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ABSTRACT 

Introduction: Domestic violence and abuse (DVA) during pregnancy poses significant risks to both maternal 

and fetal health, including physical injuries, miscarriage, preterm birth, low birth weight, and stillbirth. 

Exposure to physical, emotional, sexual or economic abuse during pregnancy not only endangers the mother’s 

health but also compromises the well-being and development of the unborn child. Every woman deserves a 

pregnancy journey marked by dignity, security, and care, where both she and her child can thrive without the 

threat of violence. Incidence of DVA increases in pregnancy in 30% cases. Timely intervention is critical to 

identify the women at risk and ensure safe pregnancies. 

We present a case report of one such survivor of DVA who received care at our crisis centre and had a successful 

outcome.  

Case Details: This study presents the case of Priya (name changed), 28-year-old woman who experienced 

emotional, financial, and physical abuse during her pregnancy. This was picked up in her antenatal period and 

she was referred to the Raahat crisis centre (catering to survivors of DVA). Priya received counselling, medical 

care, and family interventions that facilitated accountability and behavioural change among her abusers. She 

was provided with continuity of care by obstetrician and midwife during her pregnancy and childbirth. Through 

this comprehensive support, she was able to navigate her pregnancy safely and give birth to her child in a secure 

and supportive environment. This case highlights the importance of targeted interventions in enabling survivors 

of DVA to achieve safe births and positive maternal and child outcomes. 

Conclusion: Her journey is a testament that with timely identification, individualised intervention and 

collaborative care in pregnancy, survivors of DVA can reclaim their strength and have a positive birthing 

experience. 
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INTRODUCTION 

Domestic violence and abuse (DVA) is a major public health issue affecting women globally, particularly during 

their reproductive years. Globally, 1 in 6 women are victims of domestic violence and abuse [1]. In India, the 

National Family Health Survey (NFHS-4) estimates 1 in 3 married women to be subjected to DVA with physical 

violence being the most common (30%), followed by emotional violence (14%) and sexual violence (7%) [2]. 
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Pregnancy does not protect women from violence. Instead, it may trigger the onset or escalation of abuse in 

some relationships [3]. 

DVA during pregnancy includes physical, emotional, sexual, and financial abuse and is associated with adverse 

maternal and neonatal outcomes. Studies have demonstrated links between violence during pregnancy and 

increased risk of miscarriage, preterm birth, low birth weight, fetal growth restriction, and maternal mental 

health disorders such as anxiety, depression, and post-traumatic stress disorder [4-6]. Psychological stress and 

trauma related to abuse may also result in poor antenatal care attendance and reduced health-seeking behaviour 

[7]. 

Healthcare interactions during pregnancy provide a crucial opportunity for identifying women experiencing 

DVA and initiating early intervention. Professional guidelines recommend routine inquiry about DVA during 

antenatal care and emphasize the role of healthcare providers in ensuring safe disclosure, documentation, and 

referral [8]. This case study presents the journey of a pregnant woman experiencing domestic violence and 

highlights how timely identification, multidisciplinary intervention, and continuity of obstetric care led to a safe 

pregnancy and favourable birth outcome. 

 

METHODOLOGY 

This manuscript adopts a qualitative descriptive case study approach based on clinical records and service 

documentation from a hospital-based crisis centre for survivors of domestic violence. The case was anonymized 

using a pseudonym, and identifying details were altered to maintain confidentiality and ethical integrity. 

Data included patient history, psychosocial assessment, interventions provided, and maternal and neonatal 

outcomes. The case was contextualized using relevant peer-reviewed literature and clinical guidelines to support 

interpretation and discussion. This approach enables detailed examination of individual experience while linking 

findings to broader clinical and public health evidence. 

Our hospital-based crisis centre (Raahat) caters to survivors of DVA. We get referrals from the clinics as well as 

walk-ins who have seen our centre details on social media and hospital website. The centre provides 

compassionate, confidential, and coordinated support, including clinical care, counselling, legal and police 

referrals, skill-building opportunities, and livelihood assistance. In addition to direct survivor services, the centre 

prioritises training and sensitisation of healthcare providers and other hospital staff. It also conducts community 

awareness campaigns to promote understanding and prevention of domestic violence and abuse. 

 

CASE REPORT 

Patient Information 

Mrs Priya* (name changed to protect identity) was a 28-year-old woman, gravida 1, referred from the Obstetrics 

Outpatient Department to the Raahat Crisis Centre during her first pregnancy. She was a graduate in 

engineering, employed as a software professional, and was married to Mr Santosh* (name changed to protect 

identity) since the past 2 years. Theirs was a love marriage against the wishes of the family members.  
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Clinical Presentation 

During antenatal care, Mrs Priya disclosed experiencing emotional, financial, and physical abuse by her husband 

during pregnancy. Her husband was not working, and she was the sole bread-earner in the family. She reported 

persistent feelings of anxiety, loneliness, emotional exhaustion, and uncertainty about her future. The abusive 

environment had significantly affected her mental well-being and sense of safety. 

 

Interventions 

Following disclosure, Mrs Priya received comprehensive support through a multidisciplinary model of care. 

Individual counselling sessions focused on emotional support, validation of experiences, safety planning, and 

strengthening coping strategies. She was informed about her rights and available support services. 

Medical care was continued under the supervision of an obstetrician, with coordinated support from a midwife 

to ensure continuity of care throughout pregnancy and childbirth. Multiple couple counselling and family 

counselling sessions were conducted, addressing communication issues and abusive behaviours while 

prioritizing patient safety. 

Outcome 

Over the course of pregnancy, positive engagement with interventions was observed. Mrs Priya reported 

improvement in her partner’s behaviour and increased family support. Her husband increased his efforts to find 

employment and did so successfully by the end of the pregnancy. She was able to continue her pregnancy in a 

more secure and supportive environment. 

She delivered a healthy baby girl at term. The intrapartum and postnatal periods were uneventful, and both 

maternal and neonatal outcomes were favourable. 

 

DISCUSSION 

This case demonstrates the complex relationship between domestic violence and pregnancy outcomes and 

underscores the importance of early identification and integrated care. DVA during pregnancy has been 

consistently associated with adverse maternal and neonatal outcomes, including preterm birth and low birth 

weight. Biological mechanisms such as chronic stress, elevated cortisol levels, and inflammation may contribute 

to these outcomes [5,6]. 

Emotional and financial abuse, though often under-recognized, can be equally harmful. Psychological abuse has 

been linked to antenatal depression and anxiety, which independently increase the risk of obstetric complications 

[7,9]. Mrs Priya’s symptoms of emotional distress and uncertainty are consistent with findings in existing 

literature. 

Pregnancy offers a critical window for screening and intervention due to repeated healthcare contact. 

Professional bodies such as the American College of Obstetricians and Gynaecologists recommend routine 

screening for DVA as part of comprehensive antenatal care [8]. Evidence suggests that counselling and 

advocacy interventions can reduce violence exposure and improve quality of life for pregnant women [10]. 

Hospital-based crisis centres provide a safe environment for disclosure and enable coordinated access to 

medical, psychological, legal, and social support services. Continuity of care through obstetricians and 

midwives further enhances patient trust and engagement. While reconciliation occurred in this case, it is 
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essential that all interventions remain survivor-centred and safety-focused, recognizing that reconciliation may 

not be appropriate or safe in many situations. 

This case also emphasizes the need for incorporating domestic violence awareness and response training into 

medical education. Improved provider competence can enhance screening, documentation, and referral, 

ultimately improving maternal and neonatal outcomes [11]. 

 

CONCLUSION 

This case highlights that timely identification of domestic violence during pregnancy, combined with 

individualized counselling and multidisciplinary collaboration, can lead to positive maternal and neonatal 

outcomes. Pregnancy-related healthcare encounters are critical opportunities for intervention and support. 

Integrating routine DVA screening, crisis centre services, and continuity of obstetric care can empower 

survivors, improve mental health, and promote safe birth experiences. Strengthening training and awareness 

among healthcare providers remains essential to addressing domestic violence as a component of comprehensive 

maternity care. 

 

 

 

 

 

                     Figure 1: poster for Raahat Crisis centre with helpline number. 
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