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Abstract
Background Globally, 2–14% of women experience intimate partner violence (IPV) during pregnancy. Timely 
response to IPV is critical to mitigate related adverse health outcomes. Barriers to accessing limited IPV support 
services are pervasive in low- and middle-income countries (LMICs), such as Ethiopia; key barriers include mistrust, 
stigmatization, and self-blame, and discourage women from disclosing their experiences. Infection control measures 
for COVID-19 have the potential to further disrupt access to IPV services.

Methods In-depth qualitative interviews were undertaken from October-November 2020 with 24 women who 
experienced IPV during recent pregnancy to understand the needs and unmet needs of IPV survivors in Ethiopia 
amid the COVID-19 pandemic. Trained qualitative interviewers used a structured note-taking tool to allow probing of 
experiences, while permitting rapid analysis for timely results. Inductive thematic analysis identified emergent themes, 
which were organized into matrices for synthesis.

Results Qualitative themes center around knowledge of IPV services; experiences of women in seeking services; 
challenges in accessing services; the impact of COVID-19 on resource access; and persistent unmet needs of IPV 
survivors. Notably, few women discussed the violence they experienced as unique to pregnancy, with most referring 
to IPV over an extended period, both prior to and during COVID-19 restrictions. The majority of IPV survivors in our 
study heavily relied on their informal network of family and friends for protection and assistance in resolving the 
violence. Though formal IPV services remained open throughout the pandemic, restrictions resulted in the perception 
that services were not available, and this perception discouraged survivors from seeking help. Survivors further 
identified lack of integrated and tailored services as enduring unmet needs.

Conclusions Results reveal a persistent low awareness and utilization of formal IPV support and urge future policy 
efforts to address unmet needs through expansion of services by reducing socio-cultural barriers. COVID-19 impacted 
access to both formal and informal support systems, highlighting needs for adaptable, remote service delivery and 
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Background
Intimate partner violence (IPV) - physical, sexual, or 
emotional abuse perpetrated by an intimate partner – 
adversely impacts women’s reproductive, sexual, and 
mental health [1–3]. IPV is pervasive globally; approxi-
mately one in three women experience IPV over the 
course of their lifetime [2, 4]. IPV during pregnancy, 
though less prevalent (2–14%) [5, 6], is of particular con-
cern given its acute health impact to mother and baby 
over a short period of time, with consequences includ-
ing miscarriage, premature labor, low birthweight, and 
maternal depression [7–10]. Research indicates that 
while pregnancy is generally not a point of initiation for 
IPV, pre-existing relationship tension can heighten dur-
ing pregnancy, leading to increased IPV frequency and 
severity [6]. Further, abusive partners may limit access 
to health services, including antenatal and postnatal care 
[6]. Given the severity and potential health effects, timely 
access to services is critical [5, 10].

Pregnancy and the postpartum period are potentially 
pivotal timepoints for health system response to vio-
lence, given multiple points of contact with providers [11, 
12]. Connecting IPV survivors to services is critical for 
health and safety, and counseling on safety strategies may 
decrease subsequent violence and increase safety [10]. 
Globally, however, key barriers remain in accessing IPV 
support services—these barriers are pervasive in low- 
and middle-income countries (LMICs) where communi-
ties normalize violence as a familial issue and stigmatize 
women for help-seeking, and where limited violence 
response services exist [13–15]. Mistrust, stigmatization, 
and self-blame may lead women to seek help only from 
their most trusted sources of support, with little engage-
ment with more formal health structures [16, 17].

Ethiopia is one such context where women suffer a 
severe IPV burden but rarely seek help for the violence 
they experience. Recent Ethiopia Demographic and 
Health Survey data indicate that 27% of ever-married 
women age 15–49 have experienced IPV within the past 
year, and 4% ever experienced IPV during pregnancy 
[18]. Other sources, primarily hospital-based, estimate 
that the prevalence of IPV during pregnancy may be as 
high as 45% [19–21]. Moreover, large-scale surveys likely 
underestimate the true burden of IPV [22]. High preva-
lence is amplified by significant gaps to understanding 
women’s disclosure of IPV experiences and utilization 
of IPV services. More than two-thirds of IPV survivors 

in Ethiopia never disclosed or sought help, and less than 
10% sought help from formal services [18, 23].

With the spread of the COVID-19 pandemic, there is 
concern that infection control measures, such as social 
distancing and stay at home orders, may contribute to 
heightened levels of violence [24, 25]. Additionally, indi-
rect effects of the pandemic, such as loss of income, 
strained social support, and closures of violence response 
services, may further exacerbate IPV and help-seeking 
[25–27]. Several studies have examined the impact of 
the COVID-19 pandemic on women’s health services in 
LMICs [28–30], however, few have sought to understand 
IPV needs and unmet needs from the woman’s perspec-
tive. The purpose of the current study is to understand 
the needs and unmet needs of IPV survivors in Ethiopia 
during the COVID-19 pandemic through in-depth quali-
tative interviews. Our findings elucidate ways to fill these 
gaps to reduce unmet needs and sustain IPV support dur-
ing crisis situations. While the present study objectives 
were specific to the COVID-19 pandemic, notably, many 
of the unmet needs discussed by IPV survivors pre-date 
the COVID-19 pandemic and therefore, a much broader 
discussion of women’s unmet needs for IPV is presented.

Methods
Study design
This qualitative study is situated within the Performance 
Monitoring for Action (PMA)-Ethiopia cohort study, 
a collaboration between Johns Hopkins Bloomberg 
School of Public Health (JHSPH), Addis Ababa Univer-
sity (AAU), and the Ethiopian Federal Ministry of Health 
(FMoH). PMA-Ethiopia collects data on a cohort of 2,879 
pregnant women at pregnancy, 6-weeks, 6-months, and 
1-year postpartum. Enrollment into the cohort began 
in October 2019. The full protocol for PMA Ethiopia is 
detailed elsewhere [31].

A State of Emergency in Ethiopia was declared in 
response to COVID-19 approximately halfway through 
fielding the 6-week postpartum interview (April 8, 2020). 
Specifically, 1,405 6-week interviews were conducted pre-
COVID-19; the remaining 983 occurred after COVID-19 
emergency lockdown procedures eased in early June. Fol-
lowing the 6-week postpartum interviews that occurred 
after the COVID-19 emergency lockdown procedures 
ceased, in-depth interviews contextualized experiences 
of IPV during pregnancy, among a subset of participants 
from Oromiya and Southern Nations, Nationalities, and 
Peoples’ Regions (SNNP; n = 24 interviews total). These 

upstream violence prevention. Public health interventions must strengthen linkages between formal and informal 
resources to fill the unmet needs of IPV survivors in receiving medical, psychosocial, and legal support in their home 
communities.
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regions were selected based on highest baseline preva-
lence of IPV during pregnancy and feasibility.

Study procedures
The qualitative study followed all quantitative data collec-
tion. At the 6-week postpartum surveys conducted after 
COVID-19 emergency lockdown procedures ceased, 
women who indicated any experience of IPV during 
pregnancy per behavioral assessment (Revised Conflict 
and Tactics Scale) [32], were asked if they were interested 
and consented for follow-up interview.

A purposive sampling frame was used to select partici-
pants from 6-week postpartum survey data, with inclu-
sion criteria specifying: (1) completion of quantitative 
6-week post-COVID interview; (2) indication of IPV 
experience via quantitative data; (3) consent to be fol-
lowed up for qualitative interview.

Interviews were conducted from October to Novem-
ber 2020, with participants called prior to interview for 
scheduling considerations. Interview guides focused on 
partner relationships and IPV experiences both prior to 
and during the COVID-19 pandemic, as well as prior to, 
during, and after pregnancy. The remainder of the inter-
view guide focused on IPV response, informal and formal 
discussions, and availability of and helpfulness of ser-
vices; all questions probed on changes in service provi-
sion, access, and quality with the COVID-19 pandemic. 
A separate four-person trained qualitative data collection 

team conducted the qualitative interviews, however, the 
original quantitative data collector joined the qualita-
tive interviewer to help identify the woman’s location 
and identity, as well as explain study procedures. At this 
time, all participants were again asked if they would like 
to participate, and full oral consent procedures were con-
ducted. All interviews lasted approximately 25–30  min. 
Semi-structured interview guides focused on women’s 
experiences with IPV and IPV services. Trained qualita-
tive interviewers (two per interview) used a structured 
note-taking tool to allow probing of experiences, while 
permitting rapid analysis for timely results [33]. Data 
collection continued until feasible sample size was met 
(n = 14 Oromiya; n = 10 SNNP) [34]. Immediately post-
interview, interviewers typed and translated field notes.

Ethical procedures
Training for the qualitative phase preceded data collec-
tion with focus on probing, ethical principles for IPV 
research, and research team protections. All women 
were offered warm referrals, or interviewer facilitated 
referrals, to local support services, including health 
centres equipped with violence and psychosocial sup-
port. Institutional Review Board approval for human 
subjects research, inclusive of oral consent procedures, 
was obtained at both JHSPH (IRB00013278) and AAU 
College of Health Sciences (077/20/SPH), and protocols 
were implemented in line with best practices for violence 
research [35].

Analysis
Two researchers trained in qualitative analysis coded 24 
structured notes using Atlas.ti software. Inductive the-
matic analysis was used to identify emergent themes and 
sub-themes and to create an initial set of codes; the cod-
ers completed this process separately and then joined 
together to compile the initial codebook. Dual cod-
ing (concurrent, separate coding by the two qualitative 
researchers) and retro-coding (redoing the coding should 
disagreements occur) were used to enhance agreement 
between coders and credibility of results, with coders 
meeting after every two transcripts to assess agreement 
and revise as needed. Coders also met and collaborated 
weekly with the field research team to discuss and clarify 
interpretation. Coding was complete when saturation of 
themes was achieved [36]; illustrative quotes were then 
downloaded from Atlas.ti and organized in matrices of 
code sub-themes, which were later aggregated into larger 
themes based on commonality of sub-themes.

Results
Background characteristics of respondents are presented 
in Table 1. Five emergent themes were identified from the 
data: (1) knowledge of IPV services; (2) experiences of 

Table 1 Background characteristics of respondents
Total (N = 24)

Age, mean (sd) 26.8 (7.5)

Region, n (%)
Oromiya 14 (58%)

SNNP 10 (42%)

Residence, n (%)
Rural 19 (79%)

Urban 5 (21%)

Education, n (%)
None 7 (29%)

Primary 13 (54%)

Secondary or higher 4 (17%)

Religion, n (%)
Protestant 9 (38%)

Orthodox 2 (8%)

Muslim 13 (54%)

Marital status, n (%)
Married 22 (92%)

Living with a partner 2 (8%)

Parity, n (%)
0 6 (25%)

1 6 (25%)

2 4 (17%)

3 8 (33%)
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women in seeking IPV services; (3) challenges to access-
ing IPV services; (4) the impact of COVID-19 pandemic 
on access to and utilization of IPV services; and (5) per-
sistent service needs for women experiencing IPV. While 
the intention was initially to explore the influence of 
COVID-19, results indicated that perceived barriers and 
unmet needs largely pre-dated COVID-19.

Knowledge of IPV services
Women had high awareness of informal IPV supports, 
and many shared experiences of seeking help from their 
neighbors, family members, and friends. Community 
elders were often viewed as reliable sources in helping 
couples navigate relationship disagreements.

… if a woman experiences partner violence, she will 
go to her neighbors. Or if it’s possible, the community 
elders will manage the conflict. – IPV survivor, Age 
23, Oromiya

For some women, these were the only sources of support 
known within the community.

I only know about traditional services given by vil-
lage elders and church leaders. Village leaders nego-
tiate with husband and wife. – IPV survivor, Age 25, 
SNNP

For others, they acknowledged that formal IPV supports 
were available locally, but most did not know details on 
how to access or the specific types of services.

…there is women’s affairs office in our area, but 
I don’t know what kind of services they give. I only 
know women who faced gender violence seek their 
services. Otherwise, I don’t have detailed informa-
tion on the type of service they provide. – IPV survi-
vor, Age 18, Oromiya

Experience of women in seeking IPV services
Overall, informal sources from family members, neigh-
bors, and village elders appeared to be the first resources 
women turned to for IPV support. The majority of 
women discussed that these support systems were useful 
for encouraging negotiations between partners, as well 
as offering temporary housing as a way to de-escalate the 
situation.

When such kind of things happen, I immediately 
go to my neighbors. He has a brother in town, and 
I inform him what he said to me and warn him as I 
will go back to my parents’ house. Then, he advises 
him and try to negotiate us. – IPV survivor, Age 25, 

Oromiya
When I had a disagreement with my husband and 
left home, my neighbors followed me to my parents 
and asked me why I left my house. At that time, I 
told them everything. Then the elders back at our 
home, they gave advice to my husband. After the 
elders advised him, he stopped blaming the children. 
There is a change regarding to our relationship. – 
IPV survivor, Age 37, Oromiya
I went to them (community elders) once during my 
first pregnancy when my partner had hit me and 
even threatened me. I went to them and told them 
what he had done to me and they told me that they 
would speak to him and make him stop what he is 
doing to me. After they spoke to him, he agreed to 
not do it… After that incident, he hasn’t beaten me 
and the physical abuse has stopped. – IPV survivor, 
Age 22, Oromiya

These informal sources of support were not always help-
ful, and many women disclosed that community elders 
and village leaders advised them to tolerate rather than 
act on the abuse.

Even if I wanted to go to the police station, the vil-
lage elders didn’t allow us to go there or would keep 
us from going to the police station. It’s not acceptable 
to go to the police station in this community. The vil-
lage elders wouldn’t accept this kind of behavior. It is 
believed in our community that if someone gets mar-
ried, they cannot get divorced or go to the police sta-
tion. Your only choice is to tolerate each other. – IPV 
survivor, Age 42, SNNP

One participant further spoke of poor judgement within 
the village elder system.

There are village leaders here but they’re useless. 
They take bribes and they want the woman to just sit 
and take it. So, I never talk to them. – IPV survivor, 
Age 30, SNNP

Formal services, on the other hand, were a last resort 
for women experiencing IPV. As indicated by many, 
women only sought help from the police (for partner 
arrest, filing for divorce, and negotiation), court (for 
suing the husband/partner, issuing sentences, process-
ing a divorce, and negotiation), health centers (for treat-
ment and sometimes medical certificate), or other formal 
IPV support avenues, when informal support systems 
could not resolve the issue. It should be noted that many 
sought out formal services with the intention of stop-
ping the violence and in hope of keeping their marriage 
intact, rather than ending it, to avoid social and financial 
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repercussions. Legal services (police/court) were sought 
as the last option while women navigated gradually 
through support systems and remained cautious about 
protecting their marriage while doing so.

Getting a divorce isn’t an appropriate thing to do 
in our community. But if there is a problem that’s 
above the capacity of village leaders like death 
threats and the like...am not saying there are any 
situations like that though. In such case, they can get 
help from police and health treatment from health 
center. – IPV survivor, Age 30, SNNP
Women don’t want to take their case to a legal body. 
Here, if a woman experienced violence, the first step 
will be telling her neighbors. Then, if it is impossible 
to solve the problem, she will inform her friends. But 
if it is hard and complicated at this level, she can 
take the case to the court. Women prefer to tolerate 
the violence in their whole life. – IPV survivor, Age 
18, Oromiya

In cases of severe violence, women indicated they were 
able to obtain some relief after seeking help from legal 
services.

I was very hopeless and wanted to die when he hits 
me while I was eight months pregnant. Then I begged 
the police to divorce us and told him as I want to 
live for my children. I also shared my concern as 
he might kill me if I return to my home…The police 
tried to calm me down and I returned home. But he 
(husband) stayed for two days in prison and signed 
a letter as he would never hit me again. – IPV survi-
vor, Age 34, Oromiya
After the police arrested him (husband), he became 
a good person and I start to live as human being. 
Before that, I was living in darkness; I was crying 
day and night. My life was full of sorrow. Now, I 
came out of darkness and feel like I am born again. 
– IPV survivor, Age 34, Oromiya

Challenges to accessing IPV services
Long distance to services and limited availability of for-
mal services at the kebele level hindered women’s access 
to adequate IPV support. Complimentary to the imme-
diate actions offered by the police or court, women’s 
affairs offices provide social and psychological support 
to women who decided to seek legal support and help 
them prevent future violence. Unfortunately, services 
from women’s affairs offices and health facilities seemed 
particularly limited at the local level; one woman stated 
that it took up to four hours to access the closest women’s 

affairs office. These barriers disproportionally impacted 
women who could not afford transportation.

There are community police, but the police station is 
a bit far. Besides, there is no women’s affairs office—
we don’t have that service here. Therefore, if one 
woman experiences partner violence, and if the case 
is complicated, she needs to go to women’s affairs 
office which is only available at the woreda level 
(also known as district, or third-level administrative 
divisions). – IPV survivor, Age 23, Oromiya
There is no police station here in our locality and I 
didn’t even hear about women’s affairs office. There 
is a health facility, but I don’t know whether they 
are working on this issue.” – IPV survivor, Age 17, 
Oromiya
Actually, we have kebele (or neighborhood level) to 
report this case. But most of the [health] services are 
found at the woreda level. Whenever there is part-
ner violence, women might not have money to cover 
their transportation cost. I mean, even if they want 
to go to town, they may not have 10 ETB (0.23 USD) 
for transportation. So, they continue living their life 
with all those challenges.” – IPV survivor, Age 25, 
Oromiya

Tolerance of violence due to economic dependence was 
common. Women with no or insufficient income were 
afraid to report IPV to legal bodies, as they would not 
have enough money to raise their children if their rela-
tionship ended in divorce or separation.

The main challenge is associated with income. If 
women don’t have sufficient income, they are afraid 
to take their case to the court. Because they don’t 
want to get divorced as they don’t have enough 
money to raise their children. – IPV survivor, Age 37, 
Oromiya.

Fear of familial separation and need to preserve the fam-
ily unit further served as a deterrent for women to seek 
formal services.

Women prefer to raise their children no matter what 
violence they have. They will tolerate the violence in 
their whole life… – IPV survivor, Age 18, Oromiya.
Especially, if she has children and no income; how 
can she raise her children? So, she tolerates every 
pain for the sake of her children. – IPV survivor, Age 
29, Oromiya.

Furthermore, some women were fearful that their part-
ners would get angry and abuse them even more if they 
reported their cases to formal resources, like the police. 
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This suggested a need for formal IPV services to not only 
focus on an immediate resolution but also ensure wom-
en’s safety while seeking services.

If a woman reports the case to the police, her hus-
band may harm her; if she has no family around, she 
can’t go anywhere after accusing him. So, she toler-
ates the situation. – IPV survivor, Age: 29, Oromiya.
The other major challenge for not seeking the service 
is fear of their husband. Women might think, if I take 
our case to a legal body, he doesn’t necessarily stop 
the violence. – IPV survivor, Age 18, Oromiya.

The social environment discouraged women from seek-
ing IPV protection in several ways. First, women expe-
rienced victim-blaming when discussing IPV, which was 
most often mentioned while accessing informal ser-
vices. This lack of validation when sharing something 
extremely vulnerable served as a major barrier for future 
help-seeking.

I told my brother how my husband beat me; he 
didn’t trust me, he even said it’s my fault that he 
beat me.... Because no one was going to take my side 
and protect me, I decided not to tell anyone and seek 
help from others. – IPV survivor, Age 42, SNNP
People talk a lot around here and gossip behind your 
back. Because of that, I don’t want to tell anyone. 
There is a woman who works here with me so some-
times we talk. I tell her that he is angry today and 
she advises me, “Leave it to God and just focus on 
your kids”. – IPV survivor, Age 30, SNNP

Lastly, women described the high societal value placed 
on maintaining a marriage. Exposing stories of IPV and 
revealing betrayal between partners are taboo topics even 
within families, let alone the community at large. These 
norms led many women to remain silent about the abuse 
they were enduring.

I haven’t involved anyone so far. I can’t talk about 
my personal life with anyone…even my family. This 
is my problem so no one can help me. – Age: 38, 
SNNP

Impact of COVID-19 pandemic on access to IPV resources
Pre-existing access difficulties were exacerbated by the 
COVID-19 pandemic. Women discussed both direct 
service disruptions and women’s perceptions about ser-
vice closures due to the pandemic and related mitigation 
measures.

When coronavirus pandemic occurred, every sec-

tor was closed like police and women’s affairs 
office except health centers. – IPV survivor, Age 18, 
Oromiya
COVID has an impact on the availability of the ser-
vice. People were talking a lot about its effect, and 
I heard that the police station was closed. I also 
wanted to go to the police twice but changed my 
mind assuming there might not be service during 
this time. – IPV survivor, Age 25, Oromiya

Of note, it was unclear whether women attempted to 
access these services during COVID-19 restrictions, or 
whether there was a perception that these services were 
closed.

Additionally, many mentioned the increase in trans-
portation costs as a factor that placed barriers on 
women attempting to seek formal IPV services during 
COVID-19.

All organizations like women’s affairs office, police 
and court are in the town so, it is difficult to go 
there since the transportation cost increased during 
this coronavirus pandemic. – IPV survivor, Age 28, 
Oromiya

While formal service utilization was impacted by the few 
attempting to seek these services, difficulties attempting 
to access informal services were far greater. Specifically, 
public health control measures such as social distancing, 
stay home orders, and restrictions of on movement hin-
dered women from receiving informal IPV supports from 
neighbors, family, friends, and religious leaders that they 
usually sought pre-pandemic.

Before coronavirus I used to tell the mosque Imam 
and village elders when we have disagreements. But 
after coronavirus, there were movement restriction, 
and I could not meet anyone. – IPV survivor, Age 36, 
SNNP
…But after COVID, things are totally changed. I 
am worried how to discuss with family and friends 
if something happens to me. Because no one goes to 
others house and most of the time we were staying in 
our home. Even if you face any violence during this 
time, it is forbidden to get advice from friends and 
neighbors. – IPV survivor, Age 23, Oromiya

Unmet needs of IPV survivors
Foremost, IPV survivors described a need to better 
understand the types of services offered at each facil-
ity in order to help them make the best choices for their 
situation and navigate these services. Clear guidelines on 
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services offered could further assist in weighing benefits 
of services versus access and cost related drawbacks.

Some women don’t have awareness on this. The other 
women didn’t believe in its benefit. Women might 
think, I don’t get any solution from getting this ser-
vice… People’s understanding levels are not equal. If 
they are educated, they say, it is useful and they seek 
the service but if they are not educated, they say it 
is not that much important and they don’t seek the 
service. – IPV survivor, Age 25, Oromiya

Regarding persistent needs for services, survivors 
emphasized psychosocial counseling. While violence 
could be temporarily stopped through reconciliation or 
more permanently through legal actions, trauma from 
IPV was rarely addressed in either informal or formal 
IPV support. Many women shared the need for psycho-
social services, such as counseling, within more formal 
IPV support services in order to help women recover 
from long-term psychological effects of abuse.

There is no organization that gives psychosocial sup-
port in this area. We (women) advise each other. – 
IPV survivor, Age 35, Oromiya

Survivors further emphasized that this counsel-
ing should also include concrete solutions to assist in 
decision-making.

It is good if there are female advisors so that a 
woman who experiences violence can get this 
advice immediately; this will help her to calm down 
and decide the next step. – IPV survivor, Age 28, 
Oromiya

Lastly, to address unmet need for IPV services due to 
lack of access, expansion of services, especially women’s 
affairs offices at the kebele level, was strongly encouraged.

In my opinion, it is better if police station, women’s 
affair office, court and health center is available at 
kebele level. Now all these services are not near to 
us. – IPV survivor, Age 28, Oromiya
Especially if women’s affairs office is opened here, 
woman who experience violence can access the 
service without any fear. – IPV survivor, Age 29, 
Oromiya

Discussion
Our findings highlight the numerous challenges in help-
seeking in both formal and informal systems and the per-
sistent unmet needs of IPV support for survivors, though 

these needs were not specific to the COVID-19 pan-
demic. Notably, few women discussed the violence they 
experienced as unique to pregnancy, with most women 
referring to IPV over an extended period of time, and 
both prior to and during COVID-19 restrictions. The 
majority of IPV survivors in our study heavily relied on 
their informal network, including, but not limited to, 
neighbors, village elders, friends, parents, and religious 
leaders, for protection and assistance in resolving IPV. In 
Ethiopia, control measures against the COVID-19 pan-
demic limited social interactions and interrupted pub-
lic services. Health care facilities resorted to seeing only 
critical cases, courts reduced the number of sessions, 
and the police released convicts of petty crimes. Though 
formal IPV services remained open throughout the pan-
demic, restrictions left survivors and the larger com-
munity with the perception that services were not being 
provided and this perception may have emboldened 
perpetrators, while discouraging survivors from seeking 
help; notably, no survivors described seeking health ser-
vices during the height of the COVID-19 pandemic.

Consistent with previous studies in Ethiopia and other 
sub-Saharan African countries, IPV and women’s reluc-
tance in seeking formal services is the norm [14, 18, 23]. 
For women who did choose to disclose their experiences, 
they most often chose trusted informal supports within 
their own families and social networks communities; 
these findings are consistent with global help-seeking 
reports and highlight the value of informal supports for 
women experiencing IPV in LMICs [37]. Specifically, 
community elders were discussed as the most known and 
available sources of support, however, the helpfulness of 
elders varied from highly supportive of women’s goals 
and offering temporary housing to potentially harmful by 
prohibiting separation or divorce. While the community 
elder model has been previously identified as a promising 
response system to ensure restorative justice, shortcom-
ings that were discussed also include unequal attention 
to gender power imbalances, with solutions often dispro-
portionately favoring the male partner [38]. Given many 
women’s trust in informal support systems, including the 
elder system, and reluctance to involve more formal ser-
vices, further trauma-informed violence response train-
ing for informal resources could help maximize safety 
and women’s comfort and connection to care, while pre-
serving their rights.

Importantly, COVID-19 control measures affected 
seeking support from the most common sources—
informal IPV resources. Mitigation measures, such as 
social distancing and intermittent restrictions on public 
transportation precluded IPV survivors from temporar-
ily seeking refuge during violent situations or reaching 
out to mediators, such as family or friends, after a vio-
lent situation occurred. In line with work from other 
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settings in sub-Saharan African, many women did not 
want to end the relationship, but preferred to temporarily 
put space between themselves and their partner [39]; as 
such, informal sources may serve not only as sources of 
social support, but also as important safety strategies for 
IPV survivors seeking to de-escalate violence. Equipping 
informal sources with trauma-informed bystander tools 
that provide helpful strategies for listening and respond-
ing to IPV survivors, while minimizing shame and blame, 
may serve as important pathways to enhanced safety 
decision-making and longer-term safety.

Our study further identified important unmet needs of 
IPV support in terms of service availability, accessibility, 
and ease of connection to needed referral services. Sur-
vivors did not feel that medical care, psychosocial sup-
port, and legal protection, though available at a district 
level and above, were tailored specifically to IPV survi-
vors needs. Additionally, the services lacked integration, 
with referral linkages between the different sectors being 
either weak or nonexistent. Our findings are consistent 
with Ethiopian stakeholder perspectives, who described a 
need for coordinated response between response organi-
zations to better support IPV survivors [40]. Fragmented 
service delivery adds to the complexity of navigating the 
available resources, impedes access, and limits the utili-
zation of the services [41]. Cognizant of the shortcomings 
in formal IPV resources, efforts to integrate gender-based 
violence services are currently underway in Ethiopia [42]. 
A one-stop-shop approach, where integrated medical, 
psychosocial, social services, police reporting (if wanted 
and temporary housing (if needed) are available, is cur-
rently being implemented and scaled up across Ethiopia 
[42, 43]. With this scale-up, innovative approaches will be 
necessary to meet service demands, as well as ease survi-
vors’ fears and hesitations with seeking formal services.

Distance to resources and access constraints, including 
transport and money for transport, further emerged as 
key hindrances to accessing IPV formal services—trans-
port-related issues tied to COVID-19 further exacerbated 
these barriers. Among other resources, the Ethiopia’s 
Ministry of Women Children and Youth Affairs provides 
legal and psychosocial support to IPV survivors at differ-
ent levels in the administrative structure, however, the 
closest this office gets to the community is at a district 
level [43]. In rural Ethiopia, where 85% of the population 
lives [18], formal IPV resources are found in district capi-
tals that are located far from the majority of their catch-
ment population. While the scale-up of one-stop stop 
centres throughout Ethiopia remains a potentially prom-
ising support service, a broader integration with ser-
vices closest to women could increase accessibility. For 
example, further training of Primary Health Care Unit 
staff, including Health Extension Workers, in basic psy-
chosocial and medical support for gender-based violence, 

with facilitated referral to more integrated care could 
assist women in accessing these services within their own 
communities.

The study is not without limitations. Our purposive 
sampling of recently pregnant IPV survivors within two 
regions of Ethiopia allowed for in-depth probing of their 
recent violence experiences in light of COVID-19 restric-
tions, however, is not generalizable to all IPV survivors 
within Ethiopia. Participants of this study were predomi-
nantly married women with less than primary level edu-
cation who lived in rural Ethiopia. These characteristics 
imply a higher level of violence and limited self-efficacy 
to respond to violence compared to urban, educated 
women [44, 45]. Further, our rapid note-taking strategy 
allowed for rapid, yet thorough, notes without the use 
of audio recordings to maximize participant confidenti-
ality and ease transcription burden during the height of 
the COVID-19 pandemic. Quotes are meant to be repre-
sentative of the conversation and women’s situations but 
may not be exact quotations nor elucidate further con-
textual details. While confirmation of the interview notes 
by both members of the interview team was utilized to 
ensure women’s stories were accurately portrayed, it is 
possible that a more comprehensive recording method 
would have yielded richer quotes and further contextual-
ization to aid in interpretation of findings.

Conclusion
In conclusion, findings highlight the vast unmet needs of 
IPV survivors in two regions of Ethiopia, the majority of 
which precede the COVID-19 pandemic. These results 
further underscore the importance of women’s empower-
ment and community awareness programs in alleviating 
sociocultural barriers to IPV support-seeking. Commu-
nity-based norms change programs, such as SASA! [46, 
47] and Communities Care [48, 49], could serve as 
important prevention programs to shift gender and 
power dynamics, as well as norms surrounding shame 
with disclosure and help-seeking. Safety decision-aids, 
such as myPlan [50], could further assist with equipping 
bystanders/informal sources of support with important 
safety strategies to de-escalate violence through safety 
plans tailored to women’s situations; such safety decision 
aids may also be helpful for antenatal or postnatal care 
to ensure providers have the tools needs to help women 
enhance safety for themselves and their children. We fur-
ther urge future public health interventions to strengthen 
linkages between formal and informal resources to fill 
the unmet needs of IPV survivors in receiving medi-
cal, psychosocial, and legal support in their home com-
munities. These results are timely given the current 
Ministry of Health efforts to implement one-stop-shop 
centres across Ethiopia; implementation of these centres 
is a major IPV response victory for Ethiopian survivors, 



Page 9 of 10Yirgu et al. BMC Public Health          (2023) 23:725 

however, it is clear from these findings that further 
resources are needed at the community level. Expansion 
of trauma-informed trainings to enhance screening and 
care [12] for kebele-level healthcare providers, including 
health extension workers, with outward, linked refer-
ral to higher level care centers could ease accessibility 
issues, while ensuring that women have necessary access 
to services, namely, acute medical services for pregnant 
women experiencing IPV. Lastly, especially in the era of 
COVID, arranging hotlines and enhancing telehealth will 
be instrumental for routine IPV screening and providing 
resources and support to women experiencing violence.
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