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Objectives.\p=m-\Tosummarize the methods and findings of studies examining the
prevalence of violence against pregnant women and to synthesize these findings
by comparing study characteristics for studies with similar and dissimilar results.

Data Sources.\p=m-\MEDLINE,POPLINE, Psychological Abstracts, and Sociologi-
cal Abstracts databases were searched for all articles pertaining to violence during
pregnancy for the period 1963 through August 1995.
Study Selection.\p=m-\Thirteenstudies were selected on the basis of specific cri-

teria: a sample with initially unknown violence status; a clear statement of research
question(s), with focus on measuring the prevalence of violence; descriptions of the
sample, data source, and data collection methods; and data from the United States
or another developed country.

Data Extraction.\p=m-\Relevantdata were extracted to compare studies by study
description, methods, and results.

Data Synthesis.\p=m-\Evidencefrom the studies we reviewed indicates that the
prevalence of violence during pregnancy ranges from 0.9% to 20.1%. Measures of
violence, populations sampled, and study methods varied considerably across
studies, and these factors may affect prevalence estimates. Studies that asked
about violence more than once during detailed in-person interviews or asked later
in pregnancy (during the third trimester) reported higher prevalence rates (7.4%-
20.1%). The lowest estimate was reported by women who attended a private clinic
and responded to a self-administered questionnaire provided to them by a person
who was not a health care provider.

Conclusions.\p=m-\Violencemay be a more common problem for pregnant women
than some conditions for which they are routinely screened and evaluated. Future
research that more accurately measures physical violence during pregnancy would
contribute to more effective design and implementation of prevention and interven-
tion strategies.
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VIOLENCE AGAINST WOMEN has
become increasingly recognized as an
issue of clinical and public health im¬
portance.1 An estimated 1.8millionwom¬
en (3% of all women) are severely as¬
saulted by male partners or cohabitants
in the United States annually.2 Initial
studies in the 1970s and early 1980s
suggested that 23% to 56% of battered
women experienced violence while preg¬
nant.3·4 These studies offer limited in¬
formation about violence during preg¬
nancy because they included onlywomen

with known histories of battering who
had moved to shelters. In the past de¬
cade, advances have been made in re¬
search in this area through the use of
clinic-based516 and population-based16,17
samples of women whose histories of
abuse are initially unknown and survey
instruments designed specifically to as¬
sess violence during pregnancy. Despite
the increased research examining vio¬
lence against pregnant women, there
has not been a systematic examination
of the literature that describes the range
of estimatesmeasuring violence against
women during pregnancy.

See also pp 1903 and 1937.

Comparison of studies measuring the
prevalence of violence against pregnant
women is difficult because there are dif¬
ferences in measures of violence, popula¬
tions sampled, and studymethods. There¬
fore, it is difficult to draw conclusions and
generalize results. It has been shown that
estimates of the prevalence ofchild abuse
vary considerably due to the use of dif¬
ferent definitions and methods,18,19but the
effects of these differences in measures
have not been examined for violence dur¬
ing pregnancy.

Development of standardized meth¬
ods of estimating the prevalence of vio¬
lence against pregnant womenwould be
important for the development, imple¬
mentation, and evaluation ofprevention
and intervention strategies. Not only is
the pregnant woman's emotional and
physical health at risk, but there may
also be consequences for the infant, in¬
cluding adverse birth outcomes.
We summarize herein the methods

and findings of existing studies exam¬

ining the prevalence of violence against
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pregnant women, and we synthesize
these findings by comparing study char¬
acteristics for studies with similar and
dissimilar results.

METHODS
MEDLINE, POPLINE, Psychologi¬

cal Abstracts, and Sociological Abstracts
databases were searched for reports on
the topic of violence during pregnancy
for the years 1963 through August 1995,
using the following search termsappear¬
ing anywhere in the article: "pregnancy,"
"pregnancy complications," or "postpar-
tum" and "violence," "domestic violence,"
"battered women," "spouse abuse," "part¬
ner abuse," "abuse of women," "abuse,"
or "physical abuse." Reviewing all avail¬
able literature (more than 300 articles)
identified by these search terms identi¬
fied 13 studies5"17 that met the criteria
selected for this review: (1) a sample that
included women with initially unknown
abuse status, (2) a clear statement of re¬
search question(s) with a focus on mea¬

suring the prevalence of violence, (3) de¬
scriptions of the sample, data source, and
data collection methods, and (4) data from
the United States or another developed
country.

When more than 1 published article
reported data from the same study
sample,7·12·20"22 the article with the most
complete data and the greatest focus on

prevalence estimates was chosen to rep¬
resent each study.7·12 Theadditional pub¬
lications20"22were used onlywhen needed
to complete information on study meth¬
ods or population characteristics. For 1
study published in a peer-reviewed jour¬
nal,17 2 books provided details of study
methods, which assisted this review.2·23
In 2 cases, researchers had published
reports of violence both during preg¬
nancy11·14 and during the 3 months after
delivery.24·25 The results of the follow-up
studies after delivery are mentioned
briefly because they are the only avail¬
able datameasuring violence in the post-
partum period. The authors of all stud¬
ies included reviewed the summaries of
their work herein.

This review focuses on physical vio¬
lence against pregnant women. How¬
ever, several studies combined types of
violence (eg, physical, emotional, and
sexual violence) and did not isolate physi¬
cal violence. For ease ofcomparison, data
abstracted from studiesmeeting the se¬
lection criteria were summarized in
tables of relevant characteristics. The
categories for comparison across stud¬
ies were study description (objectives,
sample size, setting, and population char¬
acteristics), study methods (violence
measure, perpetrator's relationship to
the abused woman, data collection
method, and period of observation), and

study results (types ofviolence included
in estimate, prevalence of violence at
any time, prevalence of violence during
the past year, and prevalence of vio¬
lence during pregnancy).

We recalculated prevalence estimates
for 6 of the studies to enable direct com¬

parison. Specifically, Amaro et al5 and
Stewart and Cecutti14 reported preva¬
lences of violence separately for women

experiencing violence prior to and dur¬
ing pregnancy, so these 2 time periods
were combined to recalculate a preva¬
lence of violence in the year before de¬
livery5 or ever14; Parker et al12 had re¬

ported estimates separately for teens
and adults, so these groups were com¬
bined to report a prevalence for the
entire sample; Berenson et al6,7 had re¬

ported the prevalence during pregnancy
as a proportion of women ever abused,
so this was recalculated using the whole
cohort as the denominator to yield an
estimate of prevalence during preg¬
nancy; and Gazmararian et al16 had re¬

ported the statistics for individual states,
so these were combined for calculation
of a summary estimate.

RESULTS
Comparison of Study Description

Most studies had similar primary ob¬
jectives. In 11 of the 13 studies, the stated
objectivewas to determine the prevalence
of violence during pregnancy.5"7,9"15,17 The
primary objectives of the remaining 2
were to determine whether there was a

relationship between violence and either
pregnancy intendedness specifically16 or
correlates of violence during pregnancy.8
Examination of risk factors associated
with the experience of violence was a

secondary objective for nearly half of the
studies.5"7,13,14,16Other secondary objectives
were to determine the characteristics of
the perpetrator of abuse,7,11 the associa¬
tion between violence and adequacy of
prenatal care,8 and the association be¬
tween violence and pregnancy outcomes
(eg, preterm birth11 and birth weight11,12).
Two studies7,12 focused on the relation¬
ship between age and experience of vio¬
lence: Berenson et al7measured the preva¬
lence of violence in adolescents, and
Parker et al12 compared the experience of
violence in adolescents and adults.

Eleven of the 13 studies used clinic-
based, retrospective designs in which
women were asked about their past ex¬
perience with violence. In the 11 clinic-
based studies, women were recruited
consecutively from prenatal clinics or

hospital delivery wards for periods of 4
weeks15 to 3 years,5,12 during the years
1982 to 1993 (Table 1). Two of these 11
studies did not define recruitment pe¬
riods in the description of study meth-

ods.13·14 Among clinic-based studies, 7
were set in public clinics,5"710"1215 3 in¬
cluded both public and private set¬
tings,8·9·14 and 1 was set in a private
clinic.13 In addition, the clinic-based stud¬
ies were in geographically diverse ar¬
eas. All but 1 of the clinic settings were

exclusively urban.14
Two population-based studies investi¬

gated the association between violence
and pregnancy. Gazmararian et al16 ex¬
amined data from an ongoing state sur¬
veillance system that randomly sampled
approximately 12 600 mothers frombirth
certificates over a period of 2 years.
Gelles17 used data from a national random-
digit dialing survey of 6002 households
with selective oversampling of black and
Hispanic households and 25 lower-popu¬
lation states (the data were weighted to
be nationally representative). This was
the only study that included both preg¬
nant and nonpregnant women, thus al¬
lowing comparison ofviolence prevalence
between the 2 groups.

Among the 13 studies, only 6 included
in the description of the study popula¬
tion some type of information for all of
the following categories: age, race/eth¬
nicity, socioeconomic status, and mari¬
tal status.5·7·9·11·12·16 Although Gelles'17
sample was nationally representative,
no specific demographic information was

provided in the article or supporting
books. For the remaining studies, the
mean ageswere 23 to 26 years forpublic
clinic participants6·8·9·12·15 and 28 or 29
years for women from private clinics.9·14
Three studies did not report age,10·13,17
and 4 did not report the participants'
mean age.5·7·11·16 The racial/ethnic com¬

position of the study samples varied.
One sample12 had equivalent numbers
of black, white, and Hispanic subjects,
while most were disproportionately
black,5·8·11 white,6·7·16 or Hispanic.9

The type of data on socioeconomic
status differed across studies, which
used 1 or more of the following mea¬
sures: monthly5 or annual11·13 income, per¬
centage of women employed9 or unem¬

ployed,714 Medicaid eligibility,8 receipt
of social assistance,14 income below
the poverty level,12 years of educa¬
tion,8·1113·16 and percentage ofwomen who
graduated from high school9·1315 or from
college.9·15

The terminology used to describe
marital status was inconsistent across
studies. Although some of these studies
defined a "single" category,5·7·10,14 oth¬
ers6·9·111216 used an "unmarried" category,
which may have included divorced and
widowed women who did not consider
themselves single. Furthermore, the dis¬
tribution of marital status varied con¬

siderably between public and private
clinics. Between 54% and 89% ofwomen

Downloaded From: https://jamanetwork.com/ by a Michigan State University User  on 11/16/2020



Table 1 .—Description of Studies on Violence Against Pregnant Women*

First Author
(Year)

No. of Subjects
Surveyed/
No. Eligible

(Response Rate) Setting Age, y Race/Ethnicityt
Socioeconomic

Status* Marital Status
Amaro (1990)5 1243/1932

(64%)
Public clinics, Boston,

Mass, 1984-1987
16% <18, 66%

19-29
74% black,

8% white,
18% Hispanic

48% With income
<$500/mo

62% Single

Berenson (1991)6 501/532
(94%)

Public clinic, Galveston,
Tex, 5/89-2/90

Mean 23.5,
range 18-43

28% black,
48% white,
24% Hispanic

54% Single§

Berenson (1992)7 342/360
(95%)

Public clinic, Galveston,
Tex, new patients,
5/89-12/90

34% black,
45% white,
21% Hispanic

84% Unemployed 83% Single

Campbell (1992)8 488/814
(60%)

Postpartum wards of 5
hospitals, midwestern
metropolitan area, 5/88-
2/89

Mean 23.3,
range 14-45

67% black,
33% white

Mean 11.3 y
of education,
86% Medicaid
recipients

Helton (1987)" 290/292
(99%)

6 Public, 2 private clinics,
large metropolitan area,
2/85-9/85

Mean 25 at public
clinics, 28 at
private

22% black,
32% white,
43% Hispanic,
3% other

58% With high
school education,
26% some college
education,
22% employed

29% Single§

Hillard (1985)" 742/987
(81%)

Public clinic, Charlottesville,
Va, 5/82-4/83

65% Single§

O'Campo (1994)" 358/600
(58%)

Public clinic, Baltimore, Md,
12/89-9/90

28% 18-19,
41% 20-24

90% black,
9% white,
1% other

Mean 11.4 y
of education,
62% with income
<$20000/y

89% Single

Parker (1994)'2 1203/<1213
(>99%)

Public clinics, Baltimore,
Md, and Houston, Tex,
1990-1993

Mean 17.5 teens,
25.4 adults

35% black,
31% white,
34% Hispanic

95% Eligible for WIC 64% Single teens,
59% single
adults§

Sampselle(1992)'3 934/940
(99%)

Private clinic, University
of Michigan, first 940
women recruited for
larger study

15 y of education,
97% ==12 y
of education,
35% with income
>$50000/y

Stewart (1993)u 548/561
(98%)

Public clinic and private
obstetric and family
physician offices,
metropolitan Toronto,
Ontario

Mean 29,
range 14-46

12.6% With <12y
of education,
30% unemployed/
social assistance

19% Single

Webster (1994)15 1014/1127
(90%)

Inner-city prenatal clinic,
Brisbane, Queensland,
Australia, 4-wk period,
1992

Mean 26,
range 16-44

1% s7 y of education,
79% some high school,
20% any formal
education after
high school

Gazmararian (1995)'6 12612
(approximately
90%)

Population-based mail
survey, Alaska, Maine,
Oklahoma, and West
Virginia, 1990-1991

11%-18% <20,
26%-33% 20-24,
46%-63% >24

0.6%-10.1% black,
69%-98% white,
0.3%-28% other

14%-27% <12y
of education,
39%-45% 12 y,
27%-43% >12 y

24%-27% Single§

Gelles (1988)" 6002/7145
(84%)

Population-based random-
digit telephone interview
in 50 states, 6/85-8/852e||

*Ellipses indicate data were not available.
tThe studies used various terms for racial/ethnic groups: For this summary table, "black" includes black and African American (American or African born); "white" includes

Caucasian, white non-Hispanic, and European American; and "Hispanic" includes Hispanic, Latino, and white Hispanic. In all studies, the numbers of "other," "Native American,"
or "Asian" participants were small, and thus are not included in this summary.
tThe studies reported various characteristics that could be used as measures of socioeconomic status. WIC indicates the Special Supplemental Food Program forWomen, Infants,

and Children.
§This study used "unmarried" in the original data; we have used "single" for consistency in the table. Since the original group may have included divorced and widowed women

who do not consider themselves single, the number here may be higher than in the true group of single women.
||Age, race/ethnicity, socioeconomic status, and marital status were not reported in the article, but the population was nationally representative.23

from public clinics were single or un¬

married,5"71012 comparedwith 19% to 29%
of those from private clinics.9·14

Comparison of Study Methods
Four studies6"9 collected data on vio¬

lence using items similar to or based on
those in a screening instrument recom¬
mended by the March of Dimes (1987)
for use in the care of pregnant women27
(Table 2). The March of Dimes instru¬
ment27 focuses first on lifetime physical
violence, then on whether the violence
occurred in the current pregnancy,
whether it has increased during preg¬
nancy, and whether medical care has
been sought for injuries. This instru-

ment also includes the Abuse Assess¬
ment Screen, which asks the respon¬
dent to identify the site(s) of abuse on a

body map. Several other studies11·12,17
used other established instruments, in¬
cluding the Conflict Tactics Scale,28,29 the
Abuse Assessment Screen,27 the Index
of Spouse Abuse,30 and the Danger As¬
sessment Screen.31

The remaining 6 studies 5·10·13"16 used a

variety of other measures. Ascertaining
violence through self-administered yes or
no questionnaires, Sampselle et al13 used
2 questions about "physical, emotional or
sexual mistreatment or abuse" ever and
currently, and Gazmararian et al16 asked
a single question about being "physically

hurt" by a husband or partner during the
12 months prior to delivery. In the other
studies, Amaro et al5 and Hillard10 each
asked 1 general question about violence
and conducted follow-up questioningwith
subjects who responded positively; Stew¬
art and Cecutti14 and Webster et al15 used
a series of questions about several types
of violence.

The studies varied as to whether or
how they specified the perpetrator of
violence. Five studies questioned par¬
ticipants about their experience of
violence without defining the perpetra-
tor(s),5"7,13·14 and 1 asked about and dis¬
tinguished between violence by the "man
you are with" and violence by "anyone
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Table 2.—Study Methods in Studies on Violence Against Pregnant Women

First Author
(Year) Violence Measure

Perpetrator's
Relationship to the
Abused Woman Data Collection Method

Period of
Observation

Amaro (1990)5 "Physically threatened or
abused, or involved In
fights/beatings"

"Was the assailant
known to you?"

2 Interviews, 1 during the first
prenatal visit and 1
immediately postpartum

Entire pregnancy

Berenson (1991)6 "Hit, slapped, kicked, or
physically hurt"

"Anyone" 1 Interview during the second
prenatal visit

Up to second visit

Berenson (1992)7 "Hit, slapped, kicked, or

physically hurt"
Not specified 1 Interview during the first

prenatal visit
Up to first visit

Campbell (1992)8 "Hit, slapped, kicked, or
physically hurt"

"The man you are with"
and "anyone else"

1 Interview 2-5 d postpartum Entire pregnancy

Helton (1987)9 "Hit, slapped, kicked, or
physically hurt"

"Male partner" 1 Interview at any point in
pregnancy

Variable

Hillard (1985)10 "Hit or tried to hurt" "Anyone at home" 1 Interview during the first
prenatal visit

Up to first visit

O'Campo (1994)" Conflicts Tactics Scale2829 "Someone else close
to you"

1 Interview during the third
trimester

Up to third trimester

Parker (1994)1: Abuse Assessment Screen,27
Index of Spouse Abuse,30 and
Danger Assessment Screen31

"Your partner or
someone important
to you"

3 Interviews during the first
prenatal visit and during the
second and third trimesters

Up to third trimester

Sampselle (1992)': "Physically, emotionally, or
sexually abused or
mistreated"

Not collected Self-administered questionnaire
at any point in pregnancy

Up to first visit

Stewart (1993)14 "Physically abused" Not specified Self-administered questionnaire
during pregnancy

Up to first visit

Webster (1994)15 "Ever suffered domestic
violence" (gives examples)

Specified as family
member or close
friend

1 Interview at any point in
pregnancy

Variable

Gazmararian (1995)'6 "Physically hurt" "Husband or partner" Mailed questionnaire and
telephone follow-up, 3-6 mo
postpartum

Entire pregnancy, plus
3 mo preconception

Gelles (1988)" Conflict Tactics Scale28·29 "Spouse/partner"1 Telephone survey of random
sample, regardless of
pregnancy status

Variable

else."8 The remaining studies limited cat¬
egories ofwhom theywere asking about
to 1 or more of the following: husband,16
partner,12·16,17 male partner,9,17 family
member,15 someone close or impor¬
tant,11,12,15 or "anyone at home."10

Nine studies collected violence data
in either a single interview6"11,14 or mul¬
tiple in-person interviews.5,12 The other
investigators collected violence data by
telephone,17 a mailed survey with tele¬
phone follow-up of nonresponders,16 or
self-administered questionnaires.13,14 The
time when data were collected varied
considerably, ranging from the first pre¬
natal care visit7,10 to 3 to 6 months after
delivery.16

The period of observation also varied
considerably between studies. Several in¬
cluded the entire pregnancy period,5,8 and
1 also included the 3 months before con¬

ception.16 Two studies included reports of
violence through the third trimester.1112
Since several studies collected data only
at the first prenatal care visit, the reports
of violence were limited to the period
between conception and the first prena¬
tal care visit.7,10,13,14 Several studies did
not limit the period of observation to a

specific point in the pregnancy.9,16,17
Comparison of Study Results
Ofthe 13 studies, 9 reported the prev¬

alence of physical violence separate¬
ly,6"11,14,16,17 whereas the others included

sexual,5,12 sexual and emotional,13 and
sexual, social, emotional, and psycho¬
logical abuse15 (Table 3). The prevalence
of women experiencing violence at any
time in the past (including pregnancy)
ranged from 9.7% to 29.7%. Four stud¬
ies6,12,16,17 that queried about violence oc¬

curring during the past year reported
rates between 5.6% and 24.4%.

The prevalence of women experienc¬
ing violence during pregnancy ranged
from 0.9% to 20.1%. Eight5"10,14,15 ofthe 11
studies that examined the pregnancy pe¬
riod found the prevalence to be between
3.9% and 8.3%. The percentage ofwomen

experiencing violence during pregnancy
could not be calculated for the population-
based studies16,17 because neither study
used a time period that clearly defined
violence during the pregnancy period.
Gazmararian et al16 asked about violence
"in the 12 months prior to delivery" with¬
out delineating between the preconcep¬
tion and pregnancy periods. Gelles17 asked
about violence in the past 12 months and
then asked about pregnancy status at the
time of the telephone interview but made
no adjustment for the duration of preg¬
nancy or nonpregnancy included in that
12-month period.
Examination of the prevalence esti¬

mates in conjunctionwith the study char¬
acteristics and methods (Tables 1 and 2)
shows that several possible character¬
istics may be associated with similarity

of results. The majority of the 8 studies
that had similar prevalence rates of vio¬
lence during pregnancy obtained data
from 1 in-person interview and used simi¬
lar measures of violence. In addition, all
but l5 of the 8 studies included less than
the entire period of pregnancy.

Moreover, the 2 studies with the high¬
est estimates11,12 were similar to each
other: Both used detailed in-person in¬
terviews (eg, the Abuse Assessment
Screen or the Conflict Tactic Scale) that
included several questions related to vio¬
lence, and both included all 3 trimesters
of the pregnancy.

The study that found the lowest preva¬
lence, 0.9%,13 was unique in population,
setting, and data collectionmethods. This
study was the only one that included a

population who attended a private clinic.
The respondents were mostly married,
older women of higher socioeconomic
status (97% had at least 12 years of edu¬
cation, and 35% had annual incomes ofat
least $50 000). Violencewas assessed from
1 broad question ("physically, emotion¬
ally or sexually abused or mistreated")
on a self-administered questionnaire pro¬
vided to the woman by a person who was

not a clinician. Furthermore, the perpe¬
trator was not specified.
COMMENT

Evidence from the studies reviewed
herein indicates that the prevalence of
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Table 3.—Results of 13 Studies on Prevalence of Violence Against Pregnant Women*

First Author (Year)
Types of Violence

Included in the Estimate
Prevalence

at Any Time, %
Prevalence
During the

Past Year, %
Prevalence
During

Pregnancy, %
Amaro (1990)5 Physical, sexual 10.4« 7.4
Berenson (1991)" Physical 19.6 5.6t
Berenson (1992)7 Physical 17.0 6.7t
Campbell (1992)8 Physical 11.5§ 7.2§
Helton (1987)9 Physical 23.4 8.3
Hillard (1985)'° Physical 10.9 3.9
O'Campo (1994)' Physical 20.111
Parker (1994)'2 Physical, sexual 24.4-fll 16.0t
Sampseile (1992)'3 Physical, sexual, emotional 9.7 0.9
Stewart (1993)'4 Physical 11.9t 6.6
Webster (1994)'5 Physical, sexual, social,

emotional, psychological
29.7

Gazmararian (1995)" Physical 5.6t*
Gelles (1988)17 Physical 16.7#

'Ellipses indicate data were not available.
tEstlmate of prevalence calculated with the published data but not reported as such in the original article.tThe past year was the year prior to delivery of the baby.¿Prevalence reports violence by "the man you are with."
||The study asked about violence "in the past 6 months"; the interview was conducted during the third prenatal visit.TJThe past year was the year prior to the time of the first interview.
#Reported by women respondents; the past year was the year prior to the time of the interview.

violence during pregnancy is in the or¬
der of 0.9% to 20.1%, although the ma¬

jority of the studies reported the preva¬
lences to be between 3.9% and 8.3%. If
the latter range is reasonably accurate
and the estimates are applied to the
4 million women who deliver liveborn
infants each year in the United States,
onewould expect approximately 156 000
to 332 000 of these women to experience
violence during pregnancy. Clearly, vio¬
lence during pregnancy is a serious pub¬
lic health problem.
Although the wide variation in esti¬

mates may reflect true differences based
on the populations sampled, we suspect
that many of the differences reflect fac¬
tors related to study methods. These
méthodologie factors are likely to have
influenced prevalence estimates, and
we will briefly discuss 4 of the possible
méthodologie explanations.
First, estimates may vary bywhether

the information is collected from self-
administered questionnaires or from
multiple in-person interviews. Sampselle
et al13 speculate that their low estimate
(0.9%) compared with other studies is
due to their collection of data by a self-
administered questionnaire. Several
studies have shown that disclosure of
the experience ofviolence is greaterwith
in-person interviews than with self-ad¬
ministered questionnaires.19,29,32 Second,
training of the interviewer may also in¬
fluence results. Sampselle et al13 sug¬
gest that their rates might have been
higher if the respondents had received
the questionnaire from a "skilled and
trained" clinician. In support ofthis sug¬
gestion, 1 study reported that the 2 in-
person interviews per subject thatwere
conducted by highly trained, sensitive

interviewers identified higher preva¬
lences of child abuse.19 Third, repeated
questioning throughout the pregnancy
or asking respondents later in pregnancy
is likely to elicit higher prevalence es¬
timates. Parker et al12 asked women
about violence at several points during
their pregnancy and found an additional
5% of the nonabused women reporting
abuse beginning during the second or
third trimester. The 2 studies that asked
during the third trimester reported the
highest prevalence rates.11,12 Further¬
more, Smith133 reported that supplemen¬
tary questions within the same inter¬
view resulted in higher prevalence
estimates of woman abuse in Toronto,
Ontario. Finally, the actual wording of
the question(s) may affect estimates.19·34
Wyatt,19 in reviewing studies of child
abuse, found that the studies that re¬

ported lower estimates of child abuse
asked broad questions about the abuse,
followed by more specific questions. On
the other hand, studies that reported
higher estimates used a number of very
specific questions about the types ofchild
abuse. While this was true for the low¬
est and 2 highest estimates in our study,
it was difficult to draw conclusions from
the estimates in the middle range
(4%-8%).
In the field of research on violence

against pregnant women, investigators
should make an effort to develop and
use standard measures of violence, in¬
cluding measures of severity and chro-
nicity. Use of standard measures in
different populations will allow compa¬
rability of estimates between studies.
These measures should also specify the
perpetrator's relationship to the respon¬
dent. The articles reviewed herein in-

dicate that intímate partners,6,11·12,14,16
former partners,14,15 or parents or other
family members6,7,10,14 are commonly the
assailants. Campbell et al8 asked 2 sepa¬
rate questions to distinguish violence
by apartnerorbyanyone else and found
differences in reported prevalences
(7.2% vs 1.2%, respectively). Interven¬
tion strategies may also differ depend¬
ing on the relationship of the perpetra¬
tor to the pregnant woman.
Additional research is needed that

examines the role of risk factors asso¬
ciated with the experience of violence
during pregnancy. Most of the articles
reviewed herein stated that they inves¬
tigated risk factors associated with
the experience ofviolence. However, to
achieve adequate sample sizes for sta¬
tistical analysis,most investigators com¬
bined women ever experiencing violence
with those who only or first experienced
it during pregnancy. Therefore, in ef¬
fect, risk factors for lifetime violence
rather than violence specifically during
pregnancy were investigated.

Most researchers have conducted
clinic-based studies, which are valuable
in describing violence in specific popu¬
lations, butpopulation-based studies are
needed to determine the extent of vio¬
lence against pregnant women in the
general population. Obtaining a high re¬

sponse rate is critical so that the results
can accurately reflect the population
from whom they are drawn.35 Studies
should also be extended longitudinally
to follow women throughout the child-
bearing years, to evaluate the effect of
violence on pregnancy outcome and the
occurrence of postpartum violence. Re¬
sults from 2 recent studies24,25 that ex¬
amined violence during the postpartum
period suggest that violence may be
more prevalent in the postpartum pe¬
riod than during pregnancy.

Research must also address whether
the pattern of violence changes during
pregnancy—a basic research question
that we cannot accurately determine
from existing studies. Despite some in¬
dication that there is an increase during
pregnancy,6"9,14,15 all of these studies
asked only women who indicated they
experienced violence during pregnancy
whether the frequency had changed dur¬
ing pregnancy. To determine whether
the pattern of violence changes during
pregnancy, future studies should use
methods that explicitly compare the
prevalence of violence during nonpreg-
nant periods with violence during preg¬
nancy.

The patterns of violence may be im¬
portant to assess, since the subsequent
intervention(s)may differdepending on
the type ofpattern identified. It is likely
that 2 patterns of violence occur. In 1
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pattern, violence is a chronic problem
for women who experience violence pe¬
riodically or regularly; in the other pat¬
tern, violence is acute among women
who had not experienced violence pre¬
viously. For women who are chronically
abused, the pattern of violence may in¬
crease or decrease in severity or fre¬
quency during pregnancy. We currently
do not know the relative contributions
of chronic, repeated episodes and acute,
single episodes, and we suspect that
chronic patterns ofviolence may bemore
difficult to alter than acute episodes.

Despite the limitations of the studies
described, there is reason to believe that
violence may be a more common prob-

lem for pregnant women than pre¬
eclampsia, gestational diabetes, and pla¬
centa previa,36 conditions for which
pregnant women are routinely screened
and evaluated. Physicians, nurse prac¬
titioners, nurses, and others involved in
the care of pregnant women should in¬
corporate screening for violence into
their routine care and should establish
and follow protocols for referral of
abused women to appropriate commu¬

nity resources.37Theperiod ofpregnancy
presents a unique opportunity when cli¬
nicians have regular contact with wom¬
en. Evidence from the studies with the
highest rates suggests that the regular
contact associated with prenatal care

visits allows for the development of a

relationship that may facilitate the dis¬
closure of the experience of violence.
Additional training about the problem
of violence against women should be in¬
cluded in the education of all health care

professionals who will work with preg¬
nant women.37·38
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