SPECIAL REPORT

Reproductive Health and Intimate Partner Violence

By Melissa Moore

growing body of research is be-
Aginning to document associations

between experiences of violence
and the status of women’s reproductive
health. The data still are largely prelimi-
nary, but they suggest a need for further
inquiry into these relationships, as well as
the potential for reproductive health care
providers to play a key role in respond-
ing to violence against women. With this
in mind, the Centers for Disease Control
and Prevention(CDC), along with other
government agencies and private orga-
nizations, cosponsored a national confer-
ence in June 1999 that brought together
experts and advocates in violence pre-
vention and reproductive health.!

This conference was the first national at-
tempt to understand and address the rela-
tionships between specific reproductive
health concerns and violence directed at
women. The work presented at the con-
ference demonstrated that while there is in-
creased awareness of intimate partner vi-
olence as a public health issue,? there has
been limited research on the potential as-
sociation of violence to women’s repro-
ductive health beyond pregnancy and
childbearing outcomes, such as the risk of
HIV and sexually transmitted disease
(STD) infection, reproductive decision-
making and contraceptive use. Further,
there are few consistent findings that can
be used to aid in the development and eval-
uation of effective interventions to reduce
intimate partner violence as part of an
overall strategy of improving women'’s
reproductive health.?

While violence occurs to women of all
ages, national data indicate that women are

*Sometimes these terms are used interchangeably, but
their useage may have different implications. For ex-
ample, the term “battered woman” frequently implies
an experience of repeated physical or psychological
abuse. Definitions of “domestic violence” often include
child abuse and may be limited to violence occuring in
the home. The CDC uses “intimate partner violence” to
refer to violence between current or formerly intimate
partners more generally.
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at the greatest risk of intimate partner vi-
olence during their reproductive years.* In-
timate partner violence, then, may be of
particular concern to women of reproduc-
tive age and their health care providers. Vi-
olence may be linked to poor reproductive
health behavior and negative pregnancy
outcomes through a variety of events: Un-
intended pregnancy, STD and HIV trans-
mission, the exacerbation of chronic health
problems from stress related to trauma,
risky health behaviors and negative preg-
nancy outcomes are a few of the less obvi-
ous issues that may be indirectly connect-
ed to violent experience.

Women may feel or be rendered power-
less by abusive experiences, which could
make it difficult for them to negotiate con-
dom use and other protective health be-
haviors within their sexual relationships and
during their pregnancies. Experiences of vi-
olence may also be associated with drug use
and abuse, which is itself associated with
other risk-taking behaviors and poor preg-
nancy outcomes, but this has also not been
conclusively established.

The long-term physical and psychologi-
cal consequences of violence still need to be
documented, including the role these ex-
periences may play in increasing stress,
which has been associated with a variety of
poor health outcomes. Furthermore, it is un-
clear whether and how the severity or fre-
quency of violence experienced by abused
women changes during pregnancy.

Defining Partner Violence

Domestic violence, dating violence, inti-
mate partner violence, partner abuse,
spousal abuse and battering are all terms
that have been used to describe violence
that occurs between partners in a current
or previously intimate relationship.* Vio-
lent acts between partners have been cat-
egorized as verbally abusing the partner,
threatening violence, throwing an object,
throwing an object at someone, pushing,
slapping, kicking, hitting, beating up,

threatening with a weapon and using a
weapon. Definitions of intimate partner vi-
olence may also include sexual assault,
stalking, psychological abuse, enforced so-
cial isolation, intimidation and the depri-
vation of key resources, such as food, cloth-
ing, money, transportation or health care.®
The absence of a standardized definition
of violence, as well as the lack of a standard
method of measurement, has made it dif-
ficult for researchers to establish precisely
how many women experience violence.

The CDC is in the process of pilot test-
ing, in five states, uniform definitions
and recommended data elements that re-
searchers and public health officials could
use in conducting research or public
health surveillance on intimate partner vi-
olence. The definitions of intimate part-
ner violence that are being tested include
physical violence, sexual violence, the
threat of physical or sexual violence, and
psychological or emotional abuse.®

The proportion of U.S. women who have
ever experienced any type of violence from
an intimate partner has been estimated to
range from 10% to 30% of the general pop-
ulation. Three percent of women aged 18
and older, an estimated 1.8 million, are se-
verely physically assaulted each year, and
1.3 million of these women are assaulted
by an intimate partner.” A national survey
commissioned by The Commonwealth
Fund found that 31% of women reported
having ever experienced violence or phys-
ical abuse from a spouse or partner and
21% reported having ever been raped or as-
saulted, but only 8% said that they had ever
discussed violence or safety in the home
with their doctor.? These data may suggest
that many women do not feel comfortable
discussing abuse with their doctors or that
abusive experiences may not necessarily
be interpreted as a health issue by many
women or their doctors.

Melissa Moore is an associate editor of Family Planning
Perspectives.
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Abused women are most commonly in-
jured in the head, face, neck, breasts or ab-
domen; one study has noted that the
breasts and upper extremities may fre-
quently be injured when women attempt
to defend or protect themselves.® Physi-
cal injuries can include black eyes, lacer-
ations, contusions, bite and knife wounds,
joint damage, fractures, burns, concus-
sions and loss of hearing or vision.

Measuring Violence
As there is no standard method used to
describe the frequency of abuse during
pregnancy and at other times, it is difficult
to compare the incidence of violence and
the prevalence of violence over time. This
also makes it difficult to draw persuasive
conclusions from research that often dif-
fers in terms of definitions, methods and
populations used to measure the inci-
dence of violence or to evaluate interven-
tions designed to assist abused women.™!
While current research is not definitive,
preliminary data suggest that for most
abused women, physical violence does not
seem to be initiated or to increase during
pregnancy.!? While some women experi-
ence abuse for the first time while they are
pregnant, the majority of abused women
seem to already be in a pattern of violence.
Some data even support the idea that the
period of pregnancy may be less risky than
other times, although not for all women;
moreover, abuse may resume postpar-
tum.®® Linda Koenig of the CDC notes,
" Another factor that limits our ability to un-
derstand the association between preg-
nancy and violence or to be certain that
there is less abuse during pregnancy may
be that women in abusive relationships
with unwanted or unplanned pregnancies
could be more likely to terminate their
pregnancies. Data from the Pregnancy Risk
Assessment Monitoring System (PRAMS)*
or other studies of pregnancy outcomes are
only telling us about women who carried
their pregnancies to term.”4

Violence During Pregnancy
Different studies have estimated the preva-
lence of violence during pregnancy at 1%
to 20% in the general population, with the
majority of researchers reporting esti-
mates of between 4% and 8%.!> Even this
more limited range implies that about
156,000-332,000 pregnant women in the
United States are subjected to violence dur-
ing their pregnancies each year. If such es-
timates are accurate, this would mean that
violence is a more common experience
during pregnancy than preeclampsia, ges-
tational diabetes and placenta previa.®
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Despite the apparent prevalence of vi-
olence during pregnancy, the majority of
popular books available to expectant par-
ents do not mention intimate partner vi-
olence.'” For more than 10 years, howev-
er, the American College of Obstetrics and
Gynecology (ACOG) has recommended
routine screening of all women for do-
mestic violence. ACOG has developed
guidelines for such screening® and in-
cludes questions on the subject in written
and oral board examinations for physi-
cians.!® Yet, health care providers are in-
consistent about screening on this issue:
In a survey of California doctors, 79% of
primary care physicians reported that they
routinely screen injured patients for abuse,
but only 10% reported routinely screen-
ing clients at new patient visits and 9% re-
ported regularly screening them during
periodic check-ups. Only 11% reported
doing so as part of prenatal care.!” The
study also found that obstetricians and
gynecologists were more likely to screen
for intimate partner violence at a first visit
than doctors who specialized in internal
medicine (17% vs. 6%), but screened for
violence during regular check-ups at the
same approximate rate as other primary
care doctors (10%). The relatively small
numbers of primary care doctors who rou-
tinely screen women for intimate partner
violence compared with the estimated
number of women who experience such
violence suggests that many opportuni-
ties to identify and offer assistance to
abused women are being missed.

Another study, among obstetricians
only, reported higher rates of screening,
albeit with a relatively low response rate:
Thirty-nine percent reported regularly
screening patients for abuse during an ini-
tial prenatal visit, and 27% said that they
routinely screen nonpregnant patients at
their initial visit. Thirty percent of sur-
veyed doctors had received medical
school training on domestic violence, and
67% had received continuing education
on domestic violence.?’ Overall, doctors
appear more likely to screen for intimate
partner violence when they suspect abuse
than to inquire routinely about it.

While abused women are found in
every racial and ethnic group, region and
socioeconomic class, women who are
physically abused are more likely to be rel-
atively young, unmarried, nonwhite, less-
educated and with low household in-
comes.?! Some of these characteristics
have also been associated with poor preg-
nancy outcomes and other negative re-
productive health experiences, which
complicates the ability of researchers to

identify clear and consistent relationships
between violence and poor pregnancy
outcomes.

An analysis of data from the PRAMS
survey found that women who reported
having been physically hurt by their hus-
band or partner during the 12 months
prior to delivering their baby were more
likely to be nonwhite, to be younger than
20, to have completed fewer than 12 years
of education, to be currently single and to
have either participated in the Special
Supplemental Food Program for Women,
Infants and Children (WIC) during the
pregnancy or received delayed or no pre-
natal care.?? About 45-59% of mothers of
abused children are estimated to have
themselves been abused. One study found
that 52% of mothers with young children
in a pediatric emergency room had a his-
tory of adult physical abuse, and 10% re-
ported being in an abusive relationship in
the year prior to the study.?

Violence and Reproductive Health

STDs and HIV

Approximately 15 million cases of STDs,
including new cases of HIV, are thought
to occur in the United States each year.?
Generally, STDs are associated with poor
birth outcomes, ectopic pregnancy, infer-
tility, cancer of the genital tract and other

*PRAMS is an ongoing system initiated by the CDC in
1988 to conduct a state-specific, population-based sur-
veillance of selected maternal behaviors before and dur-
ing pregnancy. It is currently funded in 23 states, although
five states do not yet collect data.

+tACOG recommends that practitioners use some vari-
ation of the following language to screen for domestic
violence: “Because violence is so common in many
women’s lives and because there is help available for
women being abused, Inow ask every patient about do-
mestic violence: 1. Within the past year (or since you have
been pregnant), have you been hit, slapped, kicked or
otherwise physically hurt by someone? 2. Are you in a
relationship with a person who threatens or physically
hurts you? 3. Has anyone forced you to have sexual ac-
tivities that made you feel uncomfortable?” In addition,
health care providers can screen adolescents for rape and
sexual assault by using a variation of the following lan-
guage (ACOG also recommends consulting state laws
on child abuse, child sexual assault and statutory rape
reporting requirements): “Because sexual violence is an
enormous problem for women in this country and can
affecta woman'’s health and well being, I now ask all my
patients about exposure to violence and about sexual as-
sault: 1. Do you have someone special in your life? Some-
one you're going out with? 2. Are you now—or have you
been—sexually active? 3. Think about your earliest sex-
ual experience. Did you want this experience? 4. Has a
friend, a date, or an acquaintance ever pressured or forced
you into sexual activities when you did not want them?
Touched you in a way that made you uncomfortable?
Anyone at home? Anyone at school? Any other adult?
5. Although women are never responsible for rape, there
are things they can do that may reduce their risk of sex-
ual assault. Do you know how to reduce your risk of sex-
ual assault?”
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reproductive health problems. Further,
HIV infection can be transmitted from
mother to child during pregnancy or de-
livery. It is unclear how much increased
risk of STD or HIV infection is associated
with experiences of violence. But while
regular condom use is frequently recom-
mended as a primary method of STD pre-
vention (as well as contraception), con-
dom wuse also requires the active
participation of the male partner, who
may be uncooperative.

Women who are infected with HIV, or
who are considered to be at high risk for
HIV infection, report high rates of both life-
time and adult physical and sexual abuse
relative to the general population.”” Data
from a study in North Carolina found that
women who reported having experienced
both physical and sexual abuse were more
likely to have had an STD than were
women who had not had both experi-
ences.? There are a variety of possible ex-
planations for the apparent relationship be-
tween STDs and abuse: Men who abuse
their partners may be more likely than
other men to have multiple sex partners,
thus increasing their chances of contract-
ing and passing on an STD; women may
be unwilling or unable to negotiate or de-
mand condom use when they are in an
abusive relationship.? It is not yet possi-
ble to draw definitive conclusions.

Abused women may also be more like-
ly than other women to engage in be-
haviors that increase their risk of being
exposed to STDs. Data from the Massa-
chusetts Behavioral Risk Factor Surveil-
lance Survey and the Massachusetts
Youth Risk Behavior Survey found that
young women who reported violent ex-
periences were more likely to report en-
gaging in risky behaviors such as using
drugs, engaging in sex work, initiating
sexual activity ata younger age, drinking
alcohol before having intercourse or hav-
ing intercourse with multiple partners
than young women who did not report
having experienced violence.” Other re-
search has found that compared with
nonabused women, abused women re-
port more sexual partners over their life-
time, have more STDs and are less likely
to report using condoms during their last
sexual encounter.?”

Birth Outcomes

There are many ways in which violence
experienced by a pregnant woman might
be related to the development of poor
health or injury for her infant. Direct risk
could be posed by an experience of phys-
ical trauma, such as a blow to the ab-
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domen or the development of a chronic
condition in the mother due to physical vi-
olence. Potential indirect relationships be-
tween abuse and poor birth outcomes in-
clude elevated stress levels, delay in
seeking prenatal care, poor nutrition or
substance abuse, all of which can be as-
sociated with low birth weight or preterm
delivery.* Substance abuse during preg-
nancy, in particular, may complicate an
abused pregnant woman’s situation, as il-
legal drug use may deter such women
from seeking medical or legal assistance.

While several studies have found more
direct associations between abuse during
pregnancy and preterm labor, cesarean de-
livery, low birth weight and miscarriages,
no negative birth outcomes have been
found to be consistently associated with
violence during pregnancy. Severe phys-
ical trauma to the abdomen of a pregnant
woman (and subsequent placental dam-
age) can lead to poor pregnancy outcomes
directly, but a significantly increased
prevalence of this kind of trauma has not
been conclusively documented, and more
minor trauma does not seem to be consis-
tently associated with poor pregnancy out-
comes.’! Similarly, some research has sug-
gested an association between stress and
poor pregnancy outcomes,*? but it is not
yet clear how particular stressors operate
during pregnancy, and violence during
pregnancy has not been analyzed defini-
tively as one type of stressor.

When pregnant women do not receive
prenatal care or when they delay seeking
prenatal care, their infants are more likely
to experience a variety of poor birth out-
comes. While a range of circumstances are
associated with a delay in receiving pre-
natal care, several studies have identified
abuse as one factor affecting delayed entry
into prenatal care. In one instance, among
women aged 25 and older and women of
higher socioeconomic status, abused
women were 1.8 times more likely to delay
seeking prenatal care than women who did
not report having experienced violence.?®

Unintended Pregnancy
Unintended pregnancy may result direct-
ly from sexual abuse, as coercive or non-
consensual intercourse leaves women lit-
tle room to make or negotiate contraceptive
choices, or indirectly, as abused women
may be more likely than other women to
engage in risky sexual behavior.
Unintended conception may also be a
risk factor for violence during pregnancy.
Unintended pregnancy may be a greater
risk factor for violence for women who
have a higher household income and are

at less initial risk for violence. One study
found that the prevalence of physical vio-
lence during pregnancy ranged from 12%
among women with unwanted pregnan-
cies to 3% among women with intended
pregnancies. Overall, women with un-
wanted and mistimed pregnancies account
for almost 70% of women who reported
physical violence during pregnancy.3*

There is substantial evidence that ado-
lescents with a history of abuse are at a
greater risk for becoming pregnant as a
teenager than are girls who are not
abused.® Studies of young women aged
12-18 suggest that one in four have been
physically or sexually abused or have been
forced to have sexual intercourse with
someone they know.* Young women who
reported these experiences were more like-
ly than other adolescents to demonstrate
signs of depression and to participate in
risky behaviors like smoking, drinking,
drug-taking and failure to practice contra-
ception, all of which are associated with an
increased risk for unintended pregnancy as
well as for poor birth outcomes.

Another study found that female ado-
lescents who reported having been sexu-
ally abused (defined as “when someone
in your family or someone else touches
you in a sexual way in a place you did not
want to be touched or does something to
you sexually which they shouldn’t have
done”) were three times as likely as other
young women to have been pregnant.’”
Young women with a history of abuse
have also been more likely than other ado-
lescents to report having had sex before
age 15, to report not having practiced con-
traception during their last sexual en-
counter and to report having had inter-
course with multiple partners.3

There is some evidence to suggest
that unintended pregnancy among adult
women may be associated with exposure
to abuse as a child or to household dys-
function (such as physical abuse of one’s
mother) more generally. One study found
that women who experienced four or
more types of childhood abuse were 1.5
times as likely to report that their first
pregnancy was unintended than women
who were exposed to less, or no, abuse.”

Preventing Partner Violence
The Role of Providers

Regardless of their pregnancy status,
abused women use health services, some-
times more often than nonabused women.
For example, abused women make fre-
quent clinical visits for somatic com-
plaints, including headaches, insomnia,
choking sensations, hyperventilation, gas-
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trointestinal symptoms, and chest, pelvic
and back pain.*

Providers of reproductive health care,
however, may be in a unique role to screen
for intimate partner violence: Almost three-
quarters of U.S. women aged 1544 re-
ceived at least one reproductive health care
service in 1995.41 For some women, their
obstetrician-gynecologist serves as their
primary doctor. For other women, preg-
nancy may be the only time during which
they seek out regular contact with a health
care provider: In 1996, there were almost
four million births in the United States, and
82% of those women began receiving pre-
natal care during their first trimester of
pregnancy. Each prenatal visit is an op-
portunity for providers to screen for vio-
lence and to communicate key preven-
tion and intervention messages about
violence.*> Experts have suggested that
providers should screen for violence at least
once during each trimester of pregnancy.*3

Others argue that this is not often
enough: “Screening must be universal:
every woman, every time,” according to
Anne Flitcraft, of the University of Con-
necticut Health Center.* If screening is to
be effective, she notes, it must also be car-
ried out in sensitive and culturally compe-
tent ways if it is to elicit honest answers. One
screening concern is privacy, both from
other patients and staff in a busy clinic and
from the partners of abused women. The
latter is a particular concern if partners are
occasionally or always allowed to accom-
pany patients, particularly pregnant
women, throughout their examinations.

Abused pregnant teenagers may have
different needs than abused pregnant
adult women, and there may also be vari-
ations in relevant laws and reporting re-
quirements, as well as in access to services
for women under the age of 18. Experts
recommend that providers be aware of
any such distinctions in rules and re-
sources and accommodate them. As
abused pregnant teenagers may be being
assaulted not only by their sexual partner,
but possibly by a parent or other adult
family member, it is important that any vi-
olence screening of adolescents allow
them to reveal this circumstance.?®

Once women are screened, providers
need to know how to advise and treat
women who report having been abused.
Ideally, doctors would be able to provide
referrals to services immediately, both with-
in a particular health plan and in the local
community. An abused woman may need
access to such resources as shelters, victim
assistance support, transportation, sub-
stance abuse counseling, independent
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housing, child care, legal services, repro-
ductive and other health services, coun-
seling, education, job training or retrain-
ing and job placement. Some doctors may
be reluctant to screen patients for abuse,
however, because of the amount of time
that it takes to screen women for violence,
the range of services that an abused woman
might need and the fact that most physi-
cians do not personally offer those services.

Possible Approaches

Patricia O’Campo of The Johns Hopkins
School of Hygiene and Public Health
notes that, “It is time that we stop think-
ing about violence as a woman's prob-
lem.”#® Certainly, the prevalence, response
and prevention of violence against women
in the United States might be affected by
changes in a variety of public policy areas,
including but not limited to child welfare
and custody, gun control, criminal justice,
welfare regulation, abuse reporting re-
quirements and the level of funding for
relevant research and social services.” At
the individual level, there are additional
approaches available to health care
providers and researchers.

There is a need for improved and con-
tinued surveillance of the incidence of vi-
olence against women before, during and
after pregnancy. The PRAMS data repre-
sent an excellent supplement to vital
records data, and are the first source of pop-
ulation-based prevalence estimates re-
garding violence and pregnancy. Howev-
er, only 23 states are currently funded to use
this survey to produce such estimates. Sim-
ilarly, research that can consistently docu-
ment the connections between violence and
women’s health, and the mechanisms
through which intimate partner violence
may harm pregnant women and their in-
fants, is greatly needed.

Healthy People 2000, the national set of
preventive goals to improve the health of
Americans, includes objectives to reduce
rates of unintended pregnancy and abuse
of children and women, but does not set
any objectives for reducing rates of vio-
lence against pregnant women or for
screening for violence in any setting other
than an emergency room. “Emergency
rooms may be one of the least desirable
primary places to screen for violence, in
part because of their lack of privacy,” said
Sandra Martin, of the School of Public
Health at the University of North Caroli-
na at Chapel Hill, “Additionally, emer-
gency room interventions generally occur
in the aftermath of injuries substantial
enough to warrant a hospital visit.”* With
this in mind, many experts encourage uni-

versal screening for violence at family
planning clinics, abortion clinics and dur-
ing prenatal care. The associations be-
tween unintended pregnancy and vio-
lence suggest that abortion clinics may be
particularly useful locations for violence
screening.

Because universal screening has notbeen
widely adopted by doctors, it is possible
that physicians need additional or im-
proved training about the prevalence and
consequences of intimate partner violence.
The process of screening for violence can
be promoted if it is institutionalized as a
normal part of the daily routine in hospi-
tals and offices. To this end, Sara Buel, of
the National Training Center on Domestic
and Sexual Violence, notes that “hospitals
should have councils or task forces that are
responsible for developing a formal poli-
cy on violence and procedures for screen-
ing and treatment,”*’ a recommendation
that is consistent with the standards on vi-
olence in health care settings established
by the Joint Commission on Accreditation
of Health Care Organizations.

Resources are not currently available for
all women who experience violence, in-
cluding adolescents, pregnant women and
women with infants. According to Gail
Wryatt, of the AIDS Institute at the Uni-
versity of California at Los Angeles, “not
all shelters are able to accommodate all
populations. Moreover, other populations
vulnerable to intimate partner violence
who have not been targeted by researchers
and antiviolence programs include pris-
oners, homeless women and mentally ill
women.”%

While there is no intervention that cur-
rently prevents abuse, there are crisis and
support services available for abused
women, as well as some programs de-
signed to educate women directly about
minimizing their risk for violence and
harm during pregnancy and at other times;
however, information about such pro-
grams is not always widely disseminated.
Resource information for abused women
can be made available through health care
practitioners and can be targeted at other
locations frequented by mothers of young
children, such as WIC and Head Start pro-
grams and day care providers. However,
public information about intimate partner
violence has unique presentation require-
ments in order to be accessible to abused
women in a way that allows them to pre-
serve their privacy. Information regarding
the risk factors and warning signs of abuse,
as well as the options and resources avail-
able to abused women in local com-
munities, can be presented in ordinary
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brochures and posters, and also on small
“safety cards” that fit in a pocket. These
ideally would include a local or toll-free
phone number that women can use to seek
further assistance. In addition to being put
in practitioners’ waiting rooms, the Fam-
ily Violence Prevention Fund suggests that
safety cards can be placed in bathrooms
and examination rooms.

Experts have also noted that effective
antiviolence programs need to target men,
particularly young men. Antiviolence ed-
ucation for young men can be offered as
routinely as health messages about the
dangers of STDs, early pregnancy, drink-
ing and driving or illicit drug use. Pro-
grams can also be comprehensive: The
issue of violence during pregnancy may
be addressed in the context of programs
that try to prevent unintended pregnan-
cy and programs that prevent violence
and abuse. Many such programs can be
funded through the Violence Against
Women Act of 1999, an omnibus package
(not yet signed into law) to reauthorize
and enhance antiviolence programs initi-
ated under the Violence Against Women
Act of 1994.

Very few studies follow up on the ef-
fectiveness of particular interventions, and
those evaluations that are done tend to
focus on institutions and providers, as-
sessing, for example, what or how often
doctors are asking about intimate partner
violence. While this is useful information,
experts have noted the need to evaluate
how abused women are doing after they
have been screened and referred to addi-
tional services. This kind of reorientation
could improve knowledge about which
strategies can effectively prevent and pro-
tect women from intimate partner vio-
lence. One recent study conducted among
women in public prenatal clinics who re-
ported having been abused in the year be-
fore or during their pregnancy, found that
an intervention of three educational re-
ferral sessions resulted in an increase in
the adoption of key “safety behaviors”
among clients, such as removing weapons
from their home.>!

Conclusion

While the most recent information sug-
gests potential associations between vio-
lence and a variety of reproductive health
indicators, the nature of these associations
remain unclear and require further in-
vestigation. The investigation of the as-
sociations between violence and a variety
of reproductive health issues, such as HIV
and STD infection, is only beginning, and
itis thus not surprising that findings about
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these relationships are not yet definitive.
But because research on violence and re-
productive health has focused on preg-
nancy, it is notable that so little conclusive
evidence about violence during this peri-
od is available. While some recent infor-
mation suggests that pregnancy may not
be a particular risk period for abuse, this
has not been definitively documented for
all groups, and abuse can also resume
postpartum. No matter what is proven
about the relationship between violence
and reproductive health issues, physical
abuse at any time is damaging to a
woman’s health and well-being, and it is
her health and safety (and, if she is preg-
nant, that of her fetus) that is at risk in an
abusive situation.

As more comprehensive data about the
association between violence and repro-
ductive health issues are obtained, addi-
tional approaches may be suggested that
reproductive health care providers can use
to incorporate or improve violence sur-
veillance and intervention in their prac-
tices. Further, a broad-based perspective
that incorporates key factors such as so-
cial inequality, racism, poverty, unique cul-
tural perspectives and male power and
control may be necessary in order for
health care providers to adequately un-
derstand and respond to violence against
women. “We need to be clear and inclu-
sive about the forms of violence that we
refer to [in our research and our pro-
grams],” remarked Jacqueline Campbell,
amember of the National Advisory Com-
mittee on Violence Against Women, “and
we must respond with culturally specific
programs that reflect an integration of re-
sources within and across disciplines and
communities.”>?
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