
Investigation of Rate of Domestic Violence against Women 
Presenting to Legal Medicine Centers and its Coping 
Methods: A Descriptive Study 

Introduction
Domestic violence is a common global problem (1). 
Although this phenomenon is common in all communities 
and is not limited to any specific geographical zone (2), 
violence against women is more severe in traditional 
societies with lower cultural levels (3). The results of 
some studies indicate that women are exposed to violence 
eight times more than men (4). Violence is defined as 
any untoward event, threatening behavior, assault, and 
abuse of mental, physical, sexual, financial, or emotional 
types (5). Domestic violence causes greater mortality 
or physical disability among European women aged 16 
to 44 years compared to cancer and road accidents (6). 
Almost one-third of women are subject to their sexual 
partner’s violence during their lifetime (6) and domestic 
violence occurs among 21.45% of couples (7). Factors 
such as cultural differences, mental problems, personality 
features, socioeconomic conditions, education level, drug 
addiction, and cultural and training issues predispose 
them to the incidence of violence (8). Families under the 
patriotic influence of the husband (9) with lower education 

levels, poorer economical condition, lower income (10), 
worse social status, and drug or alcohol addiction are more 
frequently exposed to assault by the sexual partner. On the 
other hand, inefficient family relations (11) and women’s 
slavery at home lead to increased rates of violence (12). The 
incidence of violence increases highly with the presence of 
drug or alcohol addict in women and those with a history 
of imprisonment (13). These violent behaviors manifest 
themselves in physical, mental, and sexual forms in the 
family. Physical violence includes various misbehaviors 
like pushing, kicking, beating, pulling the hair, burning, 
whipping, crushing and shattering of furniture especially 
those loved by women, annoying, disturbing and frequent 
awakening at midnight, repeated phoning, pursuing and 
following, different threats such as writing threatening 
letters, verbal threats, weapon threats, annoying the 
women’s relatives or friends like children or parents, 
and finally threatening to victimize the women (14). 
According to some investigations, violent behaviors start 
with simple cases like pushing and beating and progress 
to more violent repetitious acts (15). Domestic violence 
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exerts some negative effects on nutritional status and the 
digestive system leading to fluctuations in blood pressure 
(14). This results in an increased rate of mental disorders 
and even the incidence of post-traumatic stress disorder 
(16). Women exposed to their husband’s violence not 
only sustain severe physical damages and disability but 
also suffer from irreversible problems such as chronic 
depression, personality impairments, severe anxiety, and 
psychosomatic disorders (17). Finally, the negative mental 
consequences of violence against women include indignity 
and mental paralysis of women in decision-making, 
the so-called “damage syndrome” (18). Violence is an 
inefficient behavior that causes the victim to take some 
coping strategies (19). Coping is defined as cognitive and 
behavioral strategies taken to maintain the physical and 
mental status and the internal or external management 
of the overwhelming situation in which the individual 
is trapped (20). Selection of the coping strategy depends 
on the sociocultural context, individual’s capacity, 
availability of social support, and severity of violence (4). 
Some women are affected with depression after being 
subjected to violence and commit suicide while some 
others seek help from the family (17). Still, others try to 
forget the event (21). Women who enjoy a low level of 
extroversionism and a high level of conscientiousness use 
the coping strategies of self-restraint more frequently (22) 
since divorce is associated with a negative cultural load 
leading to loss of friends and relatives. Domestic violence 
is not a new phenomenon (23); however, it deserves special 
attention as a new social disaster due to the importance 
and necessity of addressing domestic violence given the 
severe consequences that it imposes on the individual and 
on the society. It may lead to increased rates of suicide, self-
burning and leaving home (24). Considering the epidemic 
nature of violence in the Iranian community and lack of a 
suitable strategy for coping with domestic violence against 
women in Iran, this study investigated the rate of violence 
against women presenting to legal medicine centers in 
three cities of Iran and method of coping with it. 

Materials and Methods
A total of 150 women suffering from domestic violence 
who presented to legal medicine centers in Tehran, 
Mashhad, and Shahrood were selected as participants 
of this descriptive study using convenience sampling 
method. Tehran was selected as a metropolis with various 
races and ethnicities and the other 2 cities were selected 
due to their easy accessibility and their proper cooperation 
with the researcher. The inclusion criteria were: the 
experience of domestic violence for at least 1 year, having 
no pronounced psychosomatic disease, sustaining 
violence imposed by the husband, and inclination to relay 
violent experiences. They were excluded from the study in 
case of lack of inclination for participation or if they did 
not meet the inclusion criteria. The data were collected 
using demographics questionnaire, WHO standard 

domestic violence questionnaire, and a researcher-made 
inventory of coping with violence against women. The 
domestic violence questionnaire consisted of 25 items 
on physical (9 items), sexual (5 items), and mental (11 
items) violence. It uses a 5-point Likert scale ranging from 
never, once, twice, 3-5 times and more than five times. 
The researcher-made inventory of coping with domestic 
violence against women was developed via reviewing the 
literature on coping methods and instrument of coping 
with domestic violence designed by Mohhamadian et al 
(25). Its validity and reliability have been established by 
scholars (α=82%) with 37 items. This study used raw 
scores by adding the points obtained for each subcategory 
related to each strategy indicating the frequency of the 
use of that strategy. The sum of points for each item was 
reported as the total score of each individual. The obtained 
scores were categorized into four levels of excellent, good, 
moderate, and weak.

The excellent level: The score between the third quartile 
of the questionnaire and the maximum observed score of 
the questionnaire ranging between 112 and 148. 

The good level: The score between the second quartile 
(median) of the questionnaire and the score of the third 
quartile of the questionnaire ranging between 75 and 112. 

The moderate level: The score between the first quartile 
(median) of the questionnaire and the score of the second 
quartile (median) of the questionnaire ranging between 
38 and 74. 

The weak level: The score between the minimum score 
of the questionnaire and the score of the first quartile of 
the questionnaire ranging between 0 and 37. 

The items of the questionnaire were divided into two 
sections: problem-based strategies including items 1, 
2, 3, 4, 5, 6, 7, 8, 9, 10, 23, 26, 27, 30, 29, and 32, and 
excitement-based strategies including items 11, 12, 13, 
14, 15, 16, 17, 18, 19, 20, 21, 22, 24, 25, 34, 28, 31, 33, 35, 
36, and 37. Having obtained the approval for the research 
proposal at the Research Council of the university and 
having obtained the permission of the Ethics Committee 
(IR.SBMU.PHNM.1395.703), the researcher referred to 
legal medicine centers at center, east, and west of Tehran, 
center and west of Mashhad, and Shahrood, presented 
her permission, and received the written permission of 
the related authorities. The research goals and procedures 
were explained to the participants and they were assured 
of information confidentiality and anonymity. Informed 
written consent was also obtained from all the participants. 
After completion, the questionnaires were collected and 
the participants were given an educational package of 
domestic violence and strategies for coping with domestic 
violence against women as a reward. 

Results
The descriptive results of this study demonstrated that 
women’s age ranged between 17 and 60 years. Women 
aged 25 to 34 years sustained the highest rate (64.7%) 
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of violence. A minority of them (3.30%) aged ≥45 years. 
The youngest and oldest women were 17 and 60 years 
old, respectively. About 69.3% of the women exposed to 
violence were housekeepers with a high school diploma or 
sub diploma degree. Most of the study units (81.3%) were 
satisfied with their marriage. Moreover, 32% of the women 
subjected to violence were affected with underlying 
diseases such as depression, diabetes, hypertension, 
respiratory diseases, and other conditions with 22% 
having a positive history of drug taking. Moreover, our 
findings revealed that 56% of the husbands of women 
sustaining violence aged 25 to 34 years with 64% holding 
a high school diploma or sub diploma degree. Most of the 
husbands were simple workers, 60% smoked cigarettes, 
54.7% abused drugs, and 27.3% abused alcohol. Our 
results further suggested significant correlations between 
women’s age and problem-based strategy (P = 0.04), 
women’s occupation (housekeepers/employed) and 
problem-based strategy (P = 0.02), marriage duration 
and coping strategy (P = 0.002), marriage duration and 
problem-based method (P = 0.004), consent at the time 
of marriage and excitement-based strategy (P = 0.02), 
and history of drug taking and excitement-based strategy 
(P = 0.02). Additionally, our findings indicated that 

housekeepers were exposed to domestic violence more 
frequently (P = 0.008) and women with higher education 
levels were exposed to physical violence less frequently 
(P = 0.04). Women with underlying diseases experienced 
domestic violence more frequently, especially mental and 
sexual violence (P = 0.04, P = 0.03, & P = 0.001) (Table 1). 

The results indicated that the most frequent violence 
was related to mental violence followed by physical and 
sexual violence. Moreover, there was a reverse significant 
correlation between excitement-based strategy and sexual 
violence (assault) and between problem-based strategy 
and mental violence (P = 0.001, r = -0.26) (P = 0.02, 
r = -0.19) (Table 2). 

Discussion
Violence against women is an old global problem 
which is considered as a major health problem affecting 
humanitarian and human rights aspects as well. Its 
physical, mental, and even social consequences may 
jeopardize the women in the family and in the community 
at large (2). There is little accurate statistics on this specific 
and sensitive phenomenon in Iran. Given that various 
parameters play a role in the prevalence of domestic 
violence, this study embarked on investigating the related 

Table 1. Demographic Information and Factors Related to Coping Strategies and Domestic Violence

Group Item No.  (%)
Domestic 
Violence 
P Value 

Mental 
Violence 
P Value

Physical 
Violence P 

Value

Sexual 
Violence P 

Value

Coping 
Strategy P 

Value 

Problem-
Based P 
Value 

Excitement-
Based 

P Value 

Age 

<24 14 9.3

0.5 0.4 0.2 0.5 0.5 0.04* 0.8
25-34 97 64.7
35-44 30 20
>45 9 6

Occupation 
House keepers 104 69.3 0.1 (SD= -2.7, 

%=2.2)
0.2 (SD= 0.54, 

%=6.5)

0.008**

(SD= -0.68, 
%=7.8)

0.5 (SD= -2.6, 
%=1.3)

0.09 
(SD=1.1, 
%=7.1)

0.02* 

(SD= -1.4, 
%=5.41)

0.8 (SD= 
-1.41, 

%=12.5)Employed 46 30.7

Education 
level

Secondary 
school and less

22 14.7

0.1
0.5 0.04* 0.1 0.5 0.07 0.8

High school 
diploma

72 48

BA/BS and 
higher

56 37.3

Marriage 
satisfaction 

Yes 122 81.3
0.3 0.5 0.8

0.02*

0.8 0.5
0.02*

No 28 18.7

Diseases 

Yes 48 32
0.04* (SD=-6.1,

%=-1.5)
0.03 (SD=

-1.9, %=4.9)

0.6 (SD=
-6.4, 

%=1.8)

0.001** 

(SD=1.2, 
%=5.1)

0.3 (SD=
-2.5, %=3.5)

0.4 (SD=
-0.16, 

%=6.1)

0.001** (SD=
-0.3, %=5.2)No 102 68

Taking drug
Yes 33 22

0.02* 0.06 0.4 0.000** 0.04* 0.3 0.02*

No 117 78

Husband’s 
education 
level

Secondary 
school and less

41 27.3

P=0.3 r=-0.07 P=0.6 r=0.03
P=0.01 
r=-0.2

P=0.9 r=-
0.005

High school 
diploma

55 36.7

BA/BS and 
higher

54 36

Husband’s 
drug 
addiction

Yes 82 54.7 0.6 (SD=-0.13, 
%=12.1)

0.2 (SD= -1.1, 
%=5.2)

0.03* (SD= 
0.25, 

%=5.9)

0.2 (SD= 
-0.62, 

%=3.07)No 68 45.3

Husband’s 
alcohol 
addiction

Yes 41 27.3 0.02*  (SD=1.5, 
%=15.9)

0.004** (SD=1.4, 
%=8.3)

0.2 (SD= 
-1.6, 

%=4.7)

0.04* (SD= 
0.02, %=4.5)No 109 72.7

* Significant at P = 0.05 (2-tailed).
** Significant at P = 0.01 l(2-tailed).
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factors and some strategies for coping with domestic 
violence on 150 women subjected to violence who 
presented to legal medicine centers in Tehran, Mashhad, 
and Shahrood. This study explored three types of violence 
including physical, mental, and sexual violence along with 
two types of excitement-based and problem-based coping 
strategies. The results showed that mental violence was 
the most frequent type followed by physical and sexual 
violence. Shayan et al reported mental violence in their 
study as the most frequent type followed by physical and 
sexual violence. This is consistent with our results (26), 
though some studies have reported physical violence as 
the most frequent type. Our study found sexual violence 
as the least frequent type. This may be attributed to the 
lack of reporting of sexual violence due to the importance 
of female dignity and reputation issues in Iranian society. 
This is consistent with the findings by Arefi et al (27). Our 
results also found that most (62%) of the women under 
study aged 25 to 34 years while a minority of them were 
45 years old or older. Their age ranged between 17 and 60 
years. Aazami reported that 56% of the women subjected 
to violence aged 20 to 30 years (28).  Various studies have 
demonstrated that women mostly use the excitement-
based strategy. The stronger the female characteristics are, 
the higher the rate of the use of this strategy would be (29). 
Nonetheless, the statistical results of this study showed a 
significant correlation between age and problem-based 
strategy indicating that as age increases, the use of this 
strategy by women is fostered as well. The results also 
revealed that most of the women exposed to violence 
are housekeepers, which is consistent with the findings 
by Shayan et al (26). Moasheri et al rendered being a 
housekeeper as a risk factor of violence exposure (30). 
Our results indicated that sexual violence was different 
among the women who were satisfied with marriage and 
those who were not. That is, those women who were not 
satisfied with their marriage sustained violence more 
frequently. The study by Fakharzadeh et al revealed a 
correlation between marital satisfaction and violence, 
so women who were satisfied with their marriage faced 

violence less frequently, which is consistent with our 
findings (31). Selection of the coping strategy depends on 
the sociocultural context, individual’s capacity, availability 
of social support, and severity of violence (4). Some 
women are affected with depression after being subjected 
to violence and commit suicide while some others seek 
help from the family (17). Another study reported that 
23.5% of women were forced to marry and 7.8% of women 
who married with consent faced physical violence (32). 
Our study showed that women with an underlying disease 
are exposed to domestic, sexual, and mental violence more 
frequently. Other studies have also reported that women 
suspected to suffer from mental disorders (anxiety, 
stress, and depression) sustained domestic violence more 
frequently (33). Our findings further indicated a reverse 
significant correlation between husband’s education level 
and its components, therefore, women whose husband 
held a higher educational degree sustained less violence, 
especially physical violence. Moreover, various studies 
have reported a reverse (negative) correlation between 
physical violence and husband’s education level, so the 
husband’s higher education level resulted in reduced 
physical violence. This is consistent with our results (32, 
34). In addition, our findings suggested that alcoholic 
men practice more physical violence against their wife, a 
finding which is consistent with the results obtained by 
Peek-Asa et al (35) and Kyriacou et al (36). Our findings 
further indicated that drug addicts show more physical 
violence against their wife. Moreover, drug addicts commit 
more physical violence against their wife compared to 
non-addicts (35). Muhajarine and D’Arcy  (37), Kyriacou 
et al (36) and Hasheminasab (32) obtained similar results. 
Obviously, women’s dissatisfaction with the husband’s 
alcohol or drug abuse may serve as a convulsive factor 
in the family leading to familial disputes and disparities. 
On the other hand, mental imbalance induced by men’s 
alcoholism or drug addiction may function as an important 
factor in the incidence of men’s physical violence against 
their wife. Approximately, 30% of all women that have had 
a relationship with their intimate partner have sustained 

Table 2. Correlations Among Violence Components and Coping Strategies 

Domestic Violence Mental Violence Physical Violence Sexual Violence

Excitement-based

Coping strategy  P=0.7, r=-0.024 P=0.9, r=0.008 P=0.35, r=0.07 P=0.03*, r=-0.17

Flight and fleet P=0.14, r=-0.124 P=0.6, r=-0.045 P=0.4, r=-0.06 P=0.06, r=-0.16

Self-restraint P=0.4, r=-0.05 P=0.7, r=-0.03 P=0.6, r=-0.03 P=0.7, r=-0.03

Avoidance P=0.18, r=0.1 P=0.17, r=0.11 P=0.06, r=0.15 P=0.6, r=-0.04

Total excitement-based P=0.45, r=-0.06 P=0.7, r=0.03 P=0.7, r=0.03 P=0.02*, r=-0.19

Problem-based

Social support P=0.07, r=-0.146 P=0.01*, r=-0.2 P=0.15, r=-0.11 P=0.3, r=-0.08

Reassessment P=0.009**, r=-0.214 P=0.005**, r=-0.23 P=0.01*, r=-0.19 P=0.4, r=-0.06

Planned problem-solving P=0.3, r=-0.07 P=0.03*, r=-0.16 P=0.7, r=0.02 P=0.8, r=-0.02

Responsibility P=0.14, r=-0.11 P=0.08 ,r=-0.14 P=0.07, r=-0.14 P=0.8, r=0.01

Total problem-based P=0.03, r=-0.174 P=0.001**, r=-0.26 P=0.1, r=-0.13 P=0.4, r=-0.06

Coping strategy P=0.03*, r=0.18 P=0.02* , r=-0.19 P=0.2, r=-0.1 P=0.09, r=-0.14

* Correlation is significant at P = 0.05 (2-tailed).
** Correlation is significant at P = 0.01 (2-tailed).
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physical and/or sexual violence. The estimated prevalence 
of the intimate partner’s violence has a range between 
23.2% in high-income countries and 24.6% in the WHO 
Western Pacific region to 37% in the WHO Eastern 
Mediterranean region, and 37.7% in the WHO South-East 
Asia region. On the whole, 38% of all female murders are 
done by intimate partners. Additionally, 7% of women 
around the globe report sexual assault by someone other 
than a partner. Of course, data for non-partner sexual 
violence are more limited. Intimate partner and sexual 
violence are most often carried out by men against women 
(38,39).

Coping Strategies
Various strategies have been offered for coping violence 
against women. However, some of the methods such as 
leaving the house for a long time are not effective and 
efficacious coping skills. On the other hand, the silence of 
one of the two spouses, dialogue after the establishment 
of peace and tranquility, consulting the experienced 
members of the family, and referring to the consultation 
centers were introduced as effective coping strategies.
 
Clinical Implications
The women’s coping skills can be investigated using the 
results of this study. This information may be used to 
recognize the rate and severity of violence against women 
enabling managers to provide appropriate care and 
empowerment for women and enable them to cope with 
domestic violence effectively.

Conclusions
Considering the importance of violence against women 
and given that those who use coping strategies encounter 
violence less frequently, it is recommended that some 
training classes be held to provide suitable and effective 
coping strategies for women sustaining violence. 

Limitations of the Study
One limitation of the present study was the possible lack 
of honesty in responding to questionnaires due to poor 
mental status of women.

Conflict of Interests 
Authors have no conflict of interests.
 
Financial Support
Shahid Beheshti University of Medical Sciences, Tehran, 
Iran.

Acknowledgments
This paper was derived from an MSc thesis in Mental 
Health Nursing and was approved by Research Council 
at Shahid Beheshti University of Medical Sciences. The 
authors wish to thank Vice-Chancellor-in-Research, 
nursing faculty members, authorities at legal medicine 

centers in Tehran, Mashhad, and Shahrood and also all 
the patients presenting to these centers.

References
1.	 Alhabib S, Nur U, Jones R. Domestic violence against 

women: Systematic review of prevalence studies. J Fam 
Violence. 2010;25(4):369-382. doi:10.1007/s10896-009-
9298-4

2.	 Abbaspoor Z, Momtazpour M. Domestic violence and its 
related factors based a prevalence study in Iran. Glob J 
Health Sci. 2016;8(12):1-7. doi:10.5539/gjhs.v8n12p1

3.	 Pournaghash-Tehrani S. Domestic violence: Assessment of 
attributions, types and reactions. J Appl Sci. 2007;7(2):248-
252. doi:10.3923/jas.2007.248.252

4.	 Garrusi B, Nakhaee N, Zangiabadi M. Domestic violence: 
frequency and women’s perception in Iran (IR). J Appl Sci. 
2008;8(2):340-355. doi:10.3923/jas.2008.340.3455

5.	 Thompson RS, Rivara FP, Thompson DC, et al. Identification 
and management of domestic violence: a randomized trial. 
Am J Prev Med. 2000;19(4):253-263. doi:10.1016/S0749-
3797(00)00231-2

6.	 Gracia E, Herrero J. Acceptability of domestic violence 
against women in the European Union: a multilevel 
analysis. J Epidemiol Community Health. 2006;60(2):123-
129. doi:10.1136/jech.2005.036533

7.	 Lilly MM, Howell KH, Graham-Bermann S. World 
assumptions, religiosity, and PTSD in survivors of intimate 
partner violence. Violence Against Women. 2015;21(1):87-
104. doi:10.1177/1077801214564139

8.	 Abeya SG, Afework MF, Yalew AW. Intimate partner 
violence against women in west Ethiopia: a qualitative study 
on attitudes, woman’s response, and suggested measures 
as perceived by community members. Reprod Health. 
2012;9:14. doi:10.1186/1742-4755-9-14

9.	 Abramsky T, Devries KM, Michau L, et al. The impact of 
SASA!, a community mobilisation intervention, on women’s 
experiences of intimate partner violence: secondary 
findings from a cluster randomised trial in Kampala, 
Uganda. J Epidemiol Community Health. 2016;70(8):818-
825. doi:10.1136/jech-2015-206665

10.	 Azizian R, Saroukhani B, Mahmodi M. Violence against 
women: A study of underlying factors in Tehran Forensic 
Center 1380. Journal of School of Public Health and 
Institute of Public Health Research. 2004;2(3):37-48.

11.	 Zhang H, Neelarambam K, Schwenke TJ, Rhodes MN, 
Pittman DM, Kaslow NJ. Mediators of a culturally-sensitive 
intervention for suicidal African American women. J Clin 
Psychol Med Settings. 2013;20(4):401-414. doi:10.1007/
s10880-013-9373-0

12.	 Choi EY, Hyun HJ. A Predictive Model of Domestic 
Violence in Multicultural Families Focusing on Perpetrator. 
Asian Nurs Res (Korean Soc Nurs Sci). 2016;10(3):213-220. 
doi:10.1016/j.anr.2016.04.004

13.	 Hunnicutt G. Varieties of patriarchy and violence 
against women: resurrecting “patriarchy” as a theoretical 
tool. Violence Against Women. 2009;15(5):553-573. 
doi:10.1177/1077801208331246

14.	 Devries K, Watts C, Yoshihama M, et al. Violence against 
women is strongly associated with suicide attempts: 
evidence from the WHO multi-country study on women’s 
health and domestic violence against women. Soc Sci Med. 
2011;73(1):79-86. doi:10.1016/j.socscimed.2011.05.006

15.	 Garcia-Moreno C, Jansen HA, Ellsberg M, Heise L, Watts C. 



Arab Khangholi et al

                                     Crescent Journal of Medical and Biological Sciences, Vol. 6, No. 2, April 2019 169

WHO multi-country study on women’s health and domestic 
violence against women: initial results on prevalence, health 
outcomes and women’s responses. Geneva: World Health 
Organization; 2005.

16.	 Novisky MA, Peralta RL. When women tell: intimate 
partner violence and the factors related to police 
notification. Violence Against Women. 2015;21(1):65-86. 
doi:10.1177/1077801214564078

17.	 Ferrari G, Agnew-Davies R, Bailey J, et al. Domestic violence 
and mental health: a cross-sectional survey of women 
seeking help from domestic violence support services. Glob 
Health Action. 2016;9:29890. doi:10.3402/gha.v9.29890

18.	 Babu BV, Kar SK. Domestic violence against women in 
eastern India: a population-based study on prevalence 
and related issues. BMC Public Health. 2009;9:129. 
doi:10.1186/1471-2458-9-129

19.	 Goodman LA, Smyth KF, Borges AM, Singer R. When 
crises collide: how intimate partner violence and 
poverty intersect to shape women’s mental health and 
coping? Trauma Violence Abuse. 2009;10(4):306-329. 
doi:10.1177/1524838009339754

20.	 Hayati EN, Eriksson M, Hakimi M, Hogberg U, Emmelin 
M. ‘Elastic band strategy’: women’s lived experience of 
coping with domestic violence in rural Indonesia. Glob 
Health Action. 2013;6:1-12. doi:10.3402/gha.v6i0.18894

21.	 de Faria Slenes R. Human Rights, Religion, and Violence: 
Strategies of Moroccan Activists Fighting Violence against 
Women. Procedia Soc Behav Sci. 2014;161:247-251. 
doi:10.1016/j.sbspro.2014.12.058

22.	 Flanagan JC, Jaquier V, Overstreet N, Swan SC, Sullivan TP. 
The mediating role of avoidance coping between intimate 
partner violence (IPV) victimization, mental health, and 
substance abuse among women experiencing bidirectional 
IPV. Psychiatry Res. 2014;220(1-2):391-396. doi:10.1016/j.
psychres.2014.07.065

23.	 Camelia D, Ioana V. The Involvement of Coping Mechanisms 
and Personality Structure in Counseling Women Victims 
of Domestic Abuse. Procedia Soc Behav Sci. 2015;203:297-
302. doi:10.1016/j.sbspro.2015.08.298

24.	 Taherkhani S, Mirmohammadali M, Kazemnejad A, Arbabi 
M. Association experience time and fear of domestic 
violence with the occurrence of depression in women. 
Iranian Journal of Forensic Medicine. 2010;16(2):95-106.

25.	 Mohhamadian Z, Mohtashami J, Rohani C, Jamshidi 
T. Designing and psychoanalysis: A comprehensive 
questionnaire on coping with domestic violence 
against women in Iranian society. Electron Physician. 
2018;10(1):6172-6178. doi:10.19082/6172

26.	 Shayan A, Masoumi SZ, Kaviani M. The relationship 
between wife abuse and mental health in women 
experiencing domestic violence referred to the forensic 

medical center of shiraz. J Educ Community Health. 
2015;1(4):51-57. doi:10.20286/jech-010451

27.	 Arefi M. Domestic violence against women in Urmia city. 
Womens Studies. 2003;1(2):101-120.

28.	 Azami M, Aqayee A, Geranmayeh S, Shakeri M. 
Investigation of demographic characteristics and status 
of beaten women in Chehar Mahal va Bakhtiari Province. 
Presented at: The First Congress of Scientific Determination 
of Individuals Exposed to Violence: Preventive Strategies 
Islamic Azad Uni, Khorasgan Branch; 2001:225-236.

29.	 Alipour A, Hashemi T, Babapour J, Tousi F. Relationship 
between coping strategies and happiness among university 
students. Journal  of  Psychology. 2010:5(18):71-86

30.	 Moasheri N, Miri MR, Abolhasannejad V, Hedayati H, 
Zangoie M. Survey of prevalence and demographical 
dimensions of domestic violence against women in Birjand. 
Modern Care Journal. 2012;9(1):32-39.

31.	 Fakharzadeh L, Tahery N, Heidari M, Hatefi Moadab N, 
Zahedi A, Elhami S. Factors associated with prevalence 
of domestic violence in women referred to Abadan 
health centers in 1394. Iranian Journal of Epidemiology. 
2018;13(4):328-336.

32.	 Hasheminasab L. Assessment of prevalence, outcome and 
factors related to domestic physical violence in pregnant 
women referring to delivery departments of Sanandaj 
hospitals. Scientific Journal of Kurdistan University of 
Medical Sciences. 2007;11(4):32-41.

33.	 Ahmadi B, Alimohamadian M, Golestan B, Bagheri Yazdi 
A, Shojaeezadeh D. Effects of domestic violence on the 
mental health of married women in Tehran. Journal of 
School of Public Health and Institute of Public Health 
Research. 2006;4(2):35-44.

34.	 Khosla AH, Dua D, Devi L, Sud SS. Domestic violence 
in pregnancy in North Indian women. Indian J Med Sci. 
2005;59(5):195-199.

35.	 Peek-Asa C, Zwerling C, Young T, Stromquist AM, 
Burmeister LF, Merchant JA. A population based study 
of reporting patterns and characteristics of men who 
abuse their female partners. Inj Prev. 2005;11(3):180-185. 
doi:10.1136/ip.2004.006247

36.	 Kyriacou DN, Anglin D, Taliaferro E, et al. Risk 
factors for injury to women from domestic violence. 
N Engl J Med. 1999;341(25):1892-1898. doi:10.1056/
nejm199912163412505

37.	 Muhajarine N, D’Arcy C. Physical abuse during pregnancy: 
prevalence and risk factors. CMAJ. 1999;160(7):1007-1011.

38.	 Wilding P. ‘New Violence’: Silencing Women’s Experiences 
in the Favelas of Brazil. J Lat Am Stud. 2010;42(4):719-747.

39.	 Wendt S, Zannettino L. Domestic Violence in Diverse 
Contexts: A Re-examination of Gender. Routledge; 2014.

Copyright © 2019 The Author(s); This is an open-access article distributed under the terms of the Creative Commons Attribution 
License (http://creativecommons.org/licenses/by/4.0), which permits unrestricted use, distribution, and reproduction in any medium, 
provided the original work is properly cited.


