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An Integrated Intervention to Reduce
Intimate Partner Violence in Pregnancy

A Randomized Controlled Trial

Michele Kiely, nwess, Ayman A. E. El-Mohandes, Mp, vpH, M. Nabil El-Khorazaty, mn,

and Marie G. Gantz, Pk

OBJLCTIVE: To estimate the efficacy of a psycho-behay-
ioral intervention in reducing intimate partner violence
recurrence during pregnancy and postpartum and in
Improving birth outcomes in African-American women.

METHODS: We conducted a randomized controlled trial
for which 1,044 women were recroited. Women were
randomly assigned to receive either intervention (n=521)
or usual care (n=523). Individually tailored counseling
sessions were adapted frum evidence-based interven-
tions for intimate partner violence and other risks. Logis-
tic regression was used to mudel intimate partner vio-
lence victimization recurrence and to predict minor,
severe, physical, and sexual inlimate partner violence.

RESULTS: Women randomly assigned to the intervention
group were less likely to have recurrent episodes of
intimate partner violence victimization {odds ratio [OR}
0.48, 95% confidence interval [Cl) 0.29-0.80). Women
with minor intimate partner violence were significantly
less likely to experience further episodes during preg-
nancy (OR 0,48, 95% Cl 0.26-0.86, OR 0.33, 95% Ci
0.28-0.99) and postpartum {OR 0.56, 95% C1 0.34-0.93}.
Numbers needed to lreal were 17, 12, and 22, respec-
tively, as compared with the usual care group. Women
with severe inlimale pariner violence showed signifi-
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cantly reduced episodes postpartum {(OR 0.35, 95% CI
0.18-0.82); the number needed to treat was 27. Women
who experienced physical intimate partner vialence
showed significant reduction at Lhe firsl follow-up (OR
0.49, 93% C10.27-0.91) and postpartum (OR 0.47, 95% ClI
0.27-0.82}; the numbers needed to treat were 18 and 20,
respectively. Women in the intervention group had sig-
nificantly fewer very preterm neonales (1.5% interven-
tivn group, 6.6% wusual care group; P=.03) and an in-
creased mean gestational age {(38.2x3.3 intervention
group, 36.9£5.9 usual care group; F=.016)
CONCLUSION: A relatively brief intervention during
pregnancy had discernible effects on intimate partner
violence and pregnancy oulcomes. Screening for inti-
mate partner violence as well as other psychosocial and
hehavioral risks and incorparating similar interventions in
prenatal care is strongly recommended.

CLINICAL TRIAL REGISTRATION: ClinicalTrials.gov, www,
clinicaltrials.gov, NCT00381823.
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LEVEL OF EVIDENCE: 1

I ntimate partaer violence is defined as a pattern ol
assaullive and cocrcive behaviors that includes the
threat or infliction of physical, sexual, or psychologi-
cal abuse that is used by perpetrators {or the purpose
of intimidation and control over the viedm.' ™ There is
ne agreement regarding what set of signs, symptoms,
or illnesses are considered the standard International
Classification of Diseases, %th Revision, Clinical Mad-
tfication constellation for a diagnosis of intimate part-
ner violence.™

The Centers for Diisease Control and Prevention
reports that approximately 4.8 million episedes of
lntimate partner viclence oeeur every vear in the
Uinited States in women 18 yours and older® The
literature is inconsistent as ta whether minorilies are
at increased risk, with some studies reporting signihi-
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cant differences” " and others finding no racial or
ethnic differences.'’'"® The most recent and largest
nationally represcntative study lound ne dilferences
in lifetime prevalence of intimare partmer viclence by
race/ethnicity, whereas the rate for the 12 months
preceding the survey was almost twice as high among
African Americans.” Although some authors link
intimate partner violence o socioeconomically de-
prived communilies, it is by no means limited to the
economically disadvantaged. Families with conflict-
ing priorities and stressors associated with limited
psycho-social reserves may be at greatest risk.” Fac-
tors including housing conditions, poverty, and street
violence are associated with a higher prevalence of
violence inside the home environment. Political dis-
enfranchisement and cultural isolation alsc may be
mediators for intimate partner violence. Women liv-
ing under such condiions are more likely ta be
viclimized as compared with women living in more
stable and better organized communities.'*"”

Exposure to intimate partner viclence is associ-
ated with a range of negative psycho-behavioral risks
and health cutcomes incleding increased risk of poor
physical healih, physical disability, psychological dis-
tress, mental illness, and heightened substance usc
including alcohol and illicit drugs.’® Sexual and phys-
ical inthnate pariner violence has been linked signif-
icantly with depression, suicidaliry, and posttraumatic
stress disorder. 2 Women wheo suffer from intimate
parmer violence are more likely to have sexually
transmitted diseases, vaginal blecding or infection,
and urinary tract infections. Abuse during preg-
waucy has been shown in be associated with signifi-
cantly higher rates of depression and suicide attempts
as well as use ol tobacco, alcohol, and illicit drugs.*! !
Intimate partner violence has been linked o both
pregnancy complications leg, inadequate weight gain,
infections, and bleeding) and adverse pregnancy out-
comes (low birth weight [LBW], preterm delivery,
and neonatal death}.*™ Intimate partnct viclence
among minority populations, already at higher risk
for poor pregnancy oulcomes, may be a significant
contributor to the health disparities cbserved in
reproductive outcomes among African-American
wamen.

The objective of this study was Lo estimate the
efticacy of a cognitive behavioral inlervention admin-
istered as parl of a randomized controlled orial {RCT)
during prenaial care in reducing the recurrence of
intimate parter violence during pregnancy aud im-
proving birth curcomes (L.BW and preterm delivery)
in a population of African-American residenis of
Washingion, DC (DC).
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PARTICIPANTS AND METHODS

The NIII-DC Initiative to Reduce Infant Mortality in
Minority Populations is a collaboration between Chil-
dren’s National Medical Center, Georgetown Univer-
sity, George Washington University Medical Center,
Howard University, the Funice Kennedy Shriver Na-
tional Institute of Child Itealth and Human Develop-
ment, the National Center on Minority Health and
Health Disparities, and RTI International. As part of
this collaboration, we conducted an RCT 1o evalyate
the efficacy of an integrated behavioral intervention
delivered during prenatal care in reducing cigarette
smoking, environmenlal tobacco smoke exposure,
depression, and intimate partner viclence during
pregnancy and in improving pregnancy oulcome.
This study was reviewed and approved by the insti-
tntonal review boards of all participating institutions.

Women were screencd al six community-based
prenadal care sites serving mainly minority women in
DC between July 2001 and October 2003, Women
were demographically eligible if they selfidentified as
being a minority and were at least 18 years old, 28
weeks pregnant or less, a DC resident, and Fnglish
speaking. Almost two thirds (63.4%) were recruited
before 22 weeks of gestation, 16.9% were recruited
between 22 und 25 weeks of gesration, and 19.7%
were recruited between 26 and 28 weeks of gestation.
The women who were demographically eligible went
through a two-stage consent and enrollment process.
After mitial consent, participanis were screencd for
the four risk factors |cigarctic sinoking, environmental
wbacco smoke exposure, depression, and intimate
partner violence} using an audio compuler assisied
seltinicrview, which alse confirmed their demo-
graphic ehgibility. An average of U days after screen-
ing, & baseline interview took place dunng which
more detailed information on socio-demographics,
reproductive history, and behavioral risks was col-
lected. After this inlerview, women were considered
o have consented to participate. Follow up data
collection by telephone interviews occurred during
the sccond and third trimesters of pregnancy (22-26
and 34-38 weeks of gestation, respectively) and § 10
weeks postpartum. Intervention and follow-up activi-
ties continued until July 2004, Details are published in
El-Khorazaty ct al.”

Atotal of 2913 women were screened, and 1,398
wmel the eligibility criteria (Fig. 1), Of these, 85%
{n=1,191] consented io participate in a bascline tele-
phone interview before randomization; 1,070 {89.0%!
were reached and participated. Lligibie wumen were
randomly assigned to the intervention group or the
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usual care group. Of these women, 1,044 were Afri-
can-American and still pregnant at the tune of the
haseline interview. [ncluded in the analyses were 521
randomly assigned to the intervention group and 523
randomly assigned to the usual care group.

Women randomly assigned to the intervention
group received an integrated cognitive behaviaral
intervention, and women randomly assigned to the
usual care group received their usual prenatal care as
determined by the standard procedures art the prena
tal care clinic. A total of 336 women reported intimute
partner viclence victimization in the past year during
the baseline interview, and this group could he cate-
gorized further as having minor or severe intimate
partner violence or both and physical or sexual
intmate partncr violence or both based on the Con-
flict Tactics Scale ™ A woman may experience multi
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income minority women in a behay-
inral intervention to reduce smoking,
: depression, and intimaze partner vio
an inlimata parner lence duri I BMC Public
vidlence episoges Cnee during pregnancy. - Pubiic
r=11 Heallh 2007:7:233.
Krely, Inigrvention to Keduce intimate
Fartner Violonce. Obstet Gynecol
2010,
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ple types of violence; thus, these categories are uot
mutually exclusive. Miner intimate partner violence
was defined as the woman's partner slapping, grab-
bing, pushing, or shoving her, throwing something at
her, twisting her arm or hair, or insisting, without
using force, on anal sex, vaginal sex, or sex without
using a condom. Mujor intimate partner violence was
defined as the womun’s pariner kicking, biting,
punching. beating up, hitting, choking, or slamming
her, using a knife or gun, burning or scalding her on
purpose, or using force or threats to have anal or
vaginal sex. Physical intimate partner violence was
defined as the woman’s partner throwing something
at her, pushing or shoving her, using a knife or gun, or
hitting, choking, slamming, grabbing, buming, or
kicking her. Sexuval intimare partner violence was
defined as the woman’s partner forcing sex withoul
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using a condom, forcing her to have sex, or threaten-
ing or insisting on having sex {oral, anal, or vaginalj
against her witl,

The intervention uscd i this RCT was delivered
during routine prenaral care visits at the clinics by
interventionists (master's level social workers or psy-
chologists) trained specitically to deliver this interven-
tion. The inlervention was evidence-based and spe-
cific o each of the designuted psycho behavioral
risks.’ At each intervention session, the woman iden-
tified which of the four risks she was experiencing.
The intervention was delivered by the interventionist
and largeted to address all risks reported at each
session, regardless of previously reporied risks, The
intervention for intimate partner violence emphasized
safety behaviers and was based on the structured
intervention developed by Parker and colleagues™
and based on Nutton's¥ Empowerment Theory, This
intervention provided information about the rypes of
abuse {eg, emotional, physical, and sexual) and the
cycle of violence (eg, escalating. intimate partner
violence, honeymoon period], a danger assessment
component ta assess risks, and prevenlive oplions
women might consider {eg, filing a protection order]
as well as the development of a safety plan ieg,
leaving important documents and papers with others),
I addition, a list of community resources with ad-
dresses and phone numbers was provided, The intes
ventions for smoking and environmental tobacco
smoke exposure were combined and based on Smok-
ing Cessation or Reduction in T'rogram Treatment
(Windsor RA. Counscling smokers in Medicaid
matemity care: the SCRIPT project [abstract]. Tob
Control 2009:9{supplj:162;. This intervention was
cognitive-behavicral and based on a woman’s stage
of readiness for behavioral change.* The depression
intervention was developed by Miranda and Munoz*!
based on cognitive behavioral theory and focused on
mood management, increasing pleasurable activiries,
and increasing positive social interactions.

The components of the intervention were de
signed for delivery in a minimum of four sessions,
with eight prenatal sessions required for a complere
intervention based on the highest number of sessions
required for a specific risk. Fifty-one percent of the
women randomly assigned to the intervention group
reeeived four or wore sessions; one guarter of the
women atlended no intervention sessions. Individual-
ized counseling sessinns provided an inlegrated ap-
proach to multiple risks responsive to a woman’s
specific risk comhination. Two additional postpartum
booster sessions were provided to reinforce risk-
specific intervention goals and support women
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through the postpartum peried, Intervention ses
gions were conducled privalely in a room proxi-
mate to or within the prenatal care clinics and
occurred immediately hefore or after routine pre-
natal care. Intervention activities addressing all of
the individually ideutificd risks at cach session
lasted for an average of 33+ 15 minutes. Wormen in
the intervention group received $10 for each inter-
ventiun session and additional $15 and $25 gift
certificates for the first and second postpartum
intervention sessions, respectively.

During screening or follow-up, women report-
ing suicidal ideation were referred immediately to
the mental health consultation team. Women were
evalualed and referred as necessary. Those found to
be potentially suicidal (n= 10} were excluded [rom
the study.

The sample size was powered to test the reduc-
ticm in psycho-behavioral risk, with the theory that o
reduction in risk would help improve pregnancy
ourcomes. Assuming a 5% level of significance. ¥0%
power would allow the detection of 10-20% reduc
tions in risk specitic factors among women in the
intervention group {rom a prevalence of 100%: ar
recruiltment. A sample of 1,050 women needed 10 be
retained at the end of the follow-up period (524
women each in the intervention and usual care
groups!. The anticipated number of women reporting
intirnale parser violenee needed to detect signifi
cance in reducing risk was 337 split between the two
care groups. This sample size also was sufficient to
detect a 25% reduction in preterm birth and LBW
combined 1n the intervention group compared with
that for the usual care group (estimaled al 20%]. Based
on a declining hirth rate in DC, the recruitment
period was extended 4 months to reach the required
sample size,

Site- and risk-specilic permuted block rundomiza-
tion o the intervention or usual care group was
conducted. Both the investigators and the field
workers were blinded to block size. A computer
generated randomization scheme was used Lo con-
stder all the possible risk combmations within each
of the recruitment sites. When a woman completed
the baseline interview and was ready for random-
ization, the recruitment staff would call the data
coordinating ceuter, where the pa licipant’s wssign:
ment was determined.

Validaied instruments were used for each of the
data-collecnon time points. Thiring screening, inti-
mate pariner violence was identified by the Abuse
Assessment Screen, a measure designed and validated
for use in pregnancy if a woman répor’ced physical or
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scxual abuse by a partner in the previcus year.*
During the baseline and follow-up interviews, the
frequency of physical assanlt and sexmal coercion
{partner to sclf; was measured by the Conflict Tactics
Scale.* A more detailed description of instruments
used for other risks is available in Katz et al.™¥

Telephoue interviewers and thelr supervisors
were blinded to the participans’ randomization
group. Research staff maintained confidentiality when
communicating with participants outside the dinic
setting. Addresses were collected (o facilitate tracing
cfforts, but the women were informed that they would
nat receive mail from Project District of Columbiu—
Healthy Outcomes of Pregnancy. For women experi-
encing intimate partner violence, staff did not waul to
raise women's risk for abuse by having them receive
maif from the study that might be regarded negatively
by an abusive partner or would expuose the preg-
nancy. Women also were asked whether or not
telephone messages from project staff could be lett on
their telephone answering machines. If not, this was
noted in the participant’s computerized record, which
was accessible by all project teams. As [nuancial
incentives, the women received 35 for the screening,
a 30 minute tclephone card for providing main seudy
consent, and $13 for each telephone interview. At the
ume of recruitment, medical records were abstracted
and, on delivery, data on neonatal and pregnancy
outcomes were recorded.

To preserve the randomization, participant data
were analyzed according o their care-group assign-
ment. regardless of receipt of intervention, using an
intent-to-treat approach. All statistical analyses were
conducting using SAS 9.1.3 (SAS Institute. Cary, NC).
Bivariate analyses were conducted 10 compare the

bascline characteristics and pregnancy outcomes of

wamen assigned to the intervention and usual rare
groups and to compare women who reported a
recurrence of infimnate purtner violence during preg-
nancy or postpartum with those who did not. ¢ tests
compared groups based on continuous variables (us
g the TTEST procedure in SAS), and y* tesws
compared the groups with respect to categorical
variables {using SAS's FREQ pruceduwic). Logislic
regression was used to model recurrence of intimate
partner violence based oun care-group assignment,
controlling for relevant covariales (using the LOGIS-
TIC pracedurs,. Lagistic models also were created to
predice minor, severe, physical, and sexual intimate
partner violence reported at each interview Adjusted
odd rativs were produced by models that included
care group plus other covariates.
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RESULTS

Table 1 presents the saciodemaographic characteristics
and psycho-behavioral risks at baseline between
women randomly assigned to the intervention group
(r=521] or to the usual care group (n=523). There
were no significant differences between these two
groups. During the baseline interview. 336 women
{32.2%) reported intimate partner violence in the
previous year, Of these women, 169 were in the
intervention group and 167 were in the usval care
group (Iig. 1}. in this subgroup, there were no signif
icant dillerences between the women in the wo
randomization groups [Table 1). The mean age of the
participants was 24.5 years. Ou average, participants
initiated prenatal care at |3 weeks of gestation. Sev-
enty-six percent were single, 68% had at least a high
schoul education, and 79% were enrolled in Medic-
aid. In this population, 22% of the participants admuir-
ted to active smoking during pregnancy, 78% self*
identified as being ar risk for environmental tobaceo
smoke exposure, and 62% were depressed as mea
sured by the Hopkins Scale. In addition, 32% admit-
ted to using alcohol, and 17% admitred to illicit drug
usc during pregnaucy.

Of those women reporting intimate partner vio-
lence at baseline, 306 (91.1%) completed at lcast one
of the follow-up or pustpartum inlerviews. No signil-
icant differences were found between those with
follow up data {n = 306) and those without (n+ 30}, nor
were the women randomly assigned to the interven-
fion group {n=150) significantly different from those
randomly assigned to the usual care group {n—136),

Wamen reporting continued intimate parmer vi-
olence during pregnancy ov postpartum (n=94) were
significantly different from those who reported no
further episodes of mnmate pariner viclence n=212)
beyond baseline with respeci to care group (£=.006),
gestational age al baseline [P=.035], alcohal use dur-
ing pregnancy {=.011), and depression at baseline
{P=.009),

Caontrolling for these four variables in the logistic
regression, only care group, alcohol use, and depres-
sion were significant in the reduced model. Logistic
regression results for continued intimate pariner vio-
lence at all interviews during pregnancy and postpar-
fum (n=94) showed that women in the intervention
group were less likely to have recurrent episcdes of
inlimate partner violence {adjusted odds ratio |OR)
(.48, 95% confidence interval [CI] 0.29-0.80). Alco-
hol use during pregnancy measured al baseline and
depression were associated wilh the chance of recur-
rent episedes of inlimale pariner violence {adjusted
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Table 1. Characleristics uf All Participants and Those Acknowledging Intimate Partner Violence

Victimization at Baseline

All Participanls

Women With IPV

at Baseline

Usual Usual
[ntervention Care Intervention Care
Characteristic {n=521) (n=523) (n=169) (n=167)
Maternal age iy 244-55 24.8:5.3 245 =58 245154
Gestational age al enrollmendt twk: 19369 18.6:6.8 19268 1683+6.9
Felucation level
Less than hign school 159 130.5; 157 (30.08 54432000 530317
High school graduate/CED 245 1478 241 {40.1) 77{45.6! 07 40,01
At least some colege 117 i22.5] 125 25,9 361422.5) 4712811
Empluyment slatus
Working now 19037 5; 38 (310 (17 ).

Not working aow, worked previous o pregnancy

Not workirg now, did not work previous e pregnancy

Relationship status
Singlesseparatecsw dowedsdivorced
Married or fiving with partnor
Emotional support lrom partner
Frotional support from others
Emational support from partier grior (o delivens
Emaotional support from orhers prior o delivery
Trimester of PNC initiation
First
Sccond
Third
Modicaid (yes
WIC {yes)
Supplemental foad pragram (yes)
Fublic assistancesTANF (yes)
Alcohol use in this pregnancy iyes:
Ilicit drug use in this pregnancy (yos)
Marijuana use tyes)
Caoraine Lse (yes)
Prognancy wanted fyes)
Previous pregnancy fves;
Prisvvious live birth tves)
Number of live bintks twomen with previous pregnancy )
Previous preterm delivery (yes)
Previous stidhinh, miscarriage and loss
{women with provious DIEEIRINCY] [yCs)
Gustat.onal diabetes (yes)
Preconceplion diabetes {yes:
Guslalional hypertension (yes)
Chranic bypertension [yes)
Acttve smo<ng at baseline (v
ETSE at baseline tyes
[epression at baseling 1ves)
1PV al hascling tyest
Active smoking prior ta delivery jyes)
ETSE prior to dei very VES)
Lepression prior 1o delivery {yes)
Aclive smoking postpartum (yes
ETSE postpartums (yes)
Depressior pustpartum iyes)

185 (35.3]
83 (355
150 1261 8;

EMI RPN
125 12440
6200
1942151
3452100
414127

305161 .60;
179 i36.2
1142.2)
411 ¢7i8.9;
226 (43 4;
369 (71.10
23 .0
1HH21.3)
67 112.5)
(21114
Gt
403 (774
425 (81.63
173133.2)
21115
7r4h
187 042 6

LEREN
1913, 71
I4:3.51
31 iR
TO6H 2
365714
KRUNE =N
64034 4
{1k bi
247068 7
152 1354
890219
16 14851
GUA2N

193 {36.9;
1300249,

401767
T2
RS Thadtd s I
EIURIRAN -
F3u4+21.8
A1 713

300 589
201 0349.5)
811.6)
402 (76.8)
228 (43,6}
182 (73.0%
2274427
T2 21 .40
361107}
52109.19)
ER A
395 175.5;
447 184 73
163 {31.2;
22214
bbhi12.7)
192 1433

327
183
204 .4
RURETEY
G2 1] 6
R

234444 7

167 i31.49;
b 1152

257 bh A
1700398,
10642500
213 {55.4)
11827 8)

67 139.6)
44 126,01

132 781

AT
328209
3777149
3tz
Hr3 137

Q4 {5881
R 7 5]
6 (3.8)
144 {(79.81
74143.8;
168 (99 4;
734{43.2)
T 4.3)
260104
23013.6)
534
127 148,13
141083 .4}
112 69 5]
1T9=1.7
300220
590420

815.6"
7L
V20
130781
28122.5;
124817713
101 -59.8)

240178
#2 i01.2)
F1i32.6)
31 :22.8)
H3 13671
315:289)

EEAE R

401241

12273010
45327201
127147
930149
29.6*+21.0
=147

9y (60.9)
{1 (37.3)
1i1.9)
129(77.7
76 145.5;
162 97.01
64 i41. 3
445i2%.3)
308
FEATH 8
3il.8;
117471.3)
144 {86.2]
T16 th'.5:
1.7:1.5
EE RN
68 47,07

11:7.5)
4241
Hid.1]
SRR

(214

130078 .8)
106 (63,51

2601911

HY (09}

7rinih

44 {31 .93

85 (b3

51137 .4k

IPY, intimate partner vialence; GED, gencral equivalency diploma; PNC, prenatal care; WIC, supplemental Nutrition Program fer
Women. talants, and Childien; TANF, lemporay Assistance for Needy Faniiios, ETSE, coviconmental 1obacee smoke CRPOSUre.

[Faia are mean=—standard deviation or n (%,

All characteristics ane rmeasured ol baseline excepl when noted otheawise
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OR 185, 95% CI 1.09-3.12 and adjusted OR 1,90,
95% CT 1.11-3.25, respectively]. Women in the inter-
vention group were less likely to be victimized by
their partners at the first or second follow-up inter-
views (second or third trimester) {Table 2. Although
the trend remains, the difference does not reach
significance in the postparfum period.

Table 3 presents adjusted ORs and nurbers
needed to treat for the effect of the intervention on
minor intimate partner violence, severe intimate part-
ner violence, physicul intimate partner violence, and
sexual intimate partner violence at baseline and at
each of the follow-up interviews. It should be noted
that reported intimate partner vivlence at baseline
refers to the | year preceding the iterview, whereas,
at cach of the lhree subsequent inlerviews, the refer
ence period was since the previous interview {un
average 3-10 weeks dwring pregnancy and 14 weeks
hetween the second follow-up and the postpartum
interview), At baseline, na significant differences be-
tween groups were observed for any of these four
categories. Women with minor intimate partuer vio-
lence who were randomly assigned o the interven-
tion group were significantly less likely o experience
luriber episodes at all of the follow-up points. Women
categorized with severe intimate partner violence in
the intervention group showed a significantly reduced
incidence of episodes postpartum cowpared with
those in the usual care group. Women experiencing
physical intimate partuer violence in the intervention
group were significantly less likely to experience
episodes at first follow-up or at postpartum intervicws
compared with those in the usual care group. For
women experiencing scxuul intimate pariner vio-
lence, the intervenlion did not significantly reduce
their incidence of episodes at any followup visit
during pregnancy or postpartum.

For women expericncing intimate pariner vio-
lence victimization throughout pregnancy and post-

Table 2. Comparison of the Intervention and
Usual Care Groups by Continued
intimate Partnher Violence

intervention  Usual Care P

11 victim ar 'L 14/92 {1521

I[PV vicum at FU2 110 {12

1P siclim PP 17134012 7

P victim af all 3541500231
(FL1, T2, and PPy

327305 36 012
2000120182050
94370201210 63
BRSO (Kb

PV, inlimate partner violence; UL fisst fellow up saternocw
i22 25 weeks of gestationi: FL2, second folow up micriew
3418 weeks gestation!: P9, postpadum interview:.

Lrala are ndN %1,
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partum, Table 4 presenis a comparison of women in
the intervendon and usual care groups with respect 1o
various adverse pregmancy outcomes. The resulls
indicate that rates of LBW {less than 2,500 g} were not
different in the two groups (intervention: 12.8%, usual
care: 18.5%, £-.204] and that rates of very low birth
weight (VLBW] (less than 1,500 g) were lower among
woten in the intervention group (intervention: 0.8%,
usual care: 4.6%, P-—.052). In addition, rates of pre-
term births (37 weeks of gestation) were not statisti-
cally different in the two groups (13.0% compared
with 13.7%, P== 135). However, the two groups of
women were significantly different with respect to
very preferm delivery {less thun 33 weeks of gestation)
{1.5% compared with G.6%, P=.030). Also, the two
groups were significantly different for mean gesta-
tional age af delivery (38.2 weeks comparcd with 36.9
weeks, /> (16).

DISCUSSION

This study evaluates the efficacy of a psycho-behav-
ioral intervention duri]]g Pl'el-lfltilf and p()stparmm
care on the reduction of intimate partmer viclence
reclrtence and improved pregnancy outcomes in
Alrican American women reporting intimate partner
violence vielimization. We were able to recruil 336
women acknowledging intimate pariner violence vie-
nrization within the past year during the baseline
mterview and who were willing 1o participate in the
intervention. In addilion, 31% of these women con
tinued (o participate in this randomized trial during
pregnancy, postpartum, or both pregnancy and post-
partum. This linding cimphasizes the relative ease of
recruitment of high-risk African-American women to
intirmale partner violence-reduction programs in the
prenatal care setting. The recruitmcnl stall were
trained to be culturally scusilive, and the screening
tool was both simple and administered confidentially.
These women are also willing to maintain participa
tion in a program that provided cognitive behavioral
strategies relevant to psycho-belavioral problems
they experienced during pregnancy.

The integraled intervention provided women
with suggestions 1o deal with depression and tobacco
exposure in addition to strategies aimed at reducing
the risk of intimate partmer viclence. Alternative
explanations for our findings were considered. For
other services for which we queried the women, there
were no differences between women experiencing
intimate partner violence and those nol. We ulsu
considered whether women’s previous reproductive
history might explain why the intervention group had
significuntly better outcomes. Nene of the faclors
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Table 3. Adjusted Odds Ratios* for the Effect of the Inlervenlion on Various Catlegories

Partner Violence Victimization During Pregnancy and Postpartum

of Intimale

Intervention Compared With

Usual Care Minor IPV Severe [PV Physical IPV Sexual IPY

Baseling
n (%l 327314 185i17.7) 2495 (26.3) 153 14,7}
AOR {95% O 1.07 {0.81-1.40¢ .97 10.70-1.35] 107 D 81~1.421 1.0310.72--1.47)
Ahsolude risk difference” BRUE! {1.004 G014 0.004
Mumber needed to freat (B39 ClY — — e

Ful
REEA 569 240410 52 8.6 220571
ADR 95% Ch 0,48 10 260 08100, 133 10.22-1.27: (L49:0.27-0.97 03941151050
Ahsolie risk difference’ 0.061 (;.024 (Arsd 0,041
Numher needec to freat (&5%, (1 17 11 1=67: — F8CT2-T080 —

[
noi%el 49 ¥y 16121 3T 23132
ADR {95% Ch .53 10.78 -0 EHS [1.31-2.11) (.3060.27-1171 Q.55 100775142
Absoiute risk differonce” (LORY ¢.004 0.026 0.018
Number needed 1o treat [95% CHF 12 15-642; — - —

MY
n (M 72i8.71 36 4.9 62 {7.5] 2733
AOR195% C .50 10.34.0493; 039018 0.82; 047027 0.82) 0.9910.46 2.14)
Ao ule risk difference (013 (.037 (.03 007

Number needed to treat (5% CHY 22014140

27 (2196 200 4-610

pestation); FLI2. secont follow-up interview (3438 weeks of g
* Adjasted for aleohol we during pregrancy and depression at hase

P Alsolute dificrence Belween intervertion and usual cave growps

aationd: PI°, posipartum.
PR

txjumier needed 1o treat 15 caloulated for signilicant adjusted odds ralios and significant risk differences.

(previous preterm delivery, previous miscarriage, pre-
viaus stillbirth, number of previous valuntary inier-
ruptions of pregnancy; that mighr predict poor repro-
ductive outcomes were different between the two care
groups. Finally we considered whether medical con-
ditions that might inlluence pregnancy oatconies (pre
conception and gestational diabetes, chronic and ges-
tational hypertensian, sexually transmitted infections)
were significantly different hetween the two care

Table 4. Pregnancy Outcomes Among Women
Lxperiencing Intimate Partner Violence
Throughout Pregnancy and Postpartum
by Care Group

Intervention Usual Care

Characteristic (n="150} {n="156} P

LI3WY 17 i12.8) 24118.5 204
YVIBW 1(0.8] 6 a6 032
Birlh wrigh! (gi 31392543 3.098x717 B18
PTB 18013.0 271197 145
VPTR 20135 RIS 030
Gestational age a1 TR0 39+59 014

delwvery twhi

LBW, low hirth weighl; VIBW, very leaw hirth weight: PTR,
preterm hirth: VPTR, very preterm Dirth.

Mata are n % or mean- standard deviclon unless uthonwise
snecified.
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groups, None of these medical conditions were signil-
icantly different between the two care groups.

The American College of Obstetricians and Gy-
necologists identifies the response w domestic vio
lence against women as a priarity and recommends
screening within primary care settings.* They also
recommend the Patient Heulth Questionnaire as a
scregning instrument for intimate partner violence,
depression, and anxiety. This questionnaire recog-
nizes the co-occurrence of these psycho-social risks,
and it screcns [or substance exposure known w veeur
mare frequenty in viclims of intimale pariner vio-
lence * ?*#! The findings of our study confirm the
importance of emphasizing a more global approach to
risk assessment and service provision in this popula
tion of high-risk Aflrican-American women.

Intimate parimer viclence has been associated with
poor pregnancy outcomes in the literature ™ 4 31417
Our study found reductions in adverse pregnancy out
comes despite previous evidence of associations be-
lween inlimale parliner violence dm"ing pregnancy
and LBW 283032 3 The intervention model targeting
multiple risk factors in African-American women
suffering from intimate partner violence victimization
shows promising results that could be translated into
reduction of neonatal mortality within that popula-

OBSTETRICS & CYNECOLOGY




tion. The current literature agrees that very preterm
nconates make up more than 90% of the overall infant
martality rale ameng pretenn infants.* The interven
ton affected multiple pregnancy outcomes, especially
those with the highest level of neonaral risk—VLBW
and very preterm delivery. The significant reduction
of VLBW and very pretermn delivery in our interven
uen group may have impurlimL implicali(}ns for re-
ducing the rates of poor pregnancy outcomes and
infant mortality among African-Americans.

Whether or not our analyses were adjusted for
aleohol use and depression, the intervention univer-
sally reduced minor intimate partner violence during
pregnancy and pasrparturn. [t is impaoreani 1o recog-
nize that the classification of minor intimate partner

violence on the Conflict Taclics Scale includes acts of

assault such as slapping, grabbing, pushing, and shoy
ing as well as twistng of the arm or hair. Although
such actions may be considered minor on the Conflict
Tactics Scale, they arve significant acts of aggression
and violence. The intervention was unable to affect
more severe acts, deseribed as using a knife or gun,

choking, burning, scalding, or kicking. The lack of

effect on sexual intimate partner violence conld be
attributed to the reluctance or discomfort of the study
participants to divulge or discuss these topics. The
intervention team was tustrucied to show sensilivity (o
the level of comfort of the study participants in this
domain. The intervention as designed and imple-
mented reduced only the recurrence of minor and
physical intimate partner violence, but it could have
reduced other assucinled risks.

The effect of intimate partner violence on preg-
nancy outcome is complicated by its co-occurrence
with depression and alcohol use*#-* The behav-
ipral intervention for depression could have contrib
uted significantly o our success, Among the women
reporting intimate pariner violence at baseline, 62%
reported being depressed and 32% reported aleohol
use during pregnancy. Addressing intimate partner
violence and depression together may have helped
womnen implement suggested strategies 1o assess risks,
consider preventive options, and develop safety
plans. We also detected a significant association be-
tween intimate partner violence and illicit druy use
(16.7%)} and active smoking {22%}, both known te be
risks for preterm delivery and LBW.*% In reduced
logistical models, aleohol use during pregnancy and
depression measured at baseline continued to exert a
significant influence on perpetnating intimate partner
violence during pregnancy and postpartum. This de-
scribes a cycle where co-occurring risk factors are
immutably entangled.
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A limitation of rthe study was that 11 was not
powered to test the efficacy of the intervention with
respect to adverse pregnancy outcomes bur rather
resolution of the psycho-behavioral risks, Women
were invested only modestly in participating in the
intervention. Despite the fact that we were able to
deliver the minimum number of intervention sessions
ey 59% of participants with intimate partner violence,
women randomly assigned to the intervention group
were successful in risk reduction. These rales of
participation may be a reflection of difficult life
circumnstances among poor wban women. These
women encountered ather behavioral challenges dur-
ing pregnancy, such as alcohol and drug use, that
were not addressed by the intervention, Had we
addressed these, we might have been even more
successful. The intervention effect(s} we found may
upply vnly to high-risk minerity pregnant women. It
would be imporiant (o test this intervention in other
racial or sociodemographic groups to confirm gener
alizability. Larger studies lesting the elfectiveness of
implementing such interventions in communily-
based clinics providing prenatal care could have
important health-policy implications.

There is evidence that this intervention for preg
wanl African-American  women reduced intimate
partner violence victimization during pregnancy and
improved pregoancy outcome. I generalizable, our
results should encourage health care providers and
third party payers to go beyond screening tor psycho
sociu]l and behavioral risks to providing services dur-
ing prenatal care to address such risks. The potential
coust savings associated with reduction of births within
the highesi risk category may be substanrial.
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