purposive sampling 
will be used. Based on the results of the quantitative phase, mothers who are at the two ends of the IPV spectrum 
(based on their total Conflict Tactics Scale (CTS-2) scores) will be selected, and in-depth and semistructured interviews 
will be conducted with them. Finally, the researchers will provide an interpretation of the quantitative results using 
qualitative data.

Discussion  This is the first study that uses a mixed methods approach to explain different dimensions of IPV, its 
related factors, and mothers’ perceptions of it. By providing a better understanding of this phenomenon, it is hoped 
that the results of this research will be used by policymakers and officials of educational and cultural systems to plan 
and provide effective interventions, enact laws, and present educational and cultural programs to prevent IPV 
after childbirth.
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Plain English summary 

Intimate partner violence is the most common form of violence against women, with a higher prevalence in Asian 
and Eastern Mediterranean countries, including Iran. The period after childbirth is a stressful and anxiety-provoking 
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event due to the increased physical, psychological, social, and economic needs of parents, leading to intimate partner 
violence. Studies show that women who experience violence after childbirth face many physical, sexual, and emo-
tional problems. Additionally, it will have a negative impact on their baby. Many factors can lead to intimate partner 
violence, among which psychological factors are among the most important. Therefore, we decided to perform 
a study in two phases with the aim of determining the prevalence and factors related to intimate partner violence. In 
the first phase, we will study Iranian women who have a one-year child living in southern Tehran city and ask them 
to complete questionnaires related to intimate partner violence. In the second phase, we will conduct an interview 
with women who have experienced violence after childbirth to obtain more information about the factors involved.

Background
Intimate partner violence (IPV) is the most common 
complicated form of violence against women [1], affect-
ing 13–61% of women worldwide, with a higher preva-
lence in Asian and Eastern Mediterranean countries, 
including Iran [2].

Postpartum IPV refers to any type of IPV that occurs 
up to one year after childbirth [3]. The postpartum 
period and the transition to parenthood can be stressful 
and anxiety-provoking events due to the increased physi-
cal, psychological, social, and economic needs of parents 
[4, 5], leading to IPV [6]. In a study conducted in Iran, the 
overall prevalence of postpartum IPV was reported to be 
58%, indicating a high prevalence of IPV after childbirth 
[7].

Many studies have emphasized that women who expe-
rience IPV after childbirth face many physical, sexual, 
and emotional problems [8–11]. In addition to mothers, 
IPV has negative impacts on infants, including sleep dis-
orders [12, 13], breastfeeding deprivation [14, 15], being 
at risk for child abuse in the future [16], and social and 
emotional maldevelopment [17].

There are different reasons for increased IPV after 
childbirth, such as the challenge of caring for the new-
born [18], unwanted pregnancy, disappointment of the 
husband with the gender of the baby [7], sleep depriva-
tion of the mother, decreased sexual desire of the mother 
[19] and the inability of the mother to fully satisfy the 
husband’s sexual expectations [7, 20].

Exposure to IPV leads to the development or exac-
erbation of women’s psychiatric disorders, such as 
depression, anxiety, and stress [21]. Among psychiatric 
disorders, depression is considered a predictor of IPV, 
and its screening helps to identify people at risk for 
IPV [22]. Most of the studies have considered depres-
sion as one of the consequences of IPV, but in a few 
studies, the impact of depression on the occurrence of 
IPV has been mentioned [22, 23]. Lipsky et al. showed 
that women’s depression increases the probability of 
IPV by 3.25 times [22]. In another study conducted 
by Lee et  al., depression during pregnancy increased 
the probability of IPV by 2.17 times, and a history of 

psychological problems also increased the odds of 
IPV by 1.53 times [24]. Since IPV can lead to depres-
sion, and depression can be the basis for the forma-
tion of IPV, the relationship between them is complex 
[25]. Exposure to life stressors can also lead to IPV in 
women [26]. The period after childbirth can be par-
ticularly stressful for the mother due to the challenge 
of caring for the newborn and increases the risk of IPV, 
especially for mothers who have limited access to the 
necessary resources [18].

Resilience is a personality trait that helps a person 
adapt to environmental changes and stresses [27]. Jaf-
far Abbas et al. found that there is a significant relation-
ship between resilience, stress, anxiety, and depression 
symptoms and IPV, and resilience can moderate it [28]. 
Studies on psychological factors related to violence 
are limited, and which psychological factors are most 
strongly related to the risk of IPV has not been dis-
cussed. Identifying the psychological factors associated 
with IPV and their impact on the occurrence of IPV 
will help to develop appropriate programs and inter-
ventions to prevent violence [29].

Most of the previous studies emphasized individual 
and/or interpersonal factors related to IPV. However, 
based on the socioecological model, IPV has a multi-
dimensional identity [30, 31]. The social dimension, 
including the structure of society, rules, economic situ-
ation, people’s beliefs, and norms, is among the most 
important factors influencing IPV [32]. Social support 
is one of the factors that plays a very important role in 
reducing women’s vulnerability to IPV [33]. Access to 
social support can moderate the consequences of IPV 
and improve mental health outcomes [34].

Insufficient awareness and lack of access to appropri-
ate information on IPV after childbirth are major bar-
riers to preventing IPV and improving maternal and 
child health [14]. The authors found only one study 
conducted in Iran that investigated the individual and 
interpersonal factors associated with IPV, specifi-
cally after childbirth [7]. Knowing the causal risk and 
protective factors of IPV is particularly important for 
designing interventions that can effectively reduce this 
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problem [35]. Therefore, more studies with a more 
comprehensive perspective on this phenomenon need 
to be carried out to provide sufficient scientific evi-
dence concerning IPV after childbirth. On the other 
hand, given the multidimensionality and complexity of 
the issue of violence, quantitative studies must be com-
bined with qualitative studies to explain the issue and 
find effective solutions and interventions for reducing 
IPV after childbirth [36].

Considering the relatively high prevalence of IPV after 
childbirth in Iran [7, 37] and the lack of supportive laws 
or effective solutions for protecting women in this sen-
sitive stage of their lives against IPV, further research is 
needed. At the time of the writing of this study protocol, 
no mixed-methods research on IPV after childbirth has 
been conducted in Iran to analyze and explain it. There-
fore, we will conduct a mixed-methods study to evalu-
ate the frequency and severity of IPV, its different forms, 
and psychosocial factors related to IPV, as well as to 
explore how IPV is perceived among mothers one year 
after childbirth. The findings of this research will help us 
take a step, albeit to a very small extent, in analyzing and 
explaining IPV to develop screening programs and effec-
tive strategies promoting mothers’ and children’s health 
as the most valuable members of society.

Study aim
This study aimed to assess the prevalence of IPV and its 
associated factors one year after childbirth and to explain 
women’s experiences and perceptions of IPV after 
childbirth.

Specific objectives
The specific objectives of the first phase include the 
following:

✓ determine the frequency and severity of IPV 
(physical, sexual, psychological, and injury-inflicting 
violence) after childbirth;
✓ Determining the relationships between demo-
graphic factors and IPV after childbirth
✓ The relationships between resilience, depression, 
stress, anxiety, and perceived social support and IPV 
after childbirth were determined.
✓ Determining the strategies that mothers use to 
prevent the occurrence of IPV.

The specific objectives of the second phase include the 
following:

✓ Women’s experiences and perceptions of IPV and 
preventive or protective factors should be explained.

Methods/design
The proposed research will be a mixed-methods sequen-
tial explanatory study. In this type of research, the data 
on the quantitative part of the study will be collected 
and analyzed first, and then, based on a need for further 
understanding of the quantitative results, the qualitative 
part will be used to explain and/or interpret the results 
of the quantitative phase. This type of study is very use-
ful when the researcher intends to evaluate relationships 
between variables with quantitative data and to explain 
the reasons for these relationships [38]. The proposed 
study will be designed in two phases: the quantitative 
phase, followed by the qualitative phase. The study pro-
cess diagram is depicted in Fig. 1.

Phase 1: Quantitative study
Study design
In this phase, a cross-sectional study will be conducted 
on postpartum mothers who have a one-year-old child.

Sampling
After obtaining approval from the Research Ethics Com-
mittee of Tehran University of Medical Sciences, 380 par-
ticipants will be selected using cluster sampling from 87 
healthcare centers in 5 districts in southern Tehran. First, 
healthcare centers in southern Tehran will be identified 
using the website of the South Tehran Health Center 
(sthn.tums.ac.ir), and two healthcare centers will be ran-
domly selected from each district by lottery (a total of 10 
healthcare centers). In the next step, the researchers will 
visit the selected healthcare centers to prepare a list of 
mothers who have one-year-old children in each health-
care center based on their electronic health records avail-
able on the SIB website (sib.tums.ac.ir). Then, mothers 
will be randomly selected from the list by the quota crite-
rion using the www.​random.​org website, which generates 
random numbers between two numerical values entered 
on the site. The researchers will screen the selected 
mothers via telephone for inclusion and exclusion cri-
teria, thoroughly explain the objectives of the research, 
and ask eligible mothers to participate in the study. Par-
ticipants will be assured of the confidentiality of their 
personal information and the anonymity of the research 
reports. In the next step, the researchers will ask mothers 
to visit healthcare centers to complete self-report ques-
tionnaires. Considering the large number of question-
naire items, participants were informed that they could 
fill out the questionnaires at home and give them to the 
researchers on a specific date. In addition, the question-
naires will be coded to obtain the necessary informa-
tion in the qualitative phase and to gain the participants’ 
trust. If they agree, a mobile number will be received 

http://www.random.org
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from them, and a questionnaire link will be sent to them 
to complete at home.

Inclusion criteria

–	 All Iranian women who live in southern Tehran, 
who have a one-year-old child, who have at least an 
elementary education, who have lived with their hus-
band in the last year, and who do not have any mental 
disability or illness (mental disability, intellectual dis-
ability, or mental retardation) will be enrolled.

Exclusion criteria

–	 Reluctance to continue participating in the research
–	 Failure to complete the questionnaires at any time 

during the research

Scales and data collection
The quantitative data will be collected using the soci-
odemographic questionnaire, the Conflict Tactics Scale 
(CTS-2), the short form of the Connor-Davidson Resil-
ience Scale (CD-RISC), the short form of the Depres-
sion, Anxiety, and Stress Scale (DASS-21), the Perceived 

Social Support Scale (PSSS), and two questions regard-
ing the strategies mothers suggest to prevent and address 
domestic violence. A literature review suggested that the 
variables of resilience, social support, depression, stress, 
and anxiety may influence the occurrence or severity 
of violence against women [22, 23, 25–27, 34, 39, 40]. 
Therefore, the researchers used the above standardized 
and psychometrically approved questionnaires to meas-
ure these variables in the Iranian population.

a.	 The sociodemographic questionnaire: This question-
naire included items such as age, age at marriage, 
duration of marriage, education level, employment 
status, forced marriage status, number of children, 
unwanted pregnancy status, spouse’s age, spouse’s 
education level, spouse’s occupation, income suf-
ficiency, infant’s gender, satisfaction of the husband 
with the child’s gender, and meeting the husband’s 
sexual expectations.

b.	 Conflict Tactics Scale (CTS-2): This standardized 
tool comprises 78 questions (39 paired items) that 
measure the prevalence and chronicity of IPV against 
men and women in the past year in five dimen-
sions, including negotiation (6 items, emotional and 
cognitive subscales), psychological aggression (8 
items), physical assault (12 items), sexual coercion 

Fig. 1  Diagram of the study process
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(7 items), and injury (6 items). In this study, IPV 
against women was measured by employing 33 ques-
tions from the CTS2 in four dimensions (i.e., psycho-
logical aggression, physical assault, sexual coercion, 
and injury). Mild and severe forms of violence are 
also determined based on questions in each dimen-
sion. Eight response options (0–7) were available for 
measuring the frequency of IPV for each question. 
The scoring process is based on an average score for 
each response choice, as follows: 0 = never; 1 = once; 
2 = twice; 3 = 3 to 5 times (the recommended mid-
point is 4); 4 = 6 to 10 times (the recommended mid-
point is 8); 5 = 11 to 20 times (the recommended 
midpoint is 15); 6 = more than 20 times (the rec-
ommended midpoint is 25); and 7 = not in the past 
1 year but occurring before that. The presence of IPV 
is indicated by response options ranging from 1–6 
for at least one question of any dimension, while the 
absence of 0 or 7 in all dimensions signifies that IPV 
is not present. By adding the average scores for minor 
and severe IPV questions on each dimension, the IPV 
chronicity score was calculated. The internal consist-
ency of the CTS2 was high. According to reports, the 
Cronbach’s alpha coefficients for different scales of its 
English version are between 0.79 and 0.95 [41]. Arda-
bily et al. translated the scales into Persian using the 
forward–backward method. The word “weapon” was 
excluded from the items (19, 20, 47, 48) because it is 
not compatible with Iranian culture. In addition, the 
test–retest method confirmed the reliability of this 
scale [42]. The validity and reliability of the CTS-2 
have been confirmed in several studies [7, 42, 43].

c.	 The short form of the Connor-Davidson Resilience 
Scale (CD-RISC): The original version of the CD-
RISC was designed in 2003 to measure resilience, but 
Campbell-Sills and Stein (2007) developed a 10-item 
version of the scale in 2007. The items are scored on 
a five-point Likert scale from 0 to 4. The total score 
ranges from 0 to 40, with higher scores indicating 
greater resilience [44, 45]. The internal consistency 
of the 10-item version of the CD-RISC has been con-
firmed, with a Cronbach’s alpha value of 0.85 [44]. 
In the study of Salimi et al. (2017), the content valid-
ity of the questionnaire was examined and adjusted 
by 12 experts and faculty members of the Faculty of 
Nursing and Midwifery at Tabriz University of Medi-
cal Sciences, and the results confirmed the content 
validity of the scale with a Cronbach’s alpha value of 
0.82 [46]. In addition, Ghorbani Sani et al. obtained 
a Cronbach’s alpha coefficient of 0.98 for this instru-
ment [47].

d.	 Depression, Anxiety, and Stress Scale (DASS-21): 
The DASS-21 is an abbreviated form of the DASS-42, 

which was developed by Lovibond et al. to measure 
depression, anxiety, and stress. Stress, depression, 
and anxiety are the three subscales of the DASS-21, 
and items are scored on a four-point Likert scale 
from “not at all” (score 0) to “very high” (score 3). For 
each subscale, the minimum and maximum scores 
are 0 and 21, respectively, with higher scores indicat-
ing more severe depression, anxiety, and stress [48].

	 Sahebi et  al. confirmed the reliability of the DASS-
21 for depression, anxiety, and stress subscales in the 
Iranian population, with Cronbach’s alpha values of 
0.81, 0.73, and 0.81, respectively. Moreover, the cor-
relation coefficients between the depression subscale 
and the Beck Depression Inventory, the anxiety sub-
scale and the Zung Self-Rating Anxiety Scale (SAS), 
and the stress subscale and the Perceived Stress Scale 
(PSS) were found to be 0.70, 0.67, and 0.49, respec-
tively [49].

e.	 Perceived Social Support Scale (PSSS): This mul-
tidimensional instrument will be used to examine 
social factors influencing IPV. The 12-item scale was 
designed by Zimet et al. (1988) to measure perceived 
social support provided by family, friends, and sig-
nificant others. According to previous studies, the 
PSSS has good validity and desirable reliability [50]. 
In Iran, Salimi confirmed the overall reliability of the 
PSSS after obtaining Cronbach’s alpha values of 0.86, 
0.86, and 0.82 for the domains of family, friends, and 
a significant other, respectively [51].

Sample size
Partial least squares structural equation modeling (PLS-
SEM) will be used to investigate factors related to IPV. 
Therefore, according to the rule of thumb sample size 
calculation method, 2 to 5 participants must be enrolled 
for each manifest variable, and the minimum required 
sample size will be 250 to 300 individuals [52]. Since 
the researchers examined a total of 76 manifest vari-
ables (CTS-2: 33 items, CD-RISC: 10 items, DASS-21: 21 
items, and PSSS: 12 items), the final sample size was 380 
by considering 5 participants for each manifest variable.

Analysis
The study will use IBM SPSS Statistics version 24 and 
PLS-4 software for data analysis. We will use descrip-
tive statistics (frequency, percentage, mean, and standard 
deviation) to depict the demographic and psychosocial 
characteristics of the participants. The chi-square test, 
independent samples t test, and binary logistic regres-
sion were applied to investigate the correlations of demo-
graphic and psychosocial variables such as resilience, 
depression, stress, anxiety, perceived social support, and 
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postpartum partner support with IPV. Bivariate binary 
logistic regression will be used to establish the unadjusted 
correlation between demographic and psychosocial char-
acteristics and the prevalence of any form of IPV. Inde-
pendent variables that have P values less than 0.2 in the 
bivariate tests will be incorporated into the multivariate 
binary logistic regression model with the Enter strategy 
to measure each of the independent variables’ effects on 
the prevalence of IPV and to calculate the adjusted odds 
ratio (OR) and 95% CI. We are interested in assessing the 
impact of psychosocial factors (resilience, depression, 
stress, anxiety, perceived social support, and postpartum 
partner support) on IPV; thus, in the first step, based on 
a review of previous literature, a conceptual model will 
be drawn, and hypothesized associations will be tested 
with path models using PLS-SEM for model assessment. 
PLS-SEM is a new method for data analysis that has been 
widely accepted by researchers in all disciplines related 
to humanities studies, including medical sciences [53]. 
The proposed model for investigating the relationships 
between these psychosocial factors and IPV is shown in 
Fig. 2.

Phase 2: Qualitative study
Study design
In the next phase, the researchers will conduct a study 
using conventional qualitative content analysis to thor-
oughly explain women’s perceptions of IPV one year 
after childbirth. The results of the quantitative phase that 
need further explanation will be determined and used to 
design the research questions in the qualitative phase.

Sampling
After providing informed consent from the participants, 
qualitative data will be collected via semistructured, in-
depth individual interviews. Mothers who are willing 
to participate in the study will be selected through pur-
posive sampling at the two ends of the IPV spectrum 
(based on their total CTS-2 scores). Before conducting 
the research, the researchers will prepare the interview 
guide and discuss how to focus on the research questions 
to obtain reliable data. They will also ask more in depth, 
exploratory questions based on participants’ responses to 
obtain additional information. These are a few examples 
of interview questions:

–	 Please describe the current state of your life (in the 
period after childbirth).

–	 Has your husband displayed any particular behav-
iors or attitudes that hurt you in the postpartum 
period? Do you remember any issue that has upset or 
annoyed you during the year after childbirth?

–	 Explain how your husband treats you after childbirth.
–	 How do you explain your husband’s feelings (sad vs. 

happy) about birth? What was the sex preference of 
your partner? How does this affect your relationship 
with your husband?

–	 What are the risks and protective factors for IPV 
after childbirth?

–	 What psychosocial factors can lead to IPV after 
childbirth? Please explain about them.

–	 What solutions do you offer to reduce IPV after 
childbirth?

Social Support
stress

Anxiety
Resilience

IPV

Partner Support
Depression

Fig. 2  Path model of associations between psychosocial factors and IPV with the resilience mediator
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After establishing communication with the partici-
pants and providing a brief explanation concerning the 
importance of the research, the researchers conducted 
the interviews at a place and time convenient for the par-
ticipants. The duration of the interviews will depend on 
how willing the participants are to continue the discus-
sion and describe their experiences.

The interviews will be recorded with the permission of 
the participants and then transcribed. The participants 
will later be shown the transcribed interviews to control 
their accuracy. As the interviews continue, new questions 
may be added to the interview guide. In other words, 
the questions in semistructured interviews are not fixed 
in most cases but are flexible and shaped based on the 
course of the interview. The interviews will continue until 
the data are saturated (i.e., no newer information/codes 
can be derived from the interviews).

Inclusion criteria

–	 Willingness to participate in the study
–	 Participants at the two ends of the IPV spectrum 

(based on their total CTS-2 scores)

Exclusion criteria

–	 Mothers who experienced stressful events during the 
study (including divorce, death, or the diagnosis of an 
incurable disease of a close family member) or who 
were diagnosed with mental illness that prevented 
them from participating in an interview session(s) 
were excluded from the study.

Data analysis
After completion and verbatim transcription of the inter-
views, the obtained data will be analyzed in MAXQDA 18 
software using a conventional qualitative content analysis 
approach. The content analysis of the interviews will be 
performed according to the eight-step method proposed 
by Zhang and Wildemuth to analyze the content of the 
qualitative data and determine the themes and categories 
that explain the findings of the quantitative phase of the 
study [54]. This method includes the following steps:

1.	 Preparing data for qualitative analysis: Transcripts 
were read several times to gain a deep and compre-
hensive understanding of IPV after childbirth.

2.	 Defining data analysis units: Coding the text by 
specifying meaningful units (paragraphs, sentences, 

phrases, and words) and ensuring the preservation of 
meaning and content.

3.	 Classification: Placing codes in subcategories due to 
similarity and developing categories based on the 
relationships among subcategories.

4.	 Testing the coding pattern in a text sample: control-
ling the stability of the coding by two members of the 
research team and resolving disagreements in coding 
and categorization.

5.	 Coding the whole text of the interview: Expanding 
the code testing process to the entire text

6.	 Assessment of the coding stability: Rechecking the 
consistency of the coding after full-text encoding

7.	 Extracting conclusions from the coded data: finding 
the specifications and dimensions of the categories 
and identifying the relationships between them.

8.	 This paper presents a report of the findings [55].

Finally, the researchers will combine the findings of the 
quantitative and qualitative phases to present a compre-
hensive interpretation of the results, gain a better under-
standing of the phenomenon of IPV after childbirth and 
its associated factors, and suggest suitable strategies to 
prevent and reduce it.

Ethics approval and consent to participate
Written informed consent will be obtained from all par-
ticipants in both the quantitative and qualitative phases. 
In addition, participants will be assured of the confiden-
tiality of their information and their right to withdraw 
from the study at any time. They will also be informed 
that their withdrawal from the study will not affect the 
quality of services that healthcare centers provide to 
them or their children. Participants who are diagnosed 
with psychological disorders during the research will be 
referred to counselors and psychologists.

Discussion
IPV is a major social, legal, and health problem [56] that 
reflects gender inequality in societies [2]. The first year 
after childbirth is a sensitive and high-risk period for 
the occurrence of IPV or the intensification of previous 
abusive relationships, which have numerous negative 
impacts on the health of the mother and her child [57].

A few studies that have specifically investigated IPV 
after childbirth and its associated factors in Iran have 
revealed the high prevalence of this behavior among Ira-
nian women. According to Motlagh et  al., postpartum 
IPV is more prevalent than reports suggest, but issues 
such as cultural limitations, poor communication, and 
the insensitivity of healthcare providers typically dis-
courage victims from reporting cases of violence [58]. 
In a cross-sectional study, Amiri et al. reported that IPV 



Page 8 of 10Ghelichkhani et al. Reproductive Health           (2024) 21:84 

is highly prevalent one year after childbirth. They also 
identified individual and interpersonal predictors of IPV 
[7]. The proposed study has several strengths and inno-
vations. For example, a mixed-methods research design 
will be used to explain IPV, determine various types of 
IPV and their prevalence, and identify psychosocial fac-
tors associated with this phenomenon. In the quantita-
tive phase of the study, the PLS-SEM method will be 
used to investigate psychosocial factors related to IPV. 
This method allows researchers to construct a network 
of complex relationships to examine the interrelation-
ships among a group of variables [59]. To the best of 
our knowledge, our proposed study is the only one that 
examines the effects of common psychological factors 
in society, such as depression, anxiety, and stress, on the 
likelihood of IPV through path analysis. In addition, the 
qualitative phase of the study will provide researchers 
with invaluable information about women’s perceptions 
and experiences of IPV after childbirth. Additionally, 
this research will investigate IPV against women in the 
southern regions of Tehran. Considering the lower cost 
of living in southern regions than in other regions of 
Tehran, many people from different provinces and eth-
nic groups have migrated to these regions for marriage, 
education, or work. Therefore, it could be argued that 
the participants in the proposed research represent the 
entire population of Iranian women, and the results of 
this research can be generalized to all Iranian women. 
Nevertheless, there is a possibility of some biases related 
to the proposed study, such as recall bias when answering 
questions related to IPV or wish bias, where participants 
will try not to answer specific questions correctly. Con-
sidering the importance and value of the family in Iranian 
culture and the need to preserve the privacy of the family, 
we will probably face challenges in obtaining the consent 
of the mothers to participate in the research.

The proposed study will provide a comprehensive over-
view of different aspects of IPV after childbirth. Creat-
ing a better understanding of IPV after childbirth and 
the psychosocial factors associated with it, in this critical 
period of mothers’ lives, will help the relevant authorities 
and policymakers implement effective measures, enact 
strict laws, and organize appropriate educational and cul-
tural programs for all community members to reduce the 
occurrence of IPV, thereby improving the overall health 
and well-being of women and their children.

In addition, revealing and highlighting women’s per-
ceptions of IPV and its associated factors after childbirth 
can enhance multisectoral collaboration at all levels and 
provide a basis for designing interventions to reduce IPV.
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