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INTRODUCTION

Dbjectives; Despite the scope of violence apainst women and its importance for reprodictive
health, very few scentific data about the relationship between violence and reproductive
health issues are available. Methods: The current knowladgs base for several issues specific to
violence and reproductive health, including association of violence with pregnancy, pregnimey
intention, contraceplion use, pregnancy terminations, and pregnancy ulcomes, are reviewed
and suggestions are provided for future research. Resiis: Despite the limitations of current
rescarch and some inconclusive results, the existing research base dearly documents saveral
impartant points: (1) violenoe occurs commaonly during pregnancy (an estimated 4%-8% of
pregnancies); (2} viclence is asociated with unintended pregnancies and may be related to
inconsistént contraceptive use; and (3) the research i inconclusive aboul the relationship
between violence and pregnancy outeomes, Conclusions: Improved knowledge of the risk
factars for violence is critical for effective intervention design and implementation. Four
areas that oesd improvement for development of new research studics examining violence
and reproductive-related issues include (1) broadening of study populations, {2) refining
data collection methodologies, (2) obtaining additional information sbout violence and other
Factors, and (4) developing and evaluating scresning and intervention programs. The research
and health care communities should act collaboratively to improve our understanding of
why violenee against women occurs, how it specifically affects reproductive health status,
and what prevention siralegies may be offective.
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violence against women has become increagingly rec-
ognized as an issue of clinical and public health im-

An estimated 1.5 milion women are physically
assaulted or raped by an intimate partner in the
United States annually (1). Over the past decade,
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portance (2). Healthy People 2010 objectives (3) sup-
port working toward a decrease in violence against
women. Additionally, health care providers and pro-
fessional groups such as the American Medical Asso-
ciation {4) and American College of Obstetricians
and Ciynecologists (3) acknowledge violence against
WOmEn a5 a major problam that needs to be ad-
dressed in clinical practice, Increasingly, health pro-
fessionals are expected to screen for and intervene
in intimate partner violence in their patient popula-
tions (4-10].

Because women in their reproductive years
make many visils to health care providers, an impar-
tant opportunity to screen for and intervene in vio-
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lence against women is available. In 1993, an £sti-
mated 72% of (1.8, women aged 15-44 years received
at least one type of reproductive health care service
(including contraceptive counseling or prescription;
sterilization; pap smear; pelvic exam; prenatal ¢are;
postpartum care; HIV test; testing for or treatment
of other sexually transmitted disease:; testing or treat-
ment for vaginal, urinary tract, or pelvic infection:
abortion; or pregnancy test) (11). Furthermore, the
repeated provision of reproductive health care ser-
vices offers women the opportunity 1o develop trust-
ing relationships with a health care provider, which
may enhance disclosure rates.

Because women of reproductive age report
higher rates of interpersonal violence than women
in cther age groups (12), a fairly extensive body of
research has examined issues specific to violence and
reproductive health, including pregnancy, preégnancy
intention, ¢contraceptive use, prégnancy termination,
and pregnancy oulcome. This commentary Teviews
the current literature in each of these areas and sug-
gests areas for fufure research.

CURRENT KNOWLEDGE

Fregnancy

A 1996 article (13) synthesized and compared
the metheds and findings of 13 studies (14-26) exam-
ining the prevalence of violence during pregnancy.
Review of these studies found that estimates of the
prevalence of violence during pregnancy ranged from
0.9% to 20.1%, butl most estimates fell between 4%
and §%. Since publication of this article, three addi-
tonal studies (27-29) have offered similar estimates
{in the 4%-8% range). If we apply these percentages
1o the 3.9 million women in the United States who
deliversd live-horn infants m 1998, we can cstimate
that between 152,000 and 324000 wamen experi-
enced violence during their pregnancies that year.
These numbers suggest that violence may be more
common for pregnant women than preeclampsia or
gestational diabetes, conditions [or which screening
for during pregnancy is routing.

Pregnancy Intention
Women whose pregnancies are unintended

share some common risk factors with women who
experience violence: younger age, lower income, and

being unmarried. Studies have directly examined the
relationship between unintended pregnancy and
physical violence (18, 21,25, 27, 30-32). In both popu-
lation- and clinic-based studies, results are fairly con-
sistent that women whose pregnancy was unintended
had two to four times the risk of experiencing physical
vilence a: did women whose pregnancy  was
planned. One study using qualitative methodology
{307 found that women in battered women's sheliers
described abusive relationships that resulted in unin-
tended pregnancy through the partner’s control of
contraception and coercing the woman o have a
child.

Contraceptive Use

The =levaied rate of unintended pregmancies
among women experiencing violence dunng preg-
nancy may be related to lower contraceptive use
among women who experience violence. Although a
direct link between contraception and violence
against women has not been studied, it has been
suggested that violence is probably part of the reason
for failure to use contraception becauss the threat of
abuse makes birth control negotiation difficult (33).
Barrier methods, such as diaphragms and condoms,
may not be feasible alternatives for women who expe-
ricnce sexual abuse by intimate partners (34). Be-
canse of the nature of the relationship, these women
may not be given an opportunity to use barrier meth-
ods or even discuss the possibility of use with the
abusive partner (33-37).

Pregnancy Termination

Even less research has been conducted on
whether violence against women is associated with
decisions about terminating a pregnancy, Two stud-
ies (3%, 39) cxamining this question were conducted
only with women secking abortion services, so there
was no comparison group of pregnant women elact-
ing noi to terminate their pregnancy. Evins and
Chesceir's work (38) suggests that rates of current
abuse as well as childhood abuse expericnces may
be higher among women secking abortion services;
Glander and co-workers (39) found that among
women secking elective pregnancy terminations, the
reasons for termination were different for womsn
who experienced violence than for women who did
not. Other studies (14, 40) examining the relationship



Violence and Reproductive Health

between violence and pregnancy termination asked
only about previous terminaticns, so the exact causal
relationship between current abuse and pregnancy
termination status is difficult to assess. These studies
(14, 40) found that physical violence is related to
provious pregnancy lerminations or miscarriages, but
data were nol available to determine abuse status at
the time of the previous pregnancy termination.

Pregnancy Chafcome

To date, the research findings on the potential
asgociation between violence and pregnancy ouf-
comes are ingonclusive, A review article published
in 1996 (41). plus additional studies published since
that review (40, 42-45}, found that no adverss preg-
nancy outceme (e.g., birthweight, preterm delivery,
gestational age, infant length and head circumfer-
ence, fetal death/distress) was consistently associated
with violence during pregnancy (14, 22, 24, 40, 42-
49). Only two outcomes, mean birth weight and low
birth weight, wers found to be significantly associated
with abuse in more than one study (23, 47-49).

In summary, the existing research base clearly
documnenis three imporiant points: (1) violence oc-
curs commonly during pregnancy (an estimated
4%-8% of pregoancies) (2) viclence 1= associated
with unmintended pregnancies and may he related to
inconsistent contraceptive use; and (3) the research is
ingonelugive about the refationship between violence
and pregnancy outcomes,

FUTURE RESEARCH DIRECTIONS

The current research literature has contributed
1o basic knowledge about interpersonal violence dur-
ing the reproductive years, has heightened awareness
of the prevalence of the problem, and has established
an important scientific basis for {uture research. As
1% oiten true in new areas of research, some comman
limitations have restricted our ability 10 generalize
these findings to all women. The following are impor-
tant limitations: (1) comparing results between stud-
ies is often difficult because dissimilar screening in-
struments are used (30-54), (2) most of the studies
had small samples, which limit generalizability of
findings {usually the studies include enly women who
are receiving health care and have a live birth), (3)
recall bias is likely with regard 1o viclenes and other
risk factors before and during pregnaney when using

ul

@ retrospective study design, and (4) assessment of
other factors that could influence the association be-
tween physical violence and the outcome(s) of inter-
est 15 limited, In addition, the scentific research in
this area has focused primanly on the prevalence of
the problem and is just now at the point of launching
inte mare analytic work,

In reviewing the literature for this article and
taking inte aecount what others have recommended
(55), some important questions for future research
emerge: (1) Does violence increase, decreasge, or re-
main the same during pregnancy and the postpartum
periods, and what are the implications {or the health
of the mother? And the child? (2) What is the role of
violence on reproductive decision making including
conlraceptlive use, pregnancy intendedness status,
pregnancy resolution, snd use of HIV/STD preven-
tiom methods? (3) What are the risk and protective
factors for violence against women of reproductive
ageT (d) What screening and inlervention sirateges
might be effective at decreasing violence against
women and improving reproductive health?

To answer the first three questions mentioned
above, four study aspects need sirengthening when
new research examining violence and reproductive
health is being developed. These aspects are the study
population and setting, data collection, measurement
of violence and other factors, and screening and inter-
vention programs. Each of these issues is discussed
in more detail below.

Study Fopulations and Settings

We should broaden cur study populaticns and
setlings. Most previous research has been conducted
either in battered women's shelters or prenatal bealth
clinics. We need more population-based studies that
include all women (med just those giving birth), Re-
search 15 needed in a greater variety of settings, in-
cluding family planning, HIV/ETD, and abortion
clinics, We alzo need a greater number of seltings in
clinical rescarch (multisite projects that arc compara-
ble across clinics). Managed care organizations may
be appropriate settings for this type of research.

Diata Collection
We peed o determing what methodologies work

best in eliciting accurate data on the occurrence of
violence, Some mdication exists that disclosure 13
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greater with in-person techniques and with well-
trained and skilled clinicians (13). Previous research
{13) suggests that the timing of the SCTEEnIng (ues-
tions inflluences disclosure rates and that higher rates
are reported with repeated queslions on multiple vis-
its and asking later in pregnancy. To assess causality,
we should ask guestions about violence patterns be-
fore pregnancy and during the entire pregnancy and
postpartum  pericds. Cualitative data collection
methodology would probably be valuable to comple-
ment what we are learning from guantitative studies.
Along with these data collection issues, confidential-
ity must be addressed.

Measurement

We need validated instruments that include mea-
sures of severity and chronicity (35). The field so far
has not systematically distinguished among physical,
sexual, and emotional vielence, It is possible that the
antecedents and outcomes are different and so might
be the preferred interventions, We still need mare
information to understand the pattems of violence;
for cxample, do violence patterns change dunng or
after pregnancy; how do nonpregnant and pregnant
intervals differ; and are there chronic and acute epi-
sodes of violence? Additional information is needed
sbout frequency, timing, and severity of violence; the
body site of violence and medical treatment given
for injuries; the abuser’s relationship to the viclim;
and the exact temporal relationship between violence
and many of the outcomes previously mentioned. We
should find out more about the abusive partner, such
as when did he or she know about the prégnancy,
and i3 the abuser during a current pregnancy the
same abuser as in past pregnancies? We should also
collect information ahout potential risk faclors, & par-
ticularly impartant step in an area that is likely to be
related to many cther factors. For example, given
the potential complex interactions with many factors
that could influsnee pregnancy outcomes, we should
be careful to determine the proportion attributable
to violence.

The last question involves moving from the de-
scription of the interaction of violence and reprodue-
tive health to the design, implementation, and evalua-
tiop of screening and intervention strategies.
Effective intervention programs must be available
hefore we broadly recommend screening, Several re-
cent siudics have documented that practitioners do
not typically sereen for violence during an office visil

{56, 57}, Clearly, further research is needed to deter-
mine how o improve scresning rates in health care
sellings characterized by intemse lime pressures.
Morcover, once we know that a woman is expeérienc-
ing viclence, we should work to determine effective
ways to promole her safety. Research is needed to
examine the effectivensss of antiviolence programs
for men. Innovative programs should be developed
and evaluated that coordinate community cfforis
from the legal, judicial, law enforcement, social ser-
vices, and medical systems (38). Qualitative method-
ology may be important to provide insight into what
may work to improve screening rates and develop
effective intervention programs from the perspective
of the women.

We have commented on four main questions
where future research should be directed. Good re-
search can provide information that will strengthen
our agenda with physicians and decision makers who
need solid scientific evidence that inlimate partner
violence is common, screening is worthwhile, and
effeclive intervention programs are available. Future
waork must accurately capture the perspective of the
women who are at risk for violence and poor repro-
ductive health status. To meet this challenge, the
research and health care communities should cross
boundaries and include social scientists, vietim advo-
cates, the criminal justice system, and women who
have experienced violence to address the shortcom-
ings in our current research regarding the prevention
of violence against women within the context of im-
praving reproductive health.
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