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Abstract

This study aimed to analyze whether there is an association between intimate 
partner violence during pregnancy and time to return to sexual activity after 
childbirth in the BRISA cohort in São Luís, Maranhão State, Brazil, between 
2010 and 2013. This is a longitudinal study conducted with 665 women. In-
timate partner violence during pregnancy was measured using an instrument 
created and validated by the World Health Organization to measure violence 
against women. Time to return to sexual activity after childbirth was inves-
tigated using a structured questionnaire. Logistic regression models were used 
to analyze whether there is an association between intimate partner violence 
during pregnancy and time to return to sexual activity after childbirth. The 
prevalence of violence by an intimate partner during pregnancy was 24.06%. 
The prevalence of women who returned to sexual activity within 3 months 
after childbirth was 67.96%. When analyzing the association between expo-
sure and outcome, no association was found in the crude model (OR = 0.88; 
95%CI: 0.60-1.30), nor in the adjusted model (OR = 1.00; 95%CI: 0.61-1.63). 
The study results highlight the importance of providing comprehensive care to 
women, considering both physical and psychological aspects, since violence has 
a significant impact on several aspects of women’s lives.
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Introduction

Violence against women is intrinsically linked with social, historical, and cultural aspects, reflecting 
the long history of gender inequality and oppression. Since ancient times, a patriarchal system has 
existed with undeniable submission to the dominant gender and in which men had economic, politi-
cal, and sexual control over women. These gender norms, rooted in culture, often perpetuate violence, 
undermining women’s autonomy and well-being 1.

Intimate partner violence represents a serious public health problem and affects women all over 
the world 2. The phenomenon of violence against women can occur in different ways, affecting physi-
cal, property, psychological, moral and/or sexual aspects 3 in women of different ages, origins, ethnici-
ties, social classes, marital statuses, education levels, and sexual orientations 4.

The pregnancy-puerperal cycle is a period in which more protection and care are expected for 
the mother-child binomial 5; however, national and international studies report a high prevalence of 
intimate partner violence during pregnancy 6,7,8,9,10,11. The occurrence of violence during this period 
or after birth is a reason for concern, as it can trigger obstetric complications that affect the health and 
quality of life of the mother and the fetus/neonate 12.

Pregnant women exposed to a situation of violence are more vulnerable to psychological suffer-
ing, with increased levels of stress, sadness, anguish, mental disorders, and suicidal ideation. It can 
lead to low adherence to prenatal care, risk of gynecological and obstetric problems such as urinary 
and vaginal tract infections, prenatal hospitalizations, serious maternal morbidities, and risk of mis-
carriage, intrauterine growth restriction, prematurity, perinatal death, and breastfeeding problems. 
In addition to physical and psychological consequences, it is believed that intimate partner violence 
may be related to sexuality after childbirth, but this relationship has not been fully explained in the 
literature 13.

Historically, women’s sexuality has often been ignored, discouraged or reduced to the role of 
reproduction, and during the postpartum period, this issue is even more neglected due to the focus 
on motherhood 14. The arrival of a child involves a number of emotional and social changes in the 
life of the woman, the family, and the parents, including hormonal, anatomical, psychological, and 
social changes, as well as different types of dissatisfaction regarding female health. In this period, 
up to 86% of women make sexual complaints, particularly in relation to dyspareunia and decreased 
sexual desire 15.

The main concerns expressed by women during this period include fear of pain, fear of a new 
pregnancy, baby care, and insecurity about their own bodies 16, in addition to anxiety and depression, 
particularly in the immediate postpartum period 17.

Although many women report a decline in sexual interest or desire after childbirth, about 80% of 
couples return to sexual activity within 12 week of childbirth. After six months, most women have 
resumed sexual intercourse and, after 12 months, most of them consider their sexual life similar to 
the pre-pregnancy period 18.

However, this period can vary, as several factors can influence sexual function and the return to 
sexual activity after childbirth, such as maternal age, breastfeeding, depression, tiredness, sexual inac-
tivity in the first trimester of pregnancy, presence and degree of perineal injuries, body image after 
childbirth, concern about a new pregnancy, and urinary infection 19,20.

Sexuality has different meanings and expressions that are experienced by every woman in her 
daily life, making it an important aspect to be emphasized and referred to specialized care 21. Under-
standing how women experience sexuality after childbirth is required, since expectations for this 
period are not always similar, with distinct changes, contexts, and challenges 22.

In the context where women are exposed to violence, negotiations of sexual practices after child-
birth may be more difficult, as they are subjected to the oppression of their violent partners. Also, a 
significant number of women do not receive information or guidance on sexual health during preg-
nancy, including when to return to sexual activity after childbirth 23. These women often return to 
sexual activity without desire, just to maintain intimacy and fulfill the expectations of their partners, 
which can contribute to the emergence of sexual health problems 24.

Although violence and sexual concerns are frequent problems in the pregnancy-puerperal cycle, 
studies on intimate partner violence and its relationship with women’s sexuality are still limited. 
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There is a lack of studies that assess the physical and mental impacts of violence on women’s sexuality, 
particularly longitudinal studies. Therefore, our study aims to analyze whether there is an association 
between intimate partner violence during pregnancy and time to return to sexual activity after child-
birth in the BRISA prenatal cohort, in the city of São Luís, Maranhão State, Brazil.

Methods

Study design

This is a longitudinal study conducted with data from the cohort for the study Etiological Factors of 
Preterm Birth and Consequences of Perinatal Factors for Infant Health: Birth Cohorts in Two Brazilian Cities – 
BRISA. The cohort began in 2010 and took place in São Luís and Ribeirão Preto (São Paulo State), with 
data collected in three stages: prenatal (baseline); 1st follow-up (at birth); and 2nd follow-up (between 
12 and 35 months after childbirth). Our study used data from the three stages in the city of São Luís 25.

Study site

São Luís is the capital of the state of Maranhão, the main city in the Greater São Luís Metropolitan 
Region. In 2010, the city had 1,014,837 inhabitants, with 375,093 women at childbearing age (10 to 
49 years old), and an estimated population of 15,259 pregnant women 26.

Participants and sample

A convenience sample was used in the prenatal phase. Pregnant women were contacted at a prenatal 
visit conducted up to the 5th month of pregnancy; they should have been submitted to at least one 
obstetric ultrasound exam before the 20th week of pregnancy, and have a single fetus and gestational 
age between 22 and 25 weeks at the time of data collection. In total, 1,447 pregnant women were 
interviewed from February 2010 to June 2011 27.

Childbirths of pregnant women occurred from May 2010 to November 2011. A total of 1,381 
mothers were interviewed once again within 24 hours after birth, constituting the childbirth sample.

The 2nd follow-up was conducted between September 2011 and March 2013. Participants were 
invited by telephone to attend the Maternal and Child University Hospital (HUMI, acronym in Por-
tuguese), Federal University of Maranhão (UFMA, acronym in Portuguese), when the children were 
between 12 and 35 months old. In total, 1,151 mothers were interviewed; of those, 1,081 reported 
having suffered or not violence during pregnancy. For the purposes of this study, 416 interviewees 
who reported violence by another person were excluded, totaling 665 participants who did or did not 
suffer intimate partner violence during pregnancy (Figure 1).

Data collection instruments

For data collection, interviews were conducted at three moments, with the application of structured 
questionnaires.

Exposure variable

Violence during pregnancy was assessed using the World Health Organization Violence Against Women 
instrument (WHO VAW) 28, validated in Brazil 29, which has 32 self-administered questions, which 
investigates whether the woman has suffered violence during the current pregnancy and in the 12 
months before that. The questionnaire has questions related to the occurrence and frequency of dif-
ferent types of violence (psychological, physical, and sexual violence).

In this study, exposure meant suffering intimate partner violence during pregnancy. This variable 
was measured through the question: “Who did this to you?” with the possible answers in the question-
naire: “current husband/partner/boyfriend”, “ex-husband/partner/boyfriend”, “father”, “stepfather”, 
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Figure 1

Flowchart of the population and sample of BRISA cohort participants analyzed in the study. São Luís,  
Maranhão State, Brazil.

Source: prepared by the authors.
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“mother”, “stepmother”, “brother/sister/other family member who lives in the same house”, “family 
member who does not live with you”, “neighbor or other acquaintance”, “other”, and “there was no vio-
lence”. In this study, this variable was grouped into two categories: “those who did not suffer violence”, 
and “those who suffered intimate partner violence during pregnancy (current or former partner)”.

Outcome variable

Time to return to sexual activity after childbirth was investigated using a questionnaire applied to 
mothers at the 2nd follow-up with the question: “When did you resume sexual activity after child-
birth?”. The answers were: “0 to 14 days after birth”, “30 days after birth”, “1 to 3 months after birth”, 
“3 to 6 months after birth”, “9 months after birth”, “has not yet returned to sexual activity”, and “I don’t 
know”. However, in this study, we chose to categorize it as “up to 3 months after birth” and “3 months 
or more after birth”. The criteria to define this cutoff point were based on the literature, which shows 
that several factors can influence sexual function and the return to sexual activity immediately after 
childbirth, leading to reduced sexual interest or desire during this period 18,19,20.

Complementary variables

The following covariates were used: (i) age, in years, of the pregnant woman (14-19, 20-24, 25 or 
more); (ii) skin color (white, black, mixed-race, yellow) 30; (iii) education of the pregnant woman, in 
years of study (0-8, 9-11, 12 or more); (iv) marital status of the pregnant woman (married, in a consen-
sual union); (v) number of children in the household (no children, 1, 2 or more); (vi) occupation of the 
pregnant woman (no job, manual workers, non-manual workers); (vii) economic classification using 
the Brazilian Economic Classification Criteria 31 (A/B, C, D/E); (viii) partner’s age, in years (16-19, 
20-24, 25 or more); (ix) partner’s education, in years of study (0-8, 9-11, 12 or more); (x) pregnancy 
planning (yes, no); and (xi) type of delivery (vaginal childbirth, cesarean section).

Continuous variables of the pregnant woman’s mental health were also assessed, such as level of 
perceived stress using the Perceived Stress Scale (PSS-14) 32; anxiety symptoms using the Beck Anxiety 
Inventory (BAI) 33; and symptoms of depression using the Center for Epidemiologic Studies-Depression 
scale (CES-D) 34. Social support was determined using the Medical Outcomes Study scale (MOS), trans-
lated into and adapted for Portuguese 35, with the results categorized as appropriate and inappropri-
ate, using the upper tertile as the cutoff point 36.

Data analysis

First, distributions of continuous variables were evaluated using the Shapiro-Wilk test for descriptive 
analyses. Absolute and relative frequency of categorical variables, median, and interquartile range 
of continuous variables were calculated. According to time to return to sexual activity after child-
birth, categorical variables were compared using the chi-square test and continuous variables were 
compared using the Mann-Whitney test. A directed acyclic graph (DAG) was created in DAGitty 3.0 
(http://www.dagitty.net/), which identified the minimum set of adjustment variables to minimize 
possible confounding biases, selecting the following variables: maternal social support, economic 
classification, skin color of pregnant woman, education of pregnant woman, education of intimate 
partner, history of violence, age of pregnant woman, age of intimate partner, occupation of pregnant 
woman, pregnancy planning, and marital status of pregnant woman (Figure 2). To assess the associa-
tion between intimate partner violence during pregnancy and time to return to sexual activity after 
childbirth, logistic regression was used (crude and adjusted analysis) and the odds ratio (OR) was 
calculated with respective 95% confidence intervals (95%CI).

Statistical analysis of data was performed using Stata 14.0 program (https://www.stata.com).
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Figure 2

Directed acyclic graph for the association between intimate partner violence during pregnancy and time to return to sexual activity after childbirth. 
BRISA cohort, São Luís, Maranhão State, Brazil.

Source: prepared by the authors, using the DAGitty 3.0 software (http://www.dagitty.net/).

Ethical aspects

The study met the criteria of Resolution n. 466/2012 of the Brazilian National Health Council. Every 
participant signed an informed consent form. The project was approved by the Research Ethics Com-
mittee of the HUMI/UFMA (opinion n. 223/2009, report n. 4771/2008-30).

Results

The analytical sample of this sample consisted of 665 participants. Among them, 67.96% reported 
having returned to sexual activity within 3 months after childbirth. Most pregnant women were 25 
years old or more (61.05%); self-declared mixed-race (66.92%), and had between 9 and 11 years of 
education (75.79%). Regarding marital status, 72.03% were in a consensual union, 54.89% did not 
live with children at the time of the interview, and 49.92% had no job. Regarding intimate partners, 
74.14% of the participants reported their partners were 25 years old or more and 74.59% reported 
their partners had between 9 and 11 years of education. Most participants (69.32%) were from C 
socioeconomic group.

Regarding intimate partner violence during pregnancy, 24.06% of participants reported such vio-
lence. Regarding intimate partner violence 12 months prior to pregnancy, 25.26% reported it. Also, 
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74.89% of pregnant women reported inappropriate social support, 59.1% said they had not planned 
the pregnancy, and 52.03% of mothers reported vaginal delivery.

A significant difference was observed in time to return to sexual activity after childbirth in relation 
to some variables such as partner’s education and type of delivery. Regarding the presence of stress, 
and symptoms of anxiety and depression, the participants presented median of 21 (17-26) points on 
the PSS-14 scale, 14 (8-23) points on the BAI scale, and 10 (6-18) points on the CES-D scale (Table 1).

When analyzing the association between intimate partner violence during pregnancy and time to 
return to sexual activity after childbirth, no association was observed in the crude model (OR = 0.88; 
95%CI: 0.60-1.30) or in the model adjusted for possible confounding variables (OR = 1.00; 95%CI: 
0.61-1.63) (Table 2).

As a sensitivity analysis, we assessed the association between each type of violence and time to 
return to sexual activity after childbirth (Table 3).

Discussion

The findings of this study did not show any association between intimate partner violence during 
pregnancy and time to return to sexual activity within 3 months after childbirth and more than 3 
months after childbirth.

Although intimate partner violence against women can be considered a global problem, existing 
evidence is still not sufficient to explain different issues resulting from this phenomenon that nega-
tively affect maternal and child health.

According to a literature review, only one study was found evaluating the relationship between 
intimate partner violence and sexual issues after childbirth related to depression. This review assessed 
700 women treated in basic health units located in the west zone of São Paulo and did not show any 
association between studied exposure and outcome 37, in agreement with the results found in our 
study.

A common aspect between the two studies is the fact that they both assessed violence during 
pregnancy, ignoring violence that occurred after childbirth, a situation that may have influenced the 
results, as recent violence has a stronger impact on women’s health 38 and, consequently, may affect 
the return to sexual activity after childbirth.

Data about violence were collected only in the second trimester of pregnancy; therefore, the 
results reflect responses to questions about episodes of violence that occurred at two specific 
moments (before and during pregnancy). However, although violence in the postpartum period was 
not assessed in our study, it is important to consider that suffering violence during a delicate period 
such as pregnancy can be a predictor of future violence. A longitudinal study conducted with 1,083 
women in Hong Kong to investigate the trajectory of partner violence before, during, and after preg-
nancy observed that a high proportion of women suffered intimate partner violence continuously 
during pregnancy and after childbirth 39.

In our study, the prevalence of women who suffered intimate partner violence during pregnancy 
was lower (24.06%) when compared to women who did not suffer intimate partner violence (75.94%). 
This result may suggest an underestimation of cases. According to the literature, several factors may 
obstruct the production of data on violence and pregnancy, including feeling of guilt, shame, fear and 
stigma that women who are victims of violence experience 40, as well as inadequate or late access to 
prenatal care, which may occur due to prohibition by the partner or deep psychological stress expe-
rienced by the pregnant woman 41.

Most women (67.96%) in our study reported return to sexual activity within 3 months after child-
birth. Physical, psycho-emotional, and sociocultural aspects can inhibit desire, arousal, and lubrica-
tion, influencing the return to sexual activity in the postpartum period. Around half of women return 
to sexual activity between 5 and 6 weeks after childbirth, and around 90% are already sexually active 
3 months after childbirth. However, when they do not return to sexual activity more than 12 weeks 
after childbirth, the situation must be evaluated, which may indicate a worse sexual prognosis and 
sexual inactivity 15,42.
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Table 1 

Characterization of general sample and prevalence of return to sexual activity after childbirth according to demographic and socioeconomic variables 
and health conditions of participants in the BRISA cohort. São Luís, Maranhão State, Brazil, 2010-2011 (n = 665).

Characteristics General sample 
(n = 665)

Return to sexual activity after childbirth p-value *

Within 3 months More than 3 
months

n (%) n (%) n (%)

Age of pregnant woman (years) 0.92

14-19 65 (9.77) 43 (66.15) 22 (33.85)

20-24 194 (29.17) 131 (67.53) 63 (32.47)

25 or more 406 (61.05) 278 (68.47) 128 (31.57)

Skin color of pregnant woman 0.49

White 113 (16.99) 78 (69.03) 35 (30.97)

Black 97 (14.59) 66 (68.04) 31 (31.96)

Mixed-race 445 (66.92) 299 (67.19) 146 (32.81)

Yellow 10 (1.50) 9 (90.00) 1 (10.00)

Education of pregnant woman (years of study) 0.25

0-8 76 (11.43) 56 (73.68) 20 (26.32)

9-11 504 (75.79) 334 (66.27) 170 (33.73)

12 or more 85 (12.78) 62 (72.94) 23 (27.03)

Marital status of pregnant woman 0.30

Married 186 (27.97) 132 (70.97) 54 (29.03)

Consensual union 479 (72.03) 320 (66.81) 159 (33.19)

Number of child in the household 0.46

No child 365 (54.89) 241 (66.03) 124 (33.97)

1 211 (31.73) 147 (69.67) 64 (30.33)

2 or more 89 (13.38) 64 (71.91) 25 (28.09)

Occupation of pregnant woman 0.06

No job 332 (49.92) 239 (71.99) 93 (28.01)

Manual workers 210 (31.58) 131 (62.38) 79 (37.62)

Non-manual workers 123 (18.50) 82 (66.67) 41 (33.33)

Partner’s age (years) 0.93

16-19 14 (2.11) 10 (71.43) 4 (28.57)

20-24 158 (23.76) 106 (67.09) 52 (32.91)

25 old or more 493 (74.14) 336 (68.15) 157 (31.85)

Partner’s education (years of study) 0.01

0-8 122 (18.35) 91 (74.59) 31 (25.41)

9-11 496 (74.59) 322 (64.92) 174 (35.08)

12 or more 47 (7.07) 39 (82.98) 8 (17.02)

Economic classification 0.23

A/B 120 (18.05) 88 (73.33) 32 (26.67)

C 461 (69.32) 304 (65.94) 157 (34.06)

D/E 84 (12.63) 60 (71.43) 24 (28.57)

Intimate partner violence during pregnancy 
(current or ex-partner)

0.53

No 505 (75.94) 340 (67.33) 165 (32.67)

Yes 160 (24.06) 112 (70.00) 48 (30.00)

History of violence (intimate partner violence 12 
months before pregnancy)

0.47

No 497 (74.74) 344 (67.20) 163 (32.80)

Yes 168 (25.26) 118 (70.24) 50 (29.76)

(continues)
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Table 1 (continued)

Characteristics General sample 
(n = 665)

Return to sexual activity after childbirth p-value *

Within 3 months More than 3 
months

n (%) n (%) n (%)

Maternal social support 0.39

Appropriate 167 (25.11) 109 (65.27) 58 (34.73)

Inappropriate 498 (74.89) 343 (68.88) 155 (31.12)

Pregnancy planning 0.60

Yes 272 (40.90) 188 (69.12) 84 (30.88)

No 393 (59.10) 264 (67.18) 129 (32.89)

Type of delivery < 0.01

Vaginal 346 (52.03) 255 (73.70) 91 (26.30)

Cesarean 319 (47.97) 197 (61.76) 122 (38.24)

Median (IQR) Median (IQR) Median (IQR) p-value **

PSS-14 21 (17-26) 21 (17-26) 21 (16-26) 0.86

BAI 14 (8-23) 15 (8-23) 13 (8-23) 0.40

CES-D 10 (6-18) 10 (6-17) 11 (6-18) 0.06

BAI: Beck Anxiety Inventory; CES-D: Center for Epidemiologic Studies-Depression; IQR: interquartile range; PSS-14: Perceived Stress Scale. 
* Chi-square test; 
** Mann-Whitney test.

Although it was not the primary objective of this study, a significant difference was found in time 
to return to sexual activity after childbirth in relation to some variables, such as type of delivery and 
partner’s education. Women who returned to sexual activity within 3 months had a higher prevalence 
of vaginal birth, while those who returned after 3 months had a higher prevalence of cesarean section. 
However, a recent review study showed that there is no consensus on an association between the type 
of delivery and changes in sexual function, showing that vaginal deliveries, whether instrumented or 
not, and cesarean deliveries, whether elective or emergency, can alter sexual function in the short, 
medium, and long term 43.

Regarding partner’s education, study participants who returned to sexual activity within 3 months 
stated that their partners had between 9 and 11 years of education (64.92%). No direct relationship 
was found in the literature between the partner’s education years and sexual activity in the postpar-
tum period. Despite this fact, education is believed to influence other aspects of the relationship, such 
as communication and understanding of the importance of postpartum recovery. A population-based 
study found a statistically significant association between impaired communication and intimate 
partner violence. In this context, poor education can impact interpersonal relationships and the reso-
lution of everyday problems, which can result in violence 44,45.

Also, a high prevalence of inappropriate social support among study participants should be high-
lighted, although this variable did not affect the time to return to sexual activity after childbirth.

Some studies report a relationship between sexual violence and female sexual dysfunction. This 
form of violence seems to have a more significant impact on a woman’s ability to maintain a satisfac-
tory sexual life 46,47,48. However, in the sensitivity analysis conducted in our study, no statistically 
significant difference was observed between the type of violence and time to return to sexual activity 
after childbirth. Also, a low prevalence of women reporting sexual violence was observed in our study.

According to the literature, intimate partner violence is considered a stressor for many wom-
en and significantly contributes to mental disorders in the pregnancy-puerperal period, including 
depression, suicidal ideation, post-traumatic stress disorder, and anxiety disorders 49. Combined with 
that, studies indicate that psychological factors are involved in sexual behavior, desire, and satisfac-
tion, in addition to postpartum depression, related to reduced frequency and interest in sexual rela-
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Table 3 

Association between types of intimate partner violence during pregnancy and time to return to sexual activity after 
childbirth among participants in the BRISA cohort. São Luís, Maranhão State, Brazil, 2010-2011.

Types of violence Crude model Adjusted model *

OR (95%CI) p-value OR (95%CI) p-value

Did not suffer violence ** Reference Reference

Psychological violence 0.82 (0.56-1.21) 0.32 0.91 (0.56-1.48) 0.70

Physical violence 0.74 (0.41-1.34) 0.31 0.82 (0.43-1.57) 0.58

Sexual violence 1.04 (0.59-1.81) 0.90 1.22 (0.67-2.22) 0.52

Physical and sexual violence 0.76 (0.43-1.31) 0.32 0.85 (0.46-1.57) 0.60

95%CI: 95% confidence interval; OR: odds ratio. 
* Analysis adjusted for: maternal social support, economic classification, skin color of pregnant woman, education of 
pregnant woman, education of intimate partner, history of violence, age of pregnant woman, age of intimate partner, 
occupation of pregnant woman, pregnancy planning, and marital status of pregnant woman; 
** Not have suffered violence relating to each specific type: psychological violence, physical violence, sexual violence, 
and physical and sexual violence.

Table 2 

Association between intimate partner violence during pregnancy and time to return to sexual activity after childbirth 
among participants in the BRISA cohort. São Luís, Maranhão State, Brazil, 2010-2011.

Intimate partner violence Crude analysis Adjusted analysis *

OR (95%CI) p-value OR (95%CI) p-value

Did not suffer violence during pregnancy 1.00 1.00

Suffered violence during pregnancy 0.88 (0.60-1.30) 0.53 1.00 (0.61-1.63) 0.99

95%CI: 95% confidence interval; OR: odds ratio. 
* Analysis adjusted for: maternal social support, economic classification, skin color of pregnant woman, education of 
pregnant woman, education of intimate partner, history of violence, age of pregnant woman, age of intimate partner, 
occupation of pregnant woman, pregnancy planning, and marital status of pregnant woman.

tions between 8 and 12 weeks after birth and low sexual drive 6 months after childbirth when com-
pared to women without postpartum depression 50. The result of non-association between intimate 
partner violence during pregnancy and time to return to sexual activity after childbirth found in our 
study may be related to non-inclusion of women’s mental health variables in the analysis, a situation 
justified by the fact that these variables appear as mediators, requiring another type of analysis not 
included in the objective of this study.

In our study, data on violence were based on the self-report of participants and their willingness 
to report true information, and women who are victims of partner violence often find it difficult to 
identify such violence. However, a self-administered instrument was used to reduce the chances of 
participant omission of violence and the identity of aggressors 51.

This instrument proved to be appropriate for the assessment of intimate partner violence against 
women, and it was used in other studies that also investigated the prevalence of intimate partner 
violence during pregnancy 9,52,53.

A limitation to be considered is the use of a convenience sample from the municipality of São Luís 
only, without representation of single women, since all participants included in the sample reported 
being married or in a consensual union. This lack of diversity may restrict the generalization of find-
ings to a broader population.
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Although this study did not present results about a possible association between intimate partner 
violence during pregnancy and time to return to sexual activity after childbirth, it is important to 
highlight methodological aspects regarding this analysis. Strengths include the fact that it is a cohort 
study; the use of instruments recognized and validated in Brazil, including the WHO VAW; and the 
use of a DAG to minimize possible confounding biases.

Also, to the best of our knowledge, no study was found in the literature assessing the same expo-
sure and outcome, and many of the studies that address violence during pregnancy and sexuality in 
the postpartum period use a qualitative approach, which makes our study relevant.

Conclusion

Although no association was found between intimate partner violence during pregnancy and time to 
return to sexual activity after childbirth, our study fills gaps in scientific knowledge about the nega-
tive outcomes of violence, suggesting new perspectives and paths for expanding comprehensive care 
to women’s health. Therefore, the importance of health professionals should be highlighted in terms 
of enforcement of policies to fight against violence and provision of continuous care to women in 
the pregnancy-puerperal cycle, considering physical and psychological aspects, as violence leads to 
painful consequences and negatively affects several aspects of women’s lives, including sexual and 
reproductive health.

Contributors

L. P. Abreu contributed with the study concep-
tion and design, data analysis and interpretation, 
and writing; and approved the final version. M. A. 
Batalha contributed with the study conception and 
design, data analysis and interpretation, and criti-
cal review; and approved the final version. L. Y. G. 
Aristizabal contributed with the study design, data 
analysis and interpretation, and critical review; and 
approved the final version. L. C. Costa contribu-
ted with the data collection and critical review; and 
approved the final version. R. F. L. Batista contribu-
ted with the study conception and design and criti-
cal review; and approved the final version.

Additional information

ORCID: Liendne Penha Abreu (0000-0002-8175-
2516); Mônica Araújo Batalha (0000-0003-0961-
5151); Liliana Yanet Gomez Aristizabal (0000-0002-
8723-1789); Luciana Cavalcante Costa (0000-0001-
9246-9380); Rosângela Fernandes Lucena Batista 
(0000-0002-1529-0165).

Acknowledgments

The authors would like to thank the Department of 
Science and Technology (DECIT) of the Brazilian 
Ministry of Health.



Abreu LP et al.12

Cad. Saúde Pública 2024; 40(5):e00094223

References

1.	 Martinelli A. Violência contra a mulher: uma 
abordagem histórica. Teoria Jurídica Contem-
porânea 2020; 5:11-43.

2.	 World Health Organization. Violence against 
women prevalence estimates, 2018: global, 
regional and national prevalence estimates 
for intimate partner violence against women 
and global and regional prevalence estimates 
for non-partner sexual violence against wo-
men. https://www.who.int/publications/i/
item/9789240022256 (accessed on 20/
Jul/2022).

3.	 Brasil. Lei no 11.340, de 7 de agosto de 2006. 
Cria mecanismos para coibir a violência do-
méstica e familiar contra a mulher, nos termos 
do § 8o do art. 226 da Constituição Federal, 
da Convenção sobre a eliminação de todas as 
formas de Discriminação contra as Mulheres 
e da Convenção Interamericana para prevenir, 
punir e erradicar a Violência contra a Mulher; 
dispõe sobre a criação dos Juizados de Vio-
lência Doméstica e Familiar contra a Mulher; 
altera o Código de Processo Penal, o Código 
Penal e a Lei de Execução Penal; e dá outras 
providências. Diário Oficial da União 2006; 8 
aug.

4.	 Secretaria de Políticas para as Mulheres; Sec-
retaria Nacional de Enfrentamento à Violên-
cia contra as Mulheres. Pacto Nacional pelo 
Enfrentamento à Violência Contra a Mulher. 
https://portaldeboaspraticas.iff.fiocruz.br/
biblioteca/pacto-nacional-pelo-enfrentamen 
to-a-violencia-contra-a-mulher/ (accessed on 
13/Oct/2022).

5.	 Silva EP, Ludermir AB, Araújo TV, Valon-
gueiro SA. Frequency and pattern of intimate 
partner violence before, during and after preg-
nancy. Rev Saúde Pública 2011; 45:1044-53.

6.	 Doi S, Fujiwara T, Isumi A. Development of 
the intimate partner violence during preg-
nancy instrument (IPVPI). Front Public Health 
2019; 7:43.

7.	 Lencha B, Ameya G, Baresa G, Minda Z, Gan-
fure G. Intimate partner violence and its asso-
ciated factors among pregnant women in Bale 
Zone, Southeast Ethiopia: a cross-sectional 
study. PLoS One 2019; 14:e0214962.

8.	 Silva RP, Leite FMC. Intimate partner violence 
during pregnancy: prevalence and associated 
factors. Rev Saúde Pública 2020; 54:97.

9.	 Conceição HN, Coelho SF, Madeiro AP. Pre-
valência e fatores associados à violência por 
parceiro íntimo na gestação em Caxias, Mara-
nhão, 2019-2020. Epidemiol Serv Saúde 2021; 
30:e2020848.

10.	 Masho SW, Rozario SS, Ferrance JL. Intimate 
partner violence around the time of pregnancy 
and utilization of WIC services. Matern Child 
Health J 2019; 23:1648-57.

11.	 Rodrigues PA, Cicolella DA, Mariot MDM. 
Prevalência de violência contra a mulher e suas 
repercussões na maternidade. J Nurs Health 
2021; 11:e2111119459.

12.	 Campos LM, Gomes PN, Santana JD, Cruz 
MA, Gomes NP, Pedreira LC. A violência con-
jugal expressa durante a gestação e puerpério: 
o discurso de mulheres. REME Rev Min En-
ferm 2019; 23:e-1230.

13.	 Araújo GA, Conceição HN, Brito PS, Rocha 
MR, Dantas JR, Silva LP. Violência por par-
ceiro íntimo na gestação e repercussão na 
saúde da mulher e do concepto. Rev Enferm 
Atual In Derme 2023; 97:e023047.

14.	 Justino GBDS, Stofel NS, Gervasio MDG, 
Teixeira IMDC, Salim NR. Educação sexual e 
reprodutiva no puerpério: questões de gênero 
e atenção à saúde das mulheres no contexto da 
atenção primária à saúde. Interface (Botucatu) 
2021; 25:e200711.

15.	 Vetorazzi J, Marques F, Hentschel H, Ramos 
JGL, Costa SHM, Badalotti M. Sexualidade e 
puerpério: uma revisão da literatura. Clinical 
& Biomedical Research 2012; 32:473-9.

16.	 Siqueira LKR, Melo MCP, Morais RJL. Pós-
parto e sexualidade: perspectivas e ajustes ma-
ternos. Rev Enferm UFSM 2019; 9:18.

17.	 Parente ACC, Regis KSC, Costa DL. Factors 
related to female sexual dysfunction during 
the postpartum period: a systematic review. 
Res Soc Dev 2022; 11:e23111225638.

18.	 Araujo TG, Scalco SCP, Varela D. Função e 
disfunção sexual feminina durante o ciclo 
gravídico-puerperal: uma revisão da literatura. 
Rev Bras Sex Hum 2019; 30:29-37.

19.	 Yeniel AO, Petri E. Pregnancy, childbirth, and 
sexual function: perceptions and facts. Int 
Urogynecol J 2014; 25:5-14.

20.	 Vasconcellos BO, Damasceno CGM, Prazeres 
AS, Montuori JAS, Pavarino TTG, Ventura 
WP. Sexualidade no puerpério: principais fa-
tores envolvidos. Studies in Health Sciences 
2022; 3:1112-27.

21.	 Marambaia CG, Vieira BDG, Alves VH, Ro-
drigues DP, Almeida VLM, Calvão TF. Sexuali-
dade da mulher no puerpério: reflexos da epi-
siotomia. Cogitare Enferm 2020; 25:e67195.

22.	 Nunes IB, Almeida DR, Campos AL, Silva AA, 
Ramos ARS, Oliveira CS, et al. Sexualidade no 
puerpério: uso de contraceptivos. Brazilian 
Journal of Health Review 2021; 4:3150-72.

23.	 Woolhouse H, McDonald E, Brown SJ. Chang-
es to sexual and intimate relationships in the 
postnatal period: women’s experiences with 
health professionals. Aust J Prim Health 2011; 
20:298-304.

24.	 Jambola ET, Gelagay AA, Belew AK, Abajobir 
AA. Early resumption of sexual intercourse 
and its associated factors among postpartum 
women in Western Ethiopia: a cross-sectional 
study. Int J Womens Health 2020; 12:381-91.

25.	 Confortin SC, Ribeiro MRC, Barros AJD, 
Menezes AMB, Horta BL, Victora CG, et al. 
RPS Brazilian Birth Cohort Consortium (Ri-
beirão Preto, Pelotas and São Luís): history, 
objectives and methods. Cad Saúde Pública 
2021; 37:e00093320.



INTIMATE PARTNER VIOLENCE DURING PREGNANCY AND SEXUAL ACTIVITY AFTER CHILDBIRTH 13

Cad. Saúde Pública 2024; 40(5):e00094223

26.	 Rocha PC, Alves MTSSB, Chagas DC, Silva 
AAM, Batista RFL, Silva RA. Prevalência e fa-
tores associados ao uso de drogas ilícitas em 
gestantes da coorte BRISA. Cad Saúde Pública 
2016; 32:e00192714.

27.	 Silva AAM, Simões VMF, Barbieri MA, Car-
doso VC, Alves CMC, Thomaz EBAF, et al. 
A protocol to identify non-classical risk fac-
tors for preterm births: the Brazilian Ribeirão 
Preto and São Luís prenatal cohort (BRISA). 
Reprod Health 2014; 11:79.

28.	 World Health Organization. Multi-country 
study on women’s health and domestic vio-
lence against women: initial results on preva-
lence, health outcomes and women’s respons-
es. https://dspace.ceid.org.tr/xmlui/bitstream/
handle/1/93/ekutuphane4.1.6.4.pdf (accessed 
on 14/Oct/2022).

29.	 Schraiber LB, Latorre MRDO, França Júnior I, 
Segri NJ, D’Oliveira AFPL. Validade do instru-
mento WHO VAW STUDY para estimar a vio-
lência de gênero contra a mulher. Rev Saúde 
Pública 2010; 44:658-66.

30.	 Instituto Brasileiro de Geografia e Estatística. 
Características étnicorraciais da população: 
um estudo das categorias de classificação de 
cor ou raça 2008. Rio de Janeiro: Instituto 
Brasileiro de Geografia e Estatística; 2011.

31.	 Associacão Brasileira de Empresas de Pesquisa. 
Critério de Classificação Econômica Brasil.  
https://www.abep.org/criterio-brasil (ac-
cessed on 31/Dec/2022).

32.	 Penaforte FR, Matta NC, Japur CC. Associa-
ção entre estresse e comportamento alimentar 
em estudantes universitários. Demetra (Rio J.) 
2016; 11:225-37.

33.	 Cunha JA. Manual da versão em português das 
Escalas de Beck. São Paulo: Casa do Psicólogo; 
2001.

34.	 Batistoni SST, Néri AL, Cupertino AP. Vali-
dade e confiabilidade da versão brasileira da 
Center for Epidemiological Scale-Depression 
(CES-D) em idosos brasileiros. Psico USF 
2010; 15:13-22.

35.	 Griep RH, Chor D, Faerstein E, Werneck GL, 
Lopes CS. Validade de constructo de escala de 
apoio social do Medical Outcomes Study adap-
tada para o português no Estudo Pró-Saúde. 
Cad Saúde Pública 2005; 21:703-14.

36.	 Ribeiro MRC, Batista RFL, Schraiber LB, Pin-
heiro FS, Santos AM, Simões VMF, et al. Re-
current violence, violence with complications, 
and intimate partner violence against pregnant 
women and breastfeeding duration. J Womens 
Health (Larchmt) 2021; 30:979-89.

37.	 Sussmann LGPR, Faisal-Cury A, Pearson R. 
Depressão como mediadora da relação entre 
violência por parceiro íntimo e dificuldades 
sexuais após o parto: uma análise estrutural. 
Rev Bras Epidemiol 2020; 23:e200048.

38.	 Faisal-Cury A, Menezes PR, D’Oliveira AFP, 
Schraiber LB, Lopes CS. Temporal relation-
ship between intimate partner violence and 
postpartum depression in a sample of low in-
come women. Matern Child Health J 2013; 
17:1297-303.

39.	 Chan KL, Lo CKM, Lu Y, Ho FK, Leung WC, 
Ip P. Intimate partner violence before preg-
nancy, during pregnancy, and after childbirth: 
a new conceptualization highlighting indi-
vidual changes in violence against pregnant 
women over time. J Interpers Violence 2022; 
37:NP12111-32.

40.	 Albuquerque LD, Moura MAV, Queiroz ABA, 
Leite FMC, Silva GF. Isolamento de mulheres 
em situação de violência pelo parceiro íntimo: 
uma condição em redes sociais. Esc Anna Nery 
Rev Enferm 2017; 21:e20170007.

41.	 Costa MC, Silva EB, Siqueira ET. Gestantes em 
situação de violência sobre o olhar da saúde: 
revisão integrativa. Rev Enferm UFPE On 
Line 2015; 9(2 Suppl):965-73.

42.	 Santos DAA, Almeida GC, Bonfim I, Maia JS. 
Fatores associados à disfunção sexual feminina 
pós-parto. Recien 2022; 12:218-25.

43.	 Moura TR, Nunes EFC, Latorre GFS, Vargas 
MM. Dispareunia relacionada à via de parto: 
uma revisão integrativa. Rev Ciênc Méd 2018; 
27:157-65.

44.	 Ludermir AB, Schraiber LB, D’Oliveira AF, 
França-Junior I, Jansen HA. Violence against 
women by their intimate partner and common 
mental disorders. Soc Sci Med 2008; 66:1008-
18.

45.	 Menezes TC, Amorim MMRD, Santos LC, 
Faúndes A. Violência física doméstica e gesta-
ção: resultados de um inquérito no puerpério. 
Rev Bras Ginecol Obstet 2003; 25:309-16.

46.	 Faúndes A, Hardy E, Osis MJ, Duarte G. O 
risco para queixas ginecológicas e disfunções 
sexuais segundo história de violência sexual. 
Rev Bras Ginecol Obstet 2000; 22:153-7.

47.	 Gottfried R, Lev-Wiesel R, Hallak M, Lang-
Franco N. Inter-relationships between sexual 
abuse, female sexual function and childbirth. 
Midwifery 2015; 31:1087-95.

48.	 Figueira JR, Lara AS, Andrade MC, Rosa-E-
Silva ACJS. Comparison of sexual dysfunc-
tion in women who were or were not victims 
of sexual violence. J Sex Marital Ther 2021; 
47:621-30.



Abreu LP et al.14

Cad. Saúde Pública 2024; 40(5):e00094223

49.	 Fonseca-Machado MO, Alves LC, Freitas PS, 
Monteiro JCS, Gomes-Sponholz F. Mental 
health of women who suffer intimate partner 
violence during pregnancy. Invest Educ En-
ferm 2014; 32:291-305.

50.	 Drozdowskyj ES, Castro EG, López ET, Ta-
land IB, Actis CC. Factors influencing couples’ 
sexuality in the puerperium: a systematic re-
view. Sex Med Rev 2020; 8:38-47.

51.	 Ribeiro MRC, Pessoa BPT, Sauaia GA, 
Schraiber LB, Queiroz RCS, Batista RFL, et al. 
Violência contra mulheres antes e durante o 
período gestacional: diferenças em taxas e per-
petradores. Rev Bras Saúde Mater Infant 2020; 
20:491-501.

52.	 Coll CV, Ewerling F, García-Moreno C, Hell-
wig F, Barros AJD. Intimate partner violence in 
46 low-income and middle-income countries: 
an appraisal of the most vulnerable groups of 
women using national health surveys. BMJ 
Glob Health 2020; 5:e002208.

53.	 Barros END, Silva MA, Falbo Neto GH, Lu-
cena SG, Ponzo L, Pimentel AP. Prevalência 
e fatores associados à violência por parceiro 
íntimo em mulheres de uma comunidade em 
Recife/Pernambuco, Brasil. Ciênc Saúde Colet 
2016; 21:591-8.



INTIMATE PARTNER VIOLENCE DURING PREGNANCY AND SEXUAL ACTIVITY AFTER CHILDBIRTH 15

Cad. Saúde Pública 2024; 40(5):e00094223

Resumo

O objetivo deste estudo foi analisar se existe as-
sociação entre violência por parceiro íntimo na 
gestação e o tempo de retorno das atividades se-
xuais após o parto na coorte BRISA, em São Luís, 
Maranhão, Brasil, entre os anos de 2010 e 2013. 
Trata-se de estudo longitudinal conduzido com 
665 mulheres. A violência por parceiro íntimo 
na gestação foi medida por meio de instrumento 
criado e validado pela Organização Mundial da 
Saúde sobre violência contra a mulher. O tempo 
de retorno das atividades sexuais após o parto foi 
investigado por meio de questionário estruturado. 
Modelos de regressão logística foram utilizados 
para verificar se existe associação entre violência 
por parceiro íntimo na gestação e tempo de retorno 
das atividades sexuais após o parto. A prevalência 
de violência perpetrada pelo parceiro íntimo na 
gestação foi de 24,06%. A prevalência de mulheres 
que retornaram às atividades sexuais em até três 
meses após o parto foi de 67,96%. Ao analisar a 
associação entre exposição e desfecho, observou-se 
que não houve associação no modelo bruto (OR = 
0,88; IC95%: 0,60-1,30), nem no modelo ajustado 
(OR = 1,00; IC95%: 0,61-1,63). Os resultados do 
estudo evidenciam a importância de prestar assis-
tência integral à saúde da mulher, considerando 
tanto aspectos físicos quanto psicológicos, uma vez 
que a violência tem impacto significativo em di-
versas áreas da vida feminina.

Violência Contra a Mulher; Violência por  
Parceiro Íntimo; Gravidez; Comportamento 
Sexual; Período Pós-parto

Resumen

El objetivo de este estudio fue analizar si existe 
asociación entre la violencia por pareja íntima 
durante el embarazo y el tiempo para volver a la 
actividad sexual después del parto en la cohorte 
BRISA, en São Luis, Maranhão, Brasil, entre 2010 
y 2013. Se trata de un estudio longitudinal reali- 
zado con 665 mujeres. Se midió la violencia por 
pareja íntima durante el embarazo a través de un 
instrumento para medir la violencia contra la mu-
jer creado y validado por la Organización Mun-
dial de la Salud. Se investigó el tiempo para volver 
a la actividad sexual después del parto a través de 
un cuestionario estructurado. Se utilizaron mode- 
los de regresión logística para verificar si existe 
asociación entre la violencia por pareja íntima du-
rante el embarazo y el tiempo para volver a la ac-
tividad sexual después del parto. La prevalencia de 
violencia perpetrada por pareja íntima durante el 
embarazo fue del 24,06%. La prevalencia de mu-
jeres que volvieron a la actividad sexual dentro de 
los tres meses posteriores al parto fue del 67,96%. 
Al analizar la asociación entre la exposición y el 
resultado, se constató que no hubo asociación en 
el modelo crudo (OR = 0,88; IC95%: 0,60-1,30), 
ni en el modelo ajustado (OR = 1,00; IC95%: 
0,61-1,63). Los resultados del estudio resaltan la 
importancia de proporcionar asistencia integral 
a la salud de la mujer, teniendo en cuenta tanto 
aspectos físicos como psicológicos, una vez que la 
violencia afecta significativamente varios aspectos 
de la vida femenina.

Violencia Contra la Mujer; Violencia de Pareja; 
Embarazo; Conducta Sexual; Periodo Posparto
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