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represented the reality of abuse that the woman recognizes, but does not want to publicly
acknowledge. She hopes the abuse diminish because of the pregnancy. She hesitates to

reveal the abuse to anyone for fear of public scrutiny and the stigma of being considered

an abused woman.

The primary condition women engaged in was a process of guarding and
revealing the intersection between the private and public lives. The secondary condition
was pregnancy. Women engaged in five actions or processes: 1) Pursuing the dream; 2)
Enduring for the family’s sake; 3) Engaging in a dynamic balance; 4) Reconciling dreams
with reality; and 5) Revealing and integrating two lives. Seven intervening conditions
and three crystallizing events emerged as having a direct or an indirect effect on the

processes women engaged in.

two lives and revealing the abuse in the periods of pregnancy, postpartum, and beyond.
Pregnancy provided the impetus for reinvesting iﬁ the abusive relationship and
constructing the family. Thus, leaving the abusive relationship during pregnancy was not
considered unless the partner ended the relationship or the woman perceived an increased

danger to herself or significant others.
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The purpose of this qualitative investigation was to generate a theoretical
understanding of the women’s experiences of intimate partner abuse during pregnancy.
The specific aims of this investigation were to: 1) Explore women’s perceptions of the
meaning of experiencing abuse during pregnancy; 2) Describe the effect of abuse on
decisions make during pregnancy; 3) Generate the development of an initial grounded
theory of the effects of abuse on pregnancy and on women’s decision’s made during
pregnancy. Twenty-one interviews were conducted with 12 participants over a one-year
time period. Participants were either 1) currently pregnant or in the postpartum period
and had experienced abuse by an intimate male partner or 2) had been abused during
pregnancy or postpartum by an intimate male partner sometime in the past. The sample
was comprised of an ethnically, socioeconomically, and chronologically diverse group of
women. This study used Dimensional Analysis, a grounded theory method. The research
design included intensive in-depth interviews. Results indicated that the organizing
perspective was that of living two lives. The contexts of the lives were public, reflecting
the pregnancy, and private, reflecting the abusive relationship. The public life

represented an external, idealized view of the woman'’s life and family. The private life
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represented the reality of abuse that the woman recognizes, but does not want to publicly
acknowledge. She hopes the abuse diminish because of the pregnancy. She hesitates to
reveal the abuse to anyone for fear of public scrutiny and the stigma of being considered
an abused woman.

The primary condition women engaged in was a process of guarding and
revealing the intersection between the private and public lives. The secondary condition
was pregnancy. Women engaged in five actions or processes: 1) Pursuing the dream; 2)
Enduring for the family’s sake; 3) Engaging in a dynamic balance; 4) Reconciling dreams
with reality; and 5) Revealing and integrating two lives. Seven intervening conditions
and three crystallizing events emerged as having a direct or an indirect effect on the
processes women engaged in.

Women experienced diverse personal, social, and legal consequences of living
two lives and revealing the abuse in the periods of pregnancy, postpartum, and beyond.
Pregnancy provided the impetus for reihvesting in the abusive relationship and
constructing the family. Thus, leaving the abusive relationship during pregnancy was not
considered unless the partner ended the relationship or the woman perceived an increased

danger to herself or significant others.
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Chapter 1: Introduction

Evidence from research and clinical practice has led to an increased awareness of
the seriousness, complexity, and universality of woman abuse (U.S. Department of
Health and Human Services, 1990, 1995). Studies of abuse and pregnancy suggest that
abuse may be initiated or escalate in the prenatal period and may negatively impact
maternal and infant outcomes, women’s general health, and health services utilization
Campbell, Pugh, Campbell, & Visscher, 1995; Curry & Harvey, 1998; Curry, Perrin, &
Wall, 1998; Dye, Tolliver, Lee, & Kenney, 1995; A. S. Helton, J. McFarlane, & E. T.
Anderson, 1987; McFarlane, Parker, & Soeken, 1995; 1996a; 1996b; McFarlane, Parker,
Soeken, & Bullock, 1992; Parker, McFarlane, & Soeken, 1994; Schei, Samuelsen, &
Bakketeig, 1991). These studies provide empirical data about the incidence and
prevalence, correlates, and the actual and potential maternal and infant health outcomes
of abuse during pregnancy. However, there is little known about the meaning of
experiencing abuse during pregnancy. Pregnancy involves many decisions about health
behaviors, prenatal care, and relationships. Given the current knowledge base, it is
uncertain what effect abuse has on those decisions (Campbell, 1995).

Although there has been some research conducted with mothers who have been
abused by their intimate male partners, the investigations have been conducted primarily
with shelter-based populations and women with older children. To this author’s
knowledge, although a large number of investigations have examined the effects of
intimate partner abuse during pregnancy, there have been no qualitative studies published
to date that provide contextual information about the impact of abuse on the process of

becoming a mother from the perspective of women who have been pregnant and abused.
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How is the process of maternal role development affected when an intimate male partner
abuses the woman during pregnancy, while she is engaged in the early process of
becoming a mother? Conversely, what is the impact of matemal role development on
abused women’s decision making during pregnancy? It is currently unknown how the
experience of abuse impacts women’s development and attainment of a maternal identity.

Pregnancy involves myriad changes for women. In addition to the physiological
changes that occur due to the developing infant, numerous changes also occur within her
emotional, cognitive, and psychosocial contexts while she engages in the process of
becoming a mother. Becoming a mother is a challenging developmental process for
women demanding a shift in the woman’s self-concept. Prior to becoming pregnant, the
woman thinks of herself as an individual person. As a pregnant woman, she begins the
journey to motherhood that results in a changed perception of her self as mother with the
attendant role responsibilities and transformations.

The voices of women who have been abused during pregnancy will provide an
important missing link from the current knowledge about abuse and motherhood. Their
perspective will provide essential contextual information about their experiences of
pregnancy and abuse as well as the impact of such experiences on decisions made
routinely during the course of pregnancy.

Clinical experience as a women’s health care nurse practitioner and an emergency
nurse combined with volunteer experience in domestic violence shelters and a
comprehensive review of the literature have led this researcher to identify a gap in the
current knowledge base about woman abuse. Specifically, what are the effects of abuse

on women’s experiences of pregnancy and on their decisions about health behaviors,
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health care, and leaving or remaining in the abusive relationship? Therefore, this
research study examined the effects of abuse on women’s experiences as well as on
decisions made during the prenatal period.

The Specific Aims of the Research Study

I Explore women’s perceptions of the meaning of ¢xperiencing abuse during
pregnancy.

2 Describe the effects of abuse on decisions women make during pregnancy.

3 Generate the development of an initial grounded theory of the effects of abuse on

pregnancy and on women’s decisions made during pregnancy.

This study focused on women’s perceptions of the experience of abuse during
pregnancy, and built on the author’s previous research (Lutz, 1996). Long-term
objectives of the program of research arc to contribute to the existing theoretical
knowledge on maternal identity development, add to the knowledge base on violence
against women, and to develop effective clinical interventions with abused women.
Significance to Nursing

The science and art of nursing is concerned with the human responses to actual
and potential health problems. Specific to caring for abused, pregnant women, nurses
have been on the forefront of providing direct patient care to pregnant and non-pregnant
abused women as well as conducting research with women who have been victims of
intimate partner abuse. Whatever setting a nurse practices in, given the high prevalence
of violence against women, it is likely that he or she will interface with one or more

abused women on a daily basis.
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According to a recent investigation of nurses’ reasoning in the assessment of
family violence, the majority of participants had little or no education related to child,
spouse, or elder abuse (Limandri & Tilden, 1996). In addition to a lack of knowledge
about various forms of abuse, nurses also expressed a lack of awareness and
understanding of the complexities inherent within the context of an intimate, partnered
relationship that was abusive and “...intolerance for adults who were perceived as
participating in their own abusive situation” (p. 251). Clearly, nurses’ lack of
understanding of the contextual reality of living in an abusive relationship could
profoundly impact their ability and willingness to intervene with victims of intimate
partner abuse.

Nurses need to understand not only what the actual and potential consequences of
abuse during pregnancy are in terms of maternal and neonatal outcomes, but in order to
provide responsive and effective care, they must also appreciate how living within the
context of abuse effects women’s experiences and decision making during pregnancy.
An abusive relationship is fraught with contradiction and complexity and that is increased
when pregnancy is introduced to the situation. Without this understanding, however, it is
unlikely that nursing interventions with abused, pregnant women will be positive or
successful. The current study will provide important contextual information that may
improve nurses’ understanding of the complexities and ambiguities that comprise the life

experiences of an abused, pregnant woman.
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Chapter 2: Background and Significance

The purpose of this chapter is to provide the background and significance for the
proposed investigation by reviewing pertinent research and literature. In qualitative
research using Dimensional Analysis (DA) methods, the literature review is initially
employed to sensitize the analyst to possible issues, questions, and areas of inquiry
related to the proposed investigation. Initial topics addressed within this section will
include a discussion of the phenomenon of abuse and pregnancy, maternal behavior, and
maternal identity. This will be followed by information about the prevalence of abuse
and negative pregnancy outcomes associated with abuse. Building on this topical area,
research and theory that has explored the effects of abuse on actions that normally
women engage in during pregnancy including health behaviors and seeking of health care
services will be presented. The decision to leave or remain in an abusive relationship has
been examined by researchers and this body of work will also be addressed. Therefore,
literature on woman abuse, abuse during pregnancy, and the development of maternal
identity will be reviewed, the findings summarized, and significant gaps in knowledge
about this phenomenon identified.

Physical, sexual, and emotional abuse of women during pregnancy is a social and
health problem with significant consequences for the women who are abused, their
unborn infants, health care providers, health policy, and society. Each day, thousands of
women are physically or sexually assaulted by their spouses, ex-spouses, or intimate male
partners (Plichta & Weisman, 1995; Tjaden & Thoennes, 2000b). However, health care
professionals frequently do not know how to address this complex issue (Limandri &

Tilden, 1996). As a consequence, health care professionals may feel uncomfortable and
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avoid discussing abuse with their patients (Sugg & Inui, 1992), or they may screen for
abuse in a cursory manner that is not conducive to patient disclosure or that effectively
assists patients in any way. As a result, when these situations occur, both patients and
providers feel frustrated. More importantly, it may constrain abused patients’ access to
helpful resources, leaving them to continue living in a dangerous setting that may
adversely affect their psychosocial and physical health, or if they decide to stay in the
relationship, lead them to feel more ostracized and alone.

Abuse during pregnancy presents additional medical and psychosocial
complications that may go undetected, despite frequent health care. These complications
increase the economic costs of pregnancy. Frequently associated with abuse during
pregnancy, lack of health insurance, economic constraints, and social isolation add to the
myriad issues contributing to and confounding the effects of abuse. Therefore, the
consumption of health care and social service resources and the associated costs from
abuse impacts all health care consumers and has implications for health policy (Straus &
Gelles, 1990; Webster, Chandler, & Battistutta, 1996).

Phenomenon of Woman Abuse

Woman abuse is a complex phenomenon based on coercion, power, and control
and comprised of interrelationships between physical, sexual, verbal, emotional, and
psychological abuse (Smith, Tessaro, & Earp, 1995). Unlike an occurrence of random
violence or accidental trauma, the experience of partner abuse occurs within the context
of an interpersonal relationship with a partner that one is committed to and has chosen to
love. Intimate partner abuse is affiliated with a person who is supposed to provide love,

support, and protection. Thus, within the context of an intimate relationship, abuse is
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Juxtaposed with love and affection. This contradiction between love and fear, family ties
and abuse is difficult to reconcile. Although women want the abuse to end, most often
they want the relationship to continue and their family to remain intact.

Women who are abused within the context of an intimate relationship are affected
by the abuse in many ways and on many levels. In addition to the direct physical injuries
and trauma that may be experienced by a woman who is abused, an abused woman
frequently experiences hidden trauma such as social isolation, emotional trauma, fear,
depression, and anxiety. A woman’s experience of abuse is something that shapes her
perceptions of and responses to her environment and experiences (Landenburger, 1989,
1993). However, her perceptions of the abuse and the abusive relationship are frequently
contradictory and change throughout the duration of the abusive relationship.

In part, measurement issues have fostered the development of instruments that
emphasize physical and sexual acts of abuse. As a result, in addition to being more easily
measured, sexually and physically violent acts are more commonly accepted as “abuse”.
Moreover, instruments that are designed to measure physical and or sexual acts of
violence frequently fail to account for other equally damaging forms of abuse such as
emotional or verbal abuse. Essentially, these instruments neglect the hostile, dangerous,
and undermining contextual reality that occurs on a daily basis within an abusive
relationship. Clearly, when using statistical analysis it is more efficient and expedient to
measure the severity or frequency of physical violence than it is to measure the less
tangible and more indirect effects of living within the context of an abusive relationship.
And, valuable information can be gleaned from well-designed, large-scale quantitative

studies of women who are abused. However, it is imperative to remember that woman
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abuse 1s a phenomenon that is more complex and multidimensional than simple acts of
physical violence. Furthermore, a comprehensive understanding of this phenomenon is
not possible without inclusion of women’s perceptions of the abuse, acknowledgement of
various forms of abuse, and analysis of the contradictory context in which abuse occurs.

Abuse rarely is an isolated cvent, and generally increases in severity and
frequency over time (Stark & Flitcraft, 1996). Physical abuse specifically includes the
acts or threats of hitting, slapping, kicking, punching, shoving, torture, sexual assault, and
any use of weapons. It also incorporates and or may be preceded by emotional and
psychological battery and trauma (Campbell, Poland, Waller, & Ager, 1992). Verbal,
emotional, and psychological abuse may occur in relationships without physical or sexual
abuse; however, physical and or sexual abuse rarely occurs without concomitant
emotional or psychological abuse. Therefore, it is assumed that emotional abuse and
psychological abuse occur within physically and sexually abusive relationships.

To conclude this section, it is self-evident that the language and terminology that
one uses to describe a phenomenon inherently reflect one’s underlying theoretical
assumptions about the phenomenon. The language associated with a particular
phenomenon also helps to create a perception of the problem for others and has important
implications for solutions to the problem (Dobash & Dobash, 1990). Whatever definition
one attaches to a particular phenomenon also has particular meaning and implications for
the research methods. By employing woman abuse and intimate partner abuse against
women as the terms to describe this phenomenon, it is intended to call attention to the
gender of the victim/survivor and to include abusive actions that may not result in

physical injury but are also injurious and detrimental to the general health and well-being
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of women. Presenting woman abuse as a complex phenomenon also implies the
assumption that measures designed to screen for abuse or tally physically or sexually
abusive acts are generally inadequate to capture the meaning and complexity of this
experience. As a complex and difficult problem, it is believed that the use of qualitative
interviews with abused women and analysis using DA as a research method provided a
more complete understanding of this complex and multidimensional problem.
Pregnancy, Maternal Behavior, and Maternal Identity

Pregnancy is a time of many biological, psychological, social, and transitional
changes (Mercer, 1986, 1995; Rubin, 1970, 1975, 1984; Tilden, 1980). Reva Rubin
presented one of the first nursing theories to describe maternal behavior and the cognitive
work used by pregnant women engaged in the process of structuring a maternal identity
in pregnancy and the early postpartum period (Rubin, 1970, 1975, 1984). Based on her
research utilizing participant observation, Rubin’s early efforts served as a foundation for
her later theoretical writing. Her research was the first to present matermnal role
attainment from the perspective of the women experiencing it. In addition, her theory
provided major theoretical concepts upon which later work would be based (Mercer,
1995). Rubin described four maternal tasks of pregnancy. The first task is seeking and
ensuring safe passage for mother and infant. Included in this task are such actions as
obtaining prenatal care and acquiring knowledge about what to expect through
observation, literature, and sharing the personal stories of other women. The second task
Is securing and assuring acceptance of the pregnancy and the infant by significant others.
According to Rubin, the quality of the relationship with the father of the baby influences

the course of the pregnancy, the execution of maternal tasks, and the attainment and
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formation of a maternal identity (Rubin, 1984). The third task, binding-in to the child, is
a process of attachment to the theoretical image of the child that becomes transformed to
knowing the child as a person and committing to that child as the mother. In the fourth
task, the mother gives of herself to the dependent, valued child. As the pregnancy
progresses, this task becomes more demanding and complex. Incorporated with this task
1s the taking in of food and nutrients and giving up of detrimental substances such as
cigarettes and alcohol.

According to Rubin, the environment or context is important to maternal role
development (Rubin, 1984). Throughout pregnancy, the person or self enlarges in scope
and complexity while assuming a maternal identity. Although it is commonly accepted
that each woman will negotiate and fulfill these tasks in her own individual style that may
be different for each pregnancy, it is unknown how the context of abuse impacts
women’s achievement of these tasks.

Mercer (1995) expanded Rubin’s (1984) theory of maternal role and acquisition
of maternal identity by extending her concepts to include the first year following
childbirth. Based on her research, she maintains that maternal role identity may not be
achieved until well into the first postpartum year. Components of the mothering role
include attachment to the infant by identifying, claiming, and interacting with the infant,
increasing competence in maternal behaviors, and expressing gratification in the infant-
mother interactions (Mercer, 1995). Mercer describes mothering as:

The maternal behavior learned in interaction with a particular child, beginning in

the process of achieving a maternal role identity and continuing to evolve
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throughout the child’s development...[it] is derived from the mother’s resources

and extensive knowledge of each individual child (Mercer, 1995, p. 1).

Lederman contributed to the content area of maternal adaptation by focusing on
seven psychosocial dimensions of pregnancy experienced by women (Lederman, 1996).
She used this framework to examine the broad range of women’s psychosocial
experiences during pregnancy through the development of the Prenatal Self-Evaluation
Questionnaire II. A 79-item tool with 4 response categories, this instrument measures
seven psychosocial dimensions: 1) acceptance of pregnancy; 2) identification with a
motherhood role; 3) relationship to the mother; 4) relationship to the husband or partner;
5) preparation for labor; 6) prenatal fear of loss of control in labor; and 7) prenatal loss of
self-esteem in labor (Lederman, 1996). Lower scores suggest better adjustment, while
higher scores are equated with increased conflict.

What remains unclear is how women fulfill or attain maternal tasks when their
intimate male partner (an integral part of the family), is abusive, and thereby,
Jeopardizing the family unit, her safety, as well as the safety of the unborn child. What
are the decisions that women make to promote fulfilling these maternal tasks of
pregnancy within the context of a violent relationship? What trade-offs do abused,
pregnant women make and how do they compare with those described in the literature?
Prevalence of Woman Abuse

Woman abuse is a common health and social problem. According to the National
Violence Against Women (NVAW) Survey, almost 25 percent of women surveyed
reported having been raped and or physically assaulted by a current or former partner at

some time in their lifetime (Tjaden & Thoennes, 2000a). Based on data from three
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nationally representative studies, it has been conservatively estimated that 1.5 million
(Plichta & Weisman, 1995; Tjaden & Thoennes, 2000a) to 6.75 million (Straus & Gelles,
1990) women are exposed to one or more physically abusive acts by their partner or
spouse annually. Of those women, between 1.6 million (Plichta & Weisman, 1995) and
1.8 million (Straus & Gelles, 1990) experienced severe abuse. In the first study, data
from the 1985 National Family Violence Resurvey were used (Straus & Gelles, 1990). A
telephone survey was conducted with 4032 randomly selected households that were
oversampled for African-American and Hispanic participants. Male and female adults,
aged 18 years or older were interviewed. The Conflict Tactics Scale (CTS) was used to
measure abuse. Results indicated that one out of eight male partners carried out one or
more violent acts against their female partners during the year of the study and 3.4% of
those women were severely abused by their partners.

In the second study, also a cross-sectional, nationally representative telephone
survey that oversampled for African-American and Hispanics, the participants were 1324
females who were married or cohabiting with a male partner and between 18 and 64
years of age (Plichta & Weisman, 1995). In that study, 8.4% (n = 112) of the respondents
reported being physically abused by their partner or spouse in the past year, and 3.2% (n
= 42) reported severe abuse in the past year as measured by the CTS.

The third, and most recent investigation was the NVAW survey, the sample for
which was generated by random-digit dialing from a database of households with
telephones in the United States and District of Columbia (Tjaden & Thoennes, 2000a,
2000b). A total of 8000 women and 8005 men over 18 years of age or older were

interviewed about their experiences as victims of violent acts including intimate partner



Living Two Lives 14

violence. The investigators defined intimate partner violence as “rape, physical assault,
and stalking perpetrated by current and former dates, spouses, and cohabiting partners,
with cohabiting meaning living together at least some of the time as a couple” (Tjaden &
Thoennes, 2000a, p. 5). It included same-sex and opposite-sex couples. The definition
resembled the definition put forth by the Centers for Disease Control, but is not limited to
rape and physical assault. The measurement of physical assault included a modified
version of the CTS.

According to the NVAW survey, of those women surveyed, 7.7 % reported
having experienced rape or attempted rape by a current or former intimate partner at
some time in their lifetime; 22.1 % had been physically assaulted by a current or former
intimate partner at some time in their lifetime; while 4.8 % had been stalked by a current
or former intimate partner at some time in their lifetime. The reported findings indicated
that intimate partner violence is more cominon for women than men, whether it is rape,
physical assault, or stalking and whether the timeframe is over the past twelve months or
over a lifetime. Additionally, violence by a male intimate against his female partner was
often accompanied by emotionally abusive and controlling behavior.

Prevalence of woman abuse among non-pregnant women.

Investigations examining the prevalence of abuse in clinic settings with samples
of non-pregnant women have also been reported. For example, two recent studies
examined the abuse status of female emergency department patients (Abbott, Johnson,
Koziol-McLain, & Lowenstein, 1995; McFarlane, Greenberg, Welige, & Watson, 1995).
In one of the studies, using a randomized block sample of 648 women and a self-

completed, written survey instrument developed for the study, current abuse (physical,
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sexual, or emotional) was reported by 11.7% (n = 47) of the sample (Abbott et al., 1995).
However, only 23% (n = 11) of those currently abused women had presented during 30
randomly selected 4-hour time blocks for treatment at an emergency department with a
traumatic injury. For the other study, a convenience sample of 416 women was drawn
from patients who had presented with the primary symptom of vaginal bleeding to two
public or one private emergency departments (McFarlane, Greenberg et al., 1995). They
were screened for abuse by an interviewer using the Abuse Assessment Screen (AAS).
Thirty-eight percent (n = 153) of the sample reported a history of abuse. Of the women
who had experienced any abuse, for 93 women (61%) the last episode of abuse had
occurred within the last 12 months. For both studies set in emergency department
settings, the lifetime prevalence rate for abuse ranged from 38% (McFarlane, Greenberg
etal,, 1995) to 54.2% (Abbott et al., 1995).

Two studies set in primary care internal medicine clinics reported similar
prevalence rates for women’s current physical or sexual abuse ranging from 5.5%
(McCauley et al., 1995) to 14% (Gin, Rucker, Frayne, Cygan, & Hubbell, 1991).
However, lifetime physical and sexual abuse prevalence rates for women were lower than
those reported in emergency settings and ranged from 21.4% (McCauley et al., 1995) to
28% (Gin et al., 1991). The first study used a cross-sectional survey design with a self-
administered anonymous questionnaire that incorporated abuse items from the AAS to
measure abuse. The purposive sample was comprised of 1952 women of varying ages,
marital, educational, and economic status (McCauley et al., 1995). In the second study,
all patients presenting for care at three internal medicine clinics on randomly selected

days were approached and asked to participate (Gin et al., 1991). The sample of 453
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English- and Spanish-speaking men and women were asked to complete a self-
administered anonymous questionnaire about domestic violence. The 47-item
questionnaire was specifically developed for the investigation, with some items on abuse
based on the CTS. Domestic violence was loosely defined as being hit or hurt by the
live-in significant other but also included “nonviolent intimidation”.

Similarly, using a four-question self-report format of the AAS as part of a self-
administered social history form, a study set in four outpatient women’s clinics with a
sample of 793 women reported a lifetime prevalence of physical abuse of 8.2% (n = 65)
(Bullock, McFarlane, Bateman, & Miller, 1989). Another study also set in women’s
clinics examined whether abuse prevalence rates were different when women self-
reported compared to women who were interviewed by a nurse (McFarlane, Cristoffel,
Bateman, Miller, & Bullock, 1991). For the self-report group, screening for abuse was
accomplished by including a four-question format of the AAS as part of the standard
social history that each participant completed. For the interview group, the same abuse
questions were used, except that the nurse interviewed the participants and recorded their
answers. The investigators found that abuse prevalence rates varied considerably. In that
study, abuse prevalence rates by self-report were much lower than abuse rates reported
following a nurse interview (7.3% compared with 29.3%)(McFarlane et al., 1991).

Prevalence of woman abuse during pregnancy.

Abuse is also common during pregnancy, and by most calculations, is 3 to 15
times more common than other health problems that are routinely screened for in prenatal
care such as gestational diabetes and preeclampsia (Cunningham, MacDonald, Gant, Leveno,

& Gilstrap, 1993). Research suggests that 0.9% to 65% of women experience emotional,
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verbal, physical or sexual abuse during pregnancy (Bullock & McFarlane, 1989; Curry &
Harvey, 1998b; Curry, Perrin et al., 1998; Dye et al., 1995; Gazamararian et al., 1995;
Gazmararian et al., 1996; Gelles, 1975, 1988; Gielen, O'Campo, Faden, Kass, & Xue,
1994; A. Helton, J. McFarlane, & E. Anderson, 1987; A. S. Helton et al., 1987; Martin,
English, Clark, Cilenti, & Kupper, 1996; McFarlane et al., 1991; McFarlane, Parker et al.,
1995; McFarlane, Parker, & Soeken, 1996b; McFarlane et al., 1992; O'Campo, Gielen,
Faden, & Kass, 1994; Stewart & Cecutti, 1993; Walker, 1984). Of women who were
battered prior to pregnancy, 34% to 60% report continued physical abuse during
pregnancy (Campbell, Oliver, & Bullock, 1993; Campbell et al., 1992; A. S. Helton et al.,
1987).

In a prospective study, researchers interviewed 1243 low-income, primarily
African-American, primagravidas in the prenatal and post partum period (Amaro, Fried,
Cabral, & Zuckerman, 1990). Participants who experienced violence by an intimate
partner were identified by scores on the CTS reflecting physical and sexual abuse. Of the
sample, seven percent (n = 92) of the women reported physical or sexual violence during
pregnancy, and three percent (n = 37) reported violence three months before pregnancy
but not during the pregnancy. Less than one percent of the total sample, but 12% of the
abused women (n = 11) reported violence occurring three months before pregnancy and
continuing into the pregnancy. Women reporting abuse were more likely to be white,
born in the United States, and single.

In a retrospective study of the relationship between physical abuse and low birth
weight outcomes, a nurse interviewed a sample of 589 women within 24 hours of

delivery (Bullock & McFarlane, 1989). In this study, battering was defined as physical
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assault by a woman’s male partner occurring during or before pregnancy but within the
current relationship. Four undescribed questions assessed the women’s history of
battering, presence of verbal abuse, and threats of physical abuse. A positive response to
any of the four questions classified the participant as abused. Of the sample, 20.4%
reported being battered before or during pregnancy.

Campbell et al. (1992) conducted a retrospective investigation to identify
correlates of abuse during pregnancy with a convenience sample of 488 low-income
women. Women were interviewed one time 2 to 5 days following childbirth in any of 5
hospitals. In the hour-long interviews using open-ended and fixed choice questions,
women were asked about the experience of pregnancy and prenatal care, the content of
prenatal care, health behaviors before and during pregnancy, demographic information,
support, and anxiety, depression, hopefulness, and physical violence. Fifty-six (11.2%)
of the women reported physical abuse (as measured by the AAS) at some time during
their current relationship. Of the sample, 35 women (7% of the total sample) reported
abuse during pregnancy. Therefore, nearly two-thirds (62.5%) of the women who were
abused at some time in their current relationship (n = 56) were abused during pregnancy.
Twenty-one women (4.2% of the total sample) reported abuse before but not during their
pregnancy (37.5% of women who were abused). Of the 35 women battered during
pregnancy, 28.6% (n =10) reported an increase in violence during pregnancy.

Another retrospective study was designed to discover why men physically abuse
women during pregnancy from the women’s perspective (Campbell et al., 1993). The
convenience sample was comprised of African-American and white battered women (n =

79) who were recruited by newspaper advertisement and bulletin board postings from two
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demographic areas for an investigation of women’s responses to battering. The abuse
measure used was the CTS. Fifty-one women were pregnant by their intimate partner.
They comprised the subsample for this investigation. Women who were physically and
or sexually abused by an intimate male partner during the prior year were asked if they
were beaten by their partner during pregnancy. Forty-seven percent (n = 24) of the
women who were pregnant by their partner were beaten during pregnancy. The
remaining, 53% (n = 27) of those women who were pregnant by their partner were not
beaten during pregnancy. For these women, pregnancy was protective from physical
abuse. The group of women who were not beaten during pregnancy used as a
comparison group. The women battered during pregnancy also experienced more
frequent and severe abuse throughout their relationships and had been more severely
injured than the women who had never been abused during pregnancy.

Women were asked why they thought they had been beaten by their intimate male
partner during pregnancy. Thematic analysis identified four themes to the responses to
that question: 1) jealousy of the unbomn child, 2) pregnancy-specific violence that was not
directed toward the unborn child, 3) anger toward the unborn child, and 4) anger against
the woman or “business as usual”.

Campbell and colleagues used focus group methodology to investigate the
relationships of abuse of intimate partners and unintended pregnancy (Campbell et al,
1995). The sample was comprised of 23 currently or retrospectively pregnant abused
women who were staying at a shelter for female victims of domestic abuse. Thematic
analysis revealed five themes: 1) Male partner control, 2) relentless abuse, 3) lack of

consistency and jealousy in the partner’s relationship with the woman and with offspring,



Living Two Lives 20

4) definition of manhood, and 5) health problems. Participants were interviewed about
their experiences with prenatal care. The majority reported being accompanied by the
abusive partner to prenatal visits and that they would lie about the abuse if asked in front
of the partner. Their recommendations for health professionals included: screening for
abuse by use of a written questionnaire; talking to the woman as another woman, not as a
health care provider; being aware that women who were abused knew they were abused,
but acknowledging the desire to have a family; and screening for abuse as a way to let
women know they can seek the help of the health care provider.

In a prospective study, the impact of violence on pregnancy outcomes was
examined (Dye et al., 1995). In the sample of 364 low-income women, 15.9% (n=58)
reported abuse during pregnancy. For this study, abuse was assessed by two questions
asked by prenatal care coordinators during an in-perscn prenatal interview: 1)“Since you
were pregnant, were you involved in a physical fight?” 2)“Since you were pregnant did
someone physically hurt you?” A positive response to either question, or a clinician’s
documentation of abuse in a participant’s medical chart classified the participant as
abused. Women who were teenagers, whose partners were teenagers, or who were
primigravidas were significantly more likely to be abused during pregnancy.

In a study set in public health and low-income clinics, 502 pregnant white,
Hispanic, and African-American women were surveyed to determine whether they
delayed prenatal care due to battering during pregnancy (Taggart & Mattson, 1996). In
this sample, abuse was common with 43.8% reporting one or more occurrence of

physical abuse by their partner or someone important to them; 26.1% reported that this
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had occurred in the past year. One-fifth of the sample reported being physically hurt
since pregnancy, and 25% said they had been forced to have sex in the past year.

Another study was designed to determine whether pregnancy intention was
associated with abuse (Gazamararian et al., 1995). Using a 14-page mailed
questionnaire, researchers surveyed a stratified random sample of 12,612 new mothers in
four states, three to six months after the birth of their infant (Gazamararian et al., 1995).
Most of the women were high school educated, over 24, married, middle-income, and
had entered prenatal care in the first trimester. Physical violence was determined by
asking each participant if her “husband or partner physically hurt (her)” during the year
before delivery. Prevalence of being physically hurt by a partner or husband during the
12 months preceding delivery ranged from 3.8% to 6.9%. Nearly 70% of the women
reporting physical abuse had unwanted or mistimed pregnancies.

In a descriptive study of a national probability sample of 6002 households, the
rates of violence in homes with pregnant women and homes without pregnant women
were compared (Gelles, 1975, 1988). Violence was measured by the CTS. Pregnant
women had a 23.8% greater risk of minor violence (i.e., pushing, shoving, and slapping),
a 60.6% risk of severe violence (i.e., kicking, hitting, and using a weapon), and a 35.6%
higher risk for any form of violence when compared with non-pregnant women. Overall,
risk of violence was higher for pregnant than non-pregnant women. However, when
pregnancy and age were controlled, no statistically significant relationship was found.
Data collection methods (phone interviews of both males and females), use of the CTS

and researcher bias may have affected the validity of the data.
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Helton et al. (1987a, 1987b) conducted a study of pregnant women at private and
public prenatal clinics. Using a 19-item questionnaire (that incorporated the AAS) in an
interview format, eight percent of the 290 women reported abuse during their pregnancy,
while another 15% reported battering before their current pregnancy. No differences in
the demographic variables of race, ethnicity, age, employment status, marital status, or
level of education were found between women who were and those who were not abused.
Of those women physically abused during pregnancy, 87.5% had experienced violence
prior to pregnancy. Therefore, previous abuse was predictive of abuse during pregnancy.
Twenty-nine percent of the women reported the abuse had increased after they had
become pregnant. One-third of those battered during pregnancy sought medical care for
injuries; however, none of the women reporting abuse had been identified as battered in
medical records by their health care providers, nor had any of the women been provided
with resource information for victims of abuse.

A sample of 2092 primarily low-income, African-American and white health
department prenatal patients was screened for physical or sexual abuse. Screening for
abuse using the AAS was conducted by the health care providers as part of the initial
prenatal visit (Martin et al., 1996). Of the women, 550 (26%) experienced one or more
episodes of lifetime violence, 486 (23%) experienced violence before but not during their
current pregnancy, 49 (2%) experienced violence before and during the current
pregnancy, and 15 (<1%) experienced violence only during the current pregnancy.

In a stratified, prospective, cohort analysis of 691 pregnant, low-income Hispanic,
African-American, and white women at public prenatal clinics, McFarlane et al. (1992),

found a 17% prevalence rate of physical or sexual abuse during pregnancy. In a private
p
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setting, primary care providers assessed the women for abuse by using the AAS, the CTS,
the Index of Spouse Abuse (ISA), and the Danger Assessment Screen (DAS) during each
trimester of pregnancy. Recurrent abuse was common, with greater than 60% of the
abused women reporting two or more episodes of abuse during pregnancy.

In an extension of the previous study (McFarlane et al., 1992), an investigation
was conducted with 1203 low-income, young African-American, Hispanic, and white
women at public prenatal clinics (McFarlane, Parker, & Soeken, 1996a; Parker et al.,
1994). Investigators found that 24% of the sample (n = 293) reported physical or sexual
abuse within the past year at their first prenatal visit as measured by the AAS. At
interviews during the remaining two trimesters, five percent of the nonabused women
reported abuse during the second or third trimester. The aggregate rate of abuse during
pregnancy for the entire sample was 16%. The incidence rate for abuse during pregnancy
was higher for teens than adults (20.6% versus 14.2%) and abuse rates also varied by
race/ethnicity with African-American women reporting the most abuse (18%), followed
by white (17%) and Hispanic women (13%). In contrast to the findings of previous
studies (A. Helton et al., 1987; A. S. Helton et al., 1987) this study found significant
differences in abuse frequency, severity, and homicide risk between racial/ethnic groups.
Abuse frequency, severity, and homicide risk were each significantly worse for white
women compared to African American and Hispanic women. Additionally, abused
women were twice as likely to enter prenatal care during the third trimester. Although
the abuse prevalence was higher than other studies with pregnant women, reassessment
for abuse in each trimester may have uncovered abuse that was not reported in the first

interview or that started later in the pregnancy. Further, assessment for abuse via
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interview by a health care provider known to the woman may also have facilitated
disclosure of abuse.

In a prospective study of 358 predominantly African-American, low-income
women seeking prenatal care at a university clinic, investigators found that 65% had
experienced verbal or physical abuse during pregnancy as measured by the CTS
(O'Campo et al,, 1994). Twenty percent of the women experienced moderate or severe
physical violence during their pregnancy. Moderate violence included the following acts:
“throw something at you,” “push, grab, or shove you” or “slap you.” It also may have
included the experience of negative verbal interaction. Severe violence included the
following items: “kick, bite, or hit you with a fist,” “hit or try to hit you with something;”
or “use a knife or fire a gun.” Women who experienced severe violence may also have
experienced moderate violence and or negative verbal interactions.

In a secondary analysis of survey data from 940 antenatal patients in private CNM
and MD practices, Sampselle and colleagues described the prevalence of past and current
abuse of pregnant patients (Sampselle, Petersen, Murtland, & Oakley, 1992). The
researchers used two items on a written questionnaire to assess for past or current abuse.
Participants were asked, “Have you ever been physically, emotionally, or sexually abused
or mistreated?” And, “Are you currently being abused or mistreated in any of these
ways?” A history of sexual, physical, or emotional abuse was reported by 9.7%, while
eight women (0.9%) reported current abuse. Current abuse was more prevalent among
lower income and less educated women. A positive history of abuse was also associated
with lower educational levels for women. Lower prevalence rates may be related to the

use of a written questionnaire versus a verbal interview as supported by previous research
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(McFarlane et al., 1991). In addition, the grouping together of physical, sexual, and
emotional abuse limits the descriptions of specific forms of abuse.

Using a self-report questionnaire, a sample of 548 women, 20 or more weeks
gestation drawn from prenatal clinics and a university hospital were interviewed about
abuse to determine the prevalence of physical abuse in late pregnancy (Stewart & Cecutti,
1993). The study instrument asked 12 questions about abuse including when the abuse
occurred. In this sample, 36 women (6.6%) reported physical abuse during the current
pregnancy, 60 women (10.9%) experienced physical abuse before the pregnancy. Of the
women who experienced abuse during pregnancy, 23 women (63.9%) reported the abuse
increased during their pregnancy.

Curry and colleagues conducted a prospective investigation of adult and
adolescent pregnant women to estimate the incidence of physical and sexual abuse and to
determine the relationship between intimate partner abuse, maternal complications and
infant birth weight (Curry, Perrin et al., 1998). Using the AAS, 513 of the 1897 women
(27%) reported physical or sexual abuse in the past year and or physical abuse during
pregnancy. Sexual abuse during the past year was reported by 4.5% of the sample.
Adolescents were more likely to report abuse than adults (37.6% compared to 22.6%; x>
=4494,df =1, p <.001). Women who identified themselves as black, Native American
or “other” race also reported significantly higher rates of abuse than did other ethnic
groups (3 = 15.16, df = 5, p < .01).

In a related investigation, the incidence of abuse among pregnant teens was
described and the relationship between abuse, pregnancy planning, participation in high

school, substance use during pregnancy, pregnancy complications, and birth weight were
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explored (Curry, Doyle, & Gilhooley, 1998). Of the 559 English-speaking primarily
Caucasian (52%) or African American (30%) pregnant, adolescents between 13 and 19
years of age, more than 37% reported abuse. Significantly, the middle adolescents (ages
14-17) reported the highest incidence of abuse, followed by the early adolescents (ages
10-13), and the late adolescents (ages 18-21). In each age group, the incidence of low
birth weight was higher for those who were abused, but the differences were not
statistically significant.

Recently, a summary article examining the methods and findings of studies on the
prevalence of violence during pregnancy studies was published (Gazmararian et al.,
1996). The authors examined 13 studies and extracted data to compare studies by
description, methods, and results. The authors found a wide range of reported prevalence
rates of physical violence during pregnancy of 0.9% to 20.1%. Studies also varied in the
measures of violence, populations sampled. and study methods. Those studies that asked
about violence more than once during in-person interviews or later in pregnancy reported
higher abuse prevalence rates, and the lowest reported prevalence rate was in a study
using a written self-report questionnaire.

Summary of abuse prevalence literature.

As illustrated by the findings of the reviewed studies, the reported prevalence of
abuse against women varies considerably from 0.9% to 65%. In addition to standard
research design issues (i.e., sampling, validity and reliability of measures, and data
analysis) that are important to evaluate for any research investigation, several specific
methodological issues plague research in the substantive area of woman abuse and

domestic violence and have direct implications for reported abuse prevalence rates. For
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example, variations in the way that abuse is assessed, whether by a written survey, an
unknown interviewer, or the woman’s health care provider, may effect a woman’s
willingness to disclose her abuse status — which will directly impact reported abuse
prevalence rates (McFarlane et al., 1991). Furthermore, use of an untested assessment
instrument instead of a sound, valid and reliable instrument and a single versus repeated
assessment for abuse may all result in falsely low reported rates of abuse (Gazmararian et
al,, 1996; McFarlane et al., 1991). Another important issue related to abuse prevalence
rates is the wide variation in what constitutes abuse and how and when it is measured.
Whereas some researchers report lifetime prevalence of any physical, sexual, emotional,
or verbal abuse, others measure physical and or sexual abuse only while others allow
study respondents to self-define abuse. Therefore, one must carefully read the report to
determine how abuse is defined and measured.

For example, although abuse was common in the nationally representative studies
(Plichta & Weisman, 1995, Straus & Gelles, 1990); Tjaden & Thoennes, 2000), it is
important to note how the studies defined and measured abuse and how data were
collected. The first two studies only measured actual physical acts of violence, use of
weapons, or threats of physical violence or use of a weapon and did not include sexual,
emotional, or verbal abuse (other than threats). The third study did include a measure for
stalking, but otherwise did not include emotional or verbal abuse. Furthermore, while
sampling a nationally representative sample promotes generalizability of the findings, the
use of a telephone interview may actually limit the rate of disclosure of abuse due the
interviewer being someone unknown to the respondent or the potential for lack of privacy

from an abusive partner.
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These points are also important to consider in evaluating, comparing, designing
and conducting research of abuse during pregnancy, however, there are also important
issues that may be unique to this area. Specific to research on the prevalence of abuse
during pregnancy, research findings suggest that violence may be initiated at different
times in pregnancy (McFarlane ct al., 1996a). Therefore, prevalence rates based on a
single assessment for abuse at an initial or early prenatal visit may underreport the actual
occurrence of abuse during pregnancy. This phenomenon may actually be represented by
the differences in abuse prevalence rates reported by studies assessing abuse status early
in the pregnancy or at only one point (Sampselle et al., 1992; Stewart & Cecutti, 1993)
and those measuring later in the pregnancy or at multiple times (Campbell et al., 1992;
O'Campo et al., 1994; Parker et al., 1994). However, other studies that made repeated,
late pregnancy, or postpartuin assessments also reported lower abuse prevalence rates
(Amaro et al., 1990; Campbell et al., 1992).

In conclusion, the variation in prevalence rates for woman abuse drawn from
nationally representative samples and samples from health care settings reflects
inconsistent assessment methods, varying operationalization of abuse, and differing
terminology, making comparisons between studies and across settings and populations
difficult. Despite these discrepancies, abuse is acknowledged as a major public health
problem for women and children (USDHHS, 1990; USDHHS, 1995). It has been
suggested but not established that pregnancy may increase women’s risk of abuse, and
that pregnant women experience abuse at higher rates than non-pregnant women (APA
Task Force, 1996; Gelles, 1988; Stark & Flitcraft, 1996). Additionally, for some women

the severity and frequency of abuse may escalate during pregnancy (Campbell, 1989b;
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Campbell et al.,, 1993; A. S. Helton et al., 1987; McFarlane et al., 1992; Stewart &
Cecutti, 1993). Therefore, a relationship that is abusive before pregnancy may become
more abusive and dangerous during pregnancy or in the postpartum. Consequently,
abuse during pregnancy is an issue of significance to nursing and other health
professionals. Accordingly, the American Nurses Association (ANA), the American
Academy of Nursing (AAN), the American College of Nurse Midwives (ACNM), the
American Medical Association (AMA) and the American College of Obstetrics and
Gynecology (ACOG), have identified abuse during pregnancy as a major priority for
provider education and research.

Negative Pregnancy Outcomes Associated with Woman Abuse

Several studies concerned with pregnancy and abuse have focused on pregnancy
outcomes. In general, more maternal and fetal complications occur to women abused in
pregnancy than to women who were not abused, including higher rates of preterm births,
lower mean birth weights, prolonged labor, spontaneous abortions (SABs), and prolonged
hospital stay for infants (Curry et al., 1998; Dye et al., 1995; McFarlane et al., 1996b;
Parker et al., 1994; Schei et al., 1991).

In a retrospective study, Bullock and McFarlane (1989) found a statistically
significant correlation between physical battering and low birth weight (LBW, weight
less than 2500 grams), when a stepwise partial correlation was conducted (controlling
separately and simultaneously for the variables of race, smoking, alcohol consumption,
prenatal care, prior abortions, maternal complications, and specific hospitals). Overall,
women who were battered were two times more likely than nonbattered women to give

birth to LBW infants. In private hospitals, battered women were four times more likely
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to have LBW infants. In contrast, no statistically significant difference was found
between abuse during pregnancy and LBW for women at public hospitals. However,
battered women in both public and private settings delivered more premature LBW
infants. An important limitation of this study is the lack of description of the specific
abuse assessment questions.

In a prospective study, researchers conducted interviews with 364 low-income
women to examine the impact of violence on birth outcomes (Dye et al., 1995). Results
from the structured interviews were then compared with perinatal records and birth and
death information. In this sample, women abused during pregnancy were also more
likely to have had fetal distress or fetal death than other women were. No significant
differences were found in the incidence of LBW and preterm delivery, although the mean
birth weight was 165 grams less in abused women, and this difference was statistically
significant. In addition, infants born to women who were abused in pregnancy were
significantly more likely not to be discharged from the hospital when their mothers were.

To determine the effect of abuse on pregnancy, investigators studied 1203 low-
income, young African-American, Hispanic and white women using a stratified
prospective cohort analysis (McFarlane et al., 1996a; Parker et al., 1994). Although the
incidence rate for abuse during pregnancy was higher for teens than adults (20.6% to
14.2%), adult women reported more severe physical and non-physical abuse using the
ISA. In addition to age, abuse rates also varied by race/ethnicity with African-American
and white women reporting similar rates of abuse (18% and 17% respectively) followed
by Hispanic women (13%). However, white women reported the most episodes and

greatest percentage of severe episodes of abuse. Using factor analysis, race/ethnicity was
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not a statistically significant predictor variable for abuse during pregnancy. Overall,
abused women entered prenatal care later than nonabused women did. Abuse during
pregnancy was a significant risk factor for LBW and maternal complications of low
weight gain, infections (such as symptomatic bacteriuria, rubella, cytomegalovirus), and
anemia. In this study, since almost all the participants were low income, the effects of
poverty were controlled.

In a study designed to examine whether pregnancy and neonatal outcomes
differed between abused and nonabused women, 1014 women completed an abuse
prevalence survey and an interview during the postpartum period (Webster et al., 1996).
For this sample, spontaneous abortions and elective terminations were significantly more
common in the medical histories of abused women than nonabused women, and there
was an increasing trend in the incidence of stillbirths. Women who were abused had
infants with lower mean birth rates than women who were not abused. However, when
other variables such as maternal age, cigarette and alcohol use, education level, ethnicity,
marital status, parity, number of TABs, number of antenatal visits, and gestational age
were considered, this difference was not statistically significant.

In a retrospective cohort study, investigators examined the relationship between
women living in a physically abusive relationship and adverse pregnancy outcome with a
sample of 180 women (Schei et al., 1991). Women were interviewed using a structured
guide about their abuse status, however the abuse assessment questions were not
described. An index cohort drawn from an emergency clinic and a woman’s shelter was
comprised of 66 women who were currently in an abusive relationship. The control

cohort of 114 young women was randomly selected from women residing in the
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community who had not been in an abusive relationship in the previous 12 months.
Women in the index cohort reported a history of 192 pregnancies and the women in the
control cohort reported 230. However, the index cohort had fewer completed
pregnancies (66.7% versus 77.4%). Significantly, the cohort of abused women reported a
higher incidence of spontaneous abortions (16.1% versus 9.6%) and LBW infants (8.6%
versus 2.2%) and lower mean infant birth weights (3329 grams versus 3482 grams) than
did the women who were not abused. However, there were no si gnificant differences
between the groups relative to gestational age at birth or number of legal abortions. Of
the 40 pregnancies exposed to violence, infant mean birth weight was significantly lower
(3219 grams to 3482 grams) than infant mean birth weight of unexposed pregnancies.
Although pregnancy complications of preeclampsia, hemorrhage, premature labor,
proportion of LBW infants, and hospital admissions were more common among women
abused during pregnancy, the differences between groups were not statistically
significant. In a regression model violence during pregnancy had an impact on infant
birthweight that was close to being statistically significant. However, information on
smoking during pregnancy, which may also adversely affect pregnancy outcomes, was
not collected.

Another retrospective study was conducted to determine if there were differences
in psychosocial and medical risk factors among 65 matched pairs of low-income women
with LBW infants and normal birth weight (NBW) infants (Lia-Hoagberg, Knoll,
Swaney, Carlson, & Mullett, 1988). Data collection included a retrospective record
review using a 40-item psychosocial assessment instrument developed by the

investigators and categorization of eight risk factors related to LBW in the population
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(age less than 20, education less than 12 years, out-of-wedlock pregnancy, age less than
18 at first pregnancy, underweight at conception, cigarette smoking during pregnancy,
history of a previous LBW infant, and spacing since last pregnancy of less than 6 or 12
months). After controlling for the eight risk factors, only two factors, hospitalization and
street drug use during pregnancy, were significantly related to LBW. There were no
significant differences between the groups in medical and lifestyle characteristics.
Although approximately 20% of the women in both groups reported emotional abuse,
while more than 10% described physical abuse by family members or the father of the
baby, neither form of abuse was significantly related to LBW.

| In a prospective study of 358 predominantly African-American, low-income
women (O'Campo et al., 1994), investigators found that 65% experienced verbal or
physical abuse during pregnancy. Furthermore, 20% experienced moderate or severe
violence during pregnancy. However, no relationship between abuse (physical or verbal)
and low birthweight or preterm birth was found.

In a previously described prospective investigation (Curry, Perrin et al., 1998),
abused women were more likely to have initiated prenatal care after 20 weeks and or to
have unsure dates and less likely to have a planned pregnancy. However, there was no
significant difference in the total number of prenatal visits between abused and
nonabused women. There were no significant differences in initiation of prenatal care,
pregnancy planning, or total number of prenatal visits between abused and nonabused
adolescents. Abuse was significantly associated with low birth weight for adults (9.0%

compared to 5.7%; x2 =3.59,df = 1, p < .05), but not for adolescents. However, the rate

of low birth weight was higher among abused (8.1%) versus nonabused (6.4%)
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adolescents. Abused women were more likely to have a poor obstetrical history, to
smoke, and to use drugs or alcohol during pregnancy. Limitations to the study included a
one-time assessment for abuse; limiting the abuse to sexual and physical violence; lack of
screening about the perpetrator, severity, and frequency of the abuse; and use of a low-
income population.

Another prospective investigation examined the relationship between abuse
during pregnancy and adverse pregnancy outcomes among 403 participants (Curry &
Harvey, 1998). Sixty-nine participants (17%) reported experiencing stress related to
current abuse. Women who were abused had significantly lower incomes than
nonabused women. Abused women also had infants that weighed significantly less than
the infants of nonabused women (M = 3239 grams versus M = 3486 grams, #(2,70) =
81.6, p <.008. The low birth weight rate was 4.4% for nonabused women and 8.2% for
abused women. Significantly, abused women reported more stress, less support from
partner, less support from others, and lower self-esteem than nonabused women.
Significant predictors of birth weight included: age, education, number of prenatal visits,
stress due to abuse, stress due to recent loss of a loved one, and stress due to problems
with friends.

In an investigation of physical and nonphysical abuse and other risk factors for
low birth weight, a multiethnic case-control design was used (Campbell et al., 1999). A
purposive sample comprised of 1004 women who were Mexican American, Puerto
Rican, Cuban American, Central American, African American, or Anglo was interviewed
within 72 hours after delivery. Cases and controls were matched by age group, ethnicity,

gestational age, and delivery setting. Participants were drawn from multiple sites. Abuse
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was determined by the AAS and the ISA. The overall prevalence of abuse during
pregnancy was 5.6% (according to the ISA) and 5.2% (according to the AAS). Full term
and preterm infants were analyzed separately. Both physical and nonphysical abuse, as
measured by the ISA, were significant risk factors for low birth weight for full term
infants, but not for preterm infants. With the addition of other known risk factors for low
birth weight into the model, however, the significance decreased.

In an extension of the previously described investigation (Campbell et al., 1999),
an examination of the impact of cultural norms and acculturation on women’s experience
and reporting of abuse during pregnancy was undertaken (Torres et al., 2000). Women
who spoke only Spanish were less likely and English-only speakers were more likely to
report physical abuse. The woman’s ethnicity and reported childhood sexual abuse was
strongly associated. Sociodemographic measures of income and educational level were
significantly related to physical abuse, with lower income women and women with less
than a high school education having higher rates of physical and emotional abuse.
Unemployment was associated with high rates of emotional abuse. Puerto Rican women
were most likely to report abuse during pregnancy as compared to other ethnic groups.
The other three Latina groups reported lower rates of abuse during pregnancy than did
Anglo and African American women. However, ethnic group differences disappeared
when socioeconomic variables were controlled for. The partner’s ethnicity did affect the
prevalence of abuse during pregnancy, even after controlling for sociodemographic
variables, with Cuban American and Central American men being significantly less likely
to physically abuse their partners than all other groups of men. The partner not being the

father of the baby and being unmarried were significantly associated with both physical
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and nonphysical abuse. Cuban American women were at lower risk of being sexually
and emotionally abused and abused during pregnancy compared to the other ethnic
groups. African American women were three times more likely to report a history of
physical abuse than Anglo American women, even after controlling for
sociodemographic variables. The group having African American partners were also
more likely to report physical abuse during pregnancy than those women having Anglo
American partners. Women with partners who believed the most important role for a
woman was that of a wife and a mother were more likely to report physical and emotional
abuse on all scales. While women who believed strongly that pregnant women should be
taken care of rather than doing their usual activities reported more physical abuse and
abuse during pregnancy. Cultural beliefs about the acceptability of men hitting women
was related to physical, emotional, and sexual abuse.

Three review articles have been published addressing the problem of abuse during
pregnancy. The first provides a review of the research examining abuse of pregnant
women and adverse birth outcomes and describes numerous methodological problems in
research studies (Newberger et al., 1992). Primarily, small sample sizes and nonrandom
sampling techniques have limited the generalizability of research findings. In addition,
there have also been limited descriptions of the actual abuse incurred by women and of
the interventions provided for their injuries. As well as a lack of corroboration with
infant findings, multiple confounding variables, and possible recall bias with
retrospective designs. Inadequate validity and reliability of study instruments and
potential statistical error due to inadequate power are also common limitations.

However, the authors noted that limited funding opportunities for research on abuse
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during pregnancy have prevented the institution of large studies. The authors’
recommendations included interviewing women to assess for abuse (versus using a self-
report questionnaire) and linking medical services with services provided by battered
women’s advocacy groups.

A second article also reviewed the phenomena of physical and sexual abuse
during pregnancy and the evidence suggesting the association with negative pregnancy
outcomes (Campbell, 1995). In contrast to the first article, this author addressed cultural
issues and proposed potential interventions for health care providers derived from
research.

Another paper also reviewed and developed recommendations for future research
(Petersen et al., 1997). From this review of seven studies on violence during pregnancy,
no pregnancy outcome was consistently found to be associated with physical abuse
during pregnancy. However, the ability to assess for a relationship between abuse during
pregnancy and negative outcomes may have been hampered by methodological
limitations like the timing of data collection and sampling, inadequate control of
confounding variables, and lack of information about site of injury. For example, studies
frequently failed to control for potential interacting variables that may also impact birth
outcomes, such as those studies that failed to control for smoking status (Parker et al.,
1994; Schei et al., 1991) or race (Dye et al., 1995) both of which have been known to be
related to LBW infants. The authors suggested that research using qualitative and
quantitative methods would be required to adequately understand the dynamics of

physical abuse during pregnancy and the potential for adverse pregnancy outcomes.
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Summary of pregnancy outcomes research.

Research examining the effects of abuse during pregnancy on pregnancy
outcomes has looked at both infant and maternal complications, with infant birth weight
being the most common pregnancy outcome studied. In general, research data suggest
that abuse during pregnancy is a risk factor for lower infant birth weights (Curry &
Harvey, 1998a, 1998b; Curry, Perrin et al., 1998; Dye et al., 1995; McFarlane et al.,
1996a; Parker et al., 1994; Webster et al., 1996). Additionally, other studies have
reported that women who are abused during pregnancy have more LBW infants than
nonabused women (Bullock & McFarlane, 1989; Curry, Doyle et al., 1998; Curry &
Harvey, 1998b; McFarlane et al., 1996a; Parker et al., 1994; Schei et al., 1991).
However, other investigations have found no differences in the frequencies of LBW
infants between abused and nonabused women (Dye et al., 1995; O'Campo et al., 1994).

An increased risk of preterm birth may also be related with abuse during
pregnancy, but that has not been consistently found. One study described higher rates of
preterm births for abused women compared with nonabused women (Bullock &
McFarlane, 1989), whereas two others found no differences (Dye et al., 1995; Schei et
al., 1991). Other investigators have examined differences between the number of
spontaneous abortions (SABs), fetal demises, or elective abortions (TABs) for abused
and nonabused women. Several studies have found that abused women reported higher
frequencies of SABs (Schei et al., 1991; Webster et al., 1996), fetal demises or stillbirths
(Dye et al., 1995; Webster et al., 1996), and TABs (Schei et al., 1991; Webster et al.,
1996). However, this has not been a consistent finding. A higher frequency of SABs and

fetal demises may be due to physical trauma during pregnancy; however, the lack of
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information about the severity and location of injuries has prevented any conclusions
from being reached. An increased frequency of TABs may reflect the abused woman’s
ambivalence about her relationship or about bringing a child into the relationship.
Conversely, the abusive partner may have insisted on a TAB due to jealousy or
conviction that the child was not his. Without additional contextual information,
however, these reasons are only speculative.

The risk of maternal morbidity associated with abuse during pregnancy has been
examined by additional studies. Low maternal weight gain, infections, vaginal bleeding,
and anemia have been reported as maternal complications positively associated with
abusé during pregnancy (Curry, Doyle et al., 1998; Curry, Perrin et al., 1998; McFarlane
et al,, 1996a; Parker et al., 1994). Another study found an increased risk of preeclampsia
and maternal hemorrhage for women who were abused during pregnancy (Schei et al.,
1991). As demonstrated, there has not been one clear maternal complication that has
been consistently linked with abuse during pregnancy. However, the number of maternal
complications found in the various studies support the conclusion that abuse during
pregnancy increases maternal morbidity.

Although statistically significant relationships between abuse during pregnancy
and negative pregnancy outcomes are not consistent across studies, this may be primarily
due to methodological limitations, not the absence of an association. For example, most
studies have failed to show a statistically significant association between abuse and LBW
infants among women of low socioeconomic status (Bullock & McFarlane, 1989; Dye et
al., 1995; A. Helton et al., 1987; Lia-Hoagberg et al., 1988; O'Campo et al., 1994; Schei

et al., 1991). These findings support the previous assumption about the methodological
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limitations of some studies. The findings also suggest that abused women of low
socioeconomic status may have multiple intervening and confounding variables (i.e.,
sociodemographic or psychosocial variables) that have a more powerful effect on
pregnancy outcomes. Comparatively, in several studies with large samples that allow
multivariate analyses, other investigators have reported significant associations between
abuse during pregnancy and LBW infants in samples of low-income women (Curry &
Harvey, 1998; McFarlane et al., 1996a; Parker et al., 1994). In those studies, since the
samples were primarily comprised of low-income women, the effects of income were
controlled.

As described by the review articles on abuse and pregnancy outcomes,
investigations have been hampered by methodological problems that limit analysis of the
effects of abuse during pregnancy. Inability or failure to control for known confounding
variables such as poverty, parity, or education with LBW is but one example of common
problems in this area of research. What's more, there is little information about the
impact of abused women’s perceptions of the abuse during pregnancy, how those
perceptions influence decisions made during pregnancy, and how they impact pregnancy
outcomes. Consequently, further information is necessary to understand what
mechanisms — physiologic, stress, or others — actually mediate the relationship between
abuse and pregnancy outcomes.

Woman Abuse, Health Effects, and Decisions About Health Behaviors

Possible physical health responses to women’s experiences of abuse have also

been investigated. Research has found numerous negative alterations in the physical and

psychological health of women thought to be associated with abuse. For example, abuse
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has been related to an increased risk for chronic pain disorders including pelvic pain,
gastrointestinal illness, and non-migrainous headaches; depression, anxiety, and
somatization; increased need for and decreased access to health care services; and
increased suicidality and homelessness (Campbell, Pliska, Taylor, & Sheridan, 1994;
Drossman, Talley, Leserman, Olden, & Barreiro, 1995; Fisher, Hovell, Hofstetter, &
Hough, 1995; McCauley et al., 1995; Plichta & Weisman, 1995; Stark & Flitcraft, 1995;
Walling, Reiter, O’Hara, Milbum, Lilly, & Vincent, 1994; Walling, O’Hara, Reiter,
Milbum, Lilly, & Vincent, 1994). Consequently, abused women who may experience
physical trauma that is directly caused by the abuse, but they may also have indirect,
chronic, physical, emotional, and psychological manifestations of abuse.

Psychosocial health effects of woman abuse.

There has been extensive examination of the psychological effects of abuse on
women. Research has focused on the effects of abuse by an intimate male partner on
women’s self-esteem, self-concept, body image, depression, anxiety, stress, and grief.
According to early research with 400 women who had been battered (Walker, 1984),
battered women rated themselves high on a self-esteem measure but experienced anxiety,
depression, cognitive disorders, re-experiencing of traumatic events, and the disruption of
interpersonal relationships. Recent studies have reported altered self-concept, decreased
levels of self-esteem, and body image alterations among women abused by their partners
(Campbell, 1989b; Landenburger, 1989; Smith et al., 1995; Trimpey, 1989). In addition,
higher levels of depression, anxiety, and increased frequency of stress and grief have

been described by abused women (Campbell, 1989a; Campbell, Kub, Belknap, &
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Templin, 1997; Campbell, Pliska, Taylor, & Sheridan, 1994; Cascardi, Langhinrichsen,
& Vivian, 1992; Gleason, 1993; Trimpey, 1989).

Depression is probably the most common mental health response to ongoing
abuse by an intimate partner. A study of the prevalence of mental disorders in a sample
of 62 battered women receiving services from an agency for battered women was
conducted (Gleason, 1993). There were two groups of battered women — one group was
drawn from residents of an abuse shelter while the other group was drawn from the
community. The prevalence of mental disorders was compared with the two battered
groups and 10,952 women randomly sampled in a national epidemiological study of
mental disorders. The prevalence rates of all mental disorders measured (except alcohol
abuse or dependence and schizophrenia) were higher in both samples of abused women
than the comparison group. Significantly, based on DSM-III diagnostic criteria, major
depression, post-traumatic stress disorders, generalized anxiety disorder, and obsessive
compulsive disorder were experienced by the majority of battered women.

Another study determined the prevalence, impact and health correlates of marital
aggression in a psychology clinic sample of couples seeking psychological treatment
(Cascardi et al., 1992). A sample of 93 consecutively presenting maritally discordant
couples and 16 maritally satisfied matched controls from the community were studied.
Aggression was common in the clinic sample, with 71% reporting aggression. Although
aggression was reciprocal among 86% of the clinic sample couples, women were more
likely than men to be negatively affected by their partner’s aggression and to sustain

severe mjuries. Women who experienced aggression in their relationships reported
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significantly more depressive symptoms than did women from the matched control group
or women who experienced marital discord without aggression.

A study using a convenience sample of 164 battered women recruited through
publications from the community was conducted to identify correlates and predictors of
depression in battered women (Campbell et al., 1997). Women were screened for abuse
using the CTS. Of the sample, 39% met the DSM criteria for major depression — 28%
were moderately to severely depressed and 11% were severely depressed using the Beck
Depression Inventory. Depression was significantly related to the frequency and severity
of physical abuse. In regression analysis, physical violence was the only form of abuse
that was a significant predictor of depression. Through multivariate analysis, childhood
physical abuse, lack of self-care agency, physical abuse by partner, and daily hassles
were found to be significant predictors of depression.

A study to determine perceptions of battered women regarding their treatment in
emergency departments was conducted (Campbell et al., 1994). Using a mailed survey of
74 battered women temporarily residing in any of 31 shelters, nearly 40% (n = 26)
reported having mental health problems. Nearly half of those women reporting mental
problems experienced depression (n = 10, 45.5%). In another study, abused women
reported more health factors that reflected an increased need for health care services
(Plichta & Weisman, 1995). In this sample, compared to nonabused women, women who
had been abused were more likely to: perceive their .health status as fair or poor, have one
or more chronic health conditions, have been diagnosed with anxiety or depression, have

depressive symptoms, and have suicidal thoughts in the past year.
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Two particularly disturbing phenomena have been reported as associated with
abuse — suicidality and homelessness. As reflected in the previous study, suicidal thought
occurs significantly more often with abused women than nonabused women (Plichta &
Weisman, 1995). In addition to having more suicidal thoughts, several studies have
suggested that women who are abused are more likely to attempt suicide than nonabused
women. In the first study, designed to retrospectively investigate the association between
abuse and attempted suicide, a review of the full medical records of all women who had
attempted suicide and presented at the emergency department of a hospital during a one
year period was conducted (Stark & Flitcraft, 1995). A sample of 176 women was
identified. The Adult Trauma History Screen (ATHS) was used to determine the
probability of abuse. Fifty-two (29.5%) of the women were classified as battered 22.2%
(n=39) had at least one documented incidence of domestic abuse and 7.3% had at least
one injury that resulted from assault by an unnamed assailant. For abused women, race
and pregnancy status were significantly associated with suicidality. Black women who
attempted suicide were significantly more likely than whites (48.8% versus 22.2%) to
have been battered. Battered women were also significantly more likely than nonbattered
women were (19.2% versus 5%) to be pregnant when they attempted suicide.

In another study also set in emergency department settings (Abbott et al., 1995),
women who were currently in an abusive relationship or had a history of abuse were
more likely than nonabused women to have attempted suicide (26% compared to 8%).
Similar findings were also found in a previously described study set in community-based,
primary care internal medicine clinics designed to identify clinical characteristics

associated with current domestic violence (McCauley et al., 1995). In that study,
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currently abused women were more likely than not currently abused women to ever have
attempted suicide.

Another investigation examined risks associated with long-term homelessness
among women (Fisher, Hovell, Hofstetter, & Hough, 1995). Using cluster sampling, 53
young, primarily white or African-American, English-speaking women who had been
homeless at least three months were interviewed. Women were classified as battered if
they answered “yes” to the question, “Have you ever been beaten or battered?” Nearly
all (91%) of the women had been battered at some time. Thirty-eight percent had been
battered when they had been domiciled, 48% had been battered when they had been
domiciled and homeless, and 4% only when homeless. Being hit eight or more times per
month was reported by 15% of the women. Over half (56%, n = 29) of the women had
been raped in their lifetime, with 15% of the rapes occurring in the past year.

In a previously described study set in emergency department settings (Abbott et
al., 1995), women who were currently in an abusive relationship or had a history of abuse
were more likely than nonabused women to report excessive alcohol use (24% compared
to 13%). Similar findings were also seen in a study that identified clinical characteristics
associated with current domestic violence with a sample from community-based, primary
care internal medicine clinics (McCauley et al., 1995). Investigators reported that
currently abused women were more likely than nonabused women to be using street
drugs, to have ever used street drugs, to ever have had a drinking problem, to abuse drugs
or alcohol, or to have a partner with a drug or alcohol problem.

Pregnant and non-pregnant women share many of the same psychosocial

correlates of abuse. Similar to non-pregnant, abused women, pregnant women
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experience depression, increased stress, lower levels of self-esteem, and decreased
support from others (Campbell et al., 1992; Curry, 1998; Curry & Harvey, 1998b; Dye et
al., 1995; Stewart & Cecutti, 1993). Abused, pregnant women are more likely to report
housing problems, lower incomes, lower educational levels, younger age, and decreased
social support than nonabused, pregnant women (Amaro et al., 1990; Campbell et al.,
1992; Curry & Harvey, 1998; Dye et al., 1995; Gazamararian et al., 1995; Gielen et al.,
1994; Stewart & Cecutti, 1993; Young, McMahan, Bowman, & Thompson, 1989).

A study explored the relationship between pregnancy intendedness and physical
violence and the mediating factors for this association (Gazamararian et al., 1995).
Women who reported physical abuse were more likely to: have less than 12 years of
education, be single, be a race other than white, live in crowded conditions, have had
participated in WIC during pregnancy, and to have delayed or had no prenatal care.
Pregnancy intendedness was categorized as unwanted, mistimed, or intended. An
unintended pregnancy was reported by nearly 43% of the women (11.6% unwanted,
31.1% mistimed). Prevalence rates for physical abuse were highest for women with an
unwanted pregnancy, and lowest for women with an intended pregnancy. Nearly 70% of
the women reporting physical abuse had unwanted or mistimed pregnancies.

In a previously described study of primarily low-income, African-American
young, high school educated women, the frequency and severity of interpersonal conflict
and violence during prenatal and postpartum periods and psychosocial correlates of
moderate and severe violence were examined (Gielen et al. 1994). A sample of 275
women was interviewed four times, at three prenatal and one postpartum visit.

Researchers examined the variables of social support, conflict, locus of control, drug use
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by partner, as well as demographic variables. Seventy-five percent of the sample
reported conflict or physical violence (measured by the CTS) during the childbearing
year. Moderate or severe violence occurred among 19% of the sample prenatally and
25% in the postpartum period. Of the women who experienced moderate or severe
violence by their male partner in the prenatal period, 41% continued to experience this
level of violence in the postpartum period. Women who experienced violence by their
intimate partner were more likely to be younger, have less social support, and to report
that a sexual partner had shot drugs. Women who experienced violence by a perpetrator
other than their partner were more likely to have less education, and report not having a
confidant. For violence perpetrated by a partner, being better educated or having a sex
partner who shot drugs was associated with an increased risk of violence. Being older,
having a confidant (other than the partner), and having social support were protective
mechanisms. For women experiencing violence by other perpetrators, none of the
demographic variables were significant; however, the presence of a confidant was
protective. Use of the CTS as well as using interviewers other than the women’s health
care providers may have underrepresented women who were abused.

Campbell, Poland, Waller, and Ager (1992), conducted a retrospective
investigation with a convenience sample of 488 low-income women in an effort to
describe the factors that correlated with violence in pregnancy. Ten of the 35 women
battered during pregnancy reported an increase in violence during pregnancy. The AAS,
the Kessner Index (used to measure the adequacy of prenatal care), and chart reviews
were used. No significant correlations were found with demographic variables and

abuse, except those women battered during pregnancy were more likely to have less
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household possessions, and were the most likely to have housing problems. Women
battered during pregnancy were also most likely to be depressed and anxious, and least
likely to have adequate prenatal care or social support. Statistically significant
correlations were found between substance use and abuse.

Amaro, Fried, Cabral, and Zuckerman (1990) also examined the correlates of
abuse during pregnancy in a prospective study with 1243 pregnant women. Among the
women in the study, women reporting abuse were more likely to be white, born in the
United States, and single. They were also more likely to be on Medicaid, have a history
of sexually transmitted diseases, and to have had an elective abortion in the past.
Battered women were more likely to be unhappy about their current pregnancy, perceived
their partner or family as unhappy about their pregnancy, and to have had a history of
depression or attempted suicide. Abused women also reported more depressive
symptoms and negative life events in the past year. Abused women were at greater risk
of being heavy users of alcohol and illicit drugs and of having a male partner who used
marijuana and/or cocaine. Weak positive associations were found with the experience of
violence in pregnancy and negative birth outcomes such as infant size or gestational age.
When possible confounding variables such as race, age, marital status, and history of
violence before pregnancy were controlled through multivariate analysis, a woman’s
alcohol use during pregnancy and her partner’s drug use were independently associated
with abuse during pregnancy.

In a prospective investigation, the interrelationships between abuse during
pregnancy, substance use, and psychosocial stress were explored (Curry, 1998). Abuse

was measured by the AAS, while psychosocial stress was measured by the Prenatal



Living Two Lives 49

Psychosocial Profile (PPP), a 44-item instrument measuring current stress, support from
partner, support from other, and self esteem. Substance use was measured bya
confidential self-report of tobacco, marijuana, alcohol, and illicit drug use. Although
27% of the study participants reported abuse as measured by the AAS, only 14% of the
participants reported abuse stress as measured by the PPP, so not all of the women
reporting abuse reported abuse stress as well. Similarly, of the 272 women reporting
abuse stress, 38% of those women had responded “no” to all threc of the AAS questions.
Therefore, it is possible that the respondents did not feel that the AAS questions captured
their experience of abuse, perhaps, because they were experiencing emotional or sexual
abuse. The total number of women who were classified as abused — responding
positively to the AAS or abuse stress on the PPP — was 616 or 32% of the sample.
African American women and adolescents reported higher levels of abuse. Abuse was
significantly associated with an increased incidence of tobacco smoking and alcohol and
or drug use among white women, but there was no difference between abused and
nonabused African American women. Significant psychosocial stress was reported by
the abused women. Abused women had significantly higher stress, lower partner
support, lower support of other, and lower self-esteem on each of the 44 items.

In a previously described investigation, the relationships between abuse,
pregnancy planning, participation in high school, substance use during pregnancy,
pregnancy complications, and birth weight were explored (Curry, Doyle et al., 1998).
Statistically significant relationships were discovered between abuse, high school
participation, substance use, and pregnancy complications. Abused adolescents were

more likely to drop out of high school than were nonabused teens (55% compared to
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42%, p <.01). They were also more likely to smoke at all (p < .01), and were two times
as likely to report smoking more than 10 cigarettes per day. Abused teens were
significantly more likely to have experienced second trimester bleeding (p < 0.5). There
were no differences in pregnancy planning between abused and nonabused teens, nor
were there significant differences in marijuana, alcohol, or drug use, but the reported use
rates were low.

Physical health effects of woman abuse.

Numerous negative alterations in the physical health of women have also been
associated with abuse. A mailed survey of 74 battered women residing in domestic
violence shelters was conducted to determine the perceptions of treatment of battered
women in emergency departments (Campbell et al., 1994). Nearly forty percent of the
sample (n = 27) reported having physical problems. The most common physical health
problems identified by the battered women included chronic back or neck problems
(29.2%) and chronic headaches (12.5%).

Using a structured interview and purposive sampling from chronic pain clinics,
investigators compared the prevalence of childhood and adult physical and sexual abuse
in women with chronic pelvic pain, other chronic pain (headache), and pain-free women
(Walling, Reiter et al., 1994). Abuse status was assessed using an inverted-funnel
structured telephone interview (i.e., asking questions in a pattern from most severe to
least severe abuse and then excluding any abuse reported in a previous question in
successive questions). Women in the chronic pelvic pain group had a significantly higher
lifetime prevalence of major sexual abuse than the other groups (53% versus 33% versus

28%). In addition, women with chronic pelvic pain and chronic headache had a higher
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lifetime prevalence of physical abuse compared to women who were pain free (50%
versus 38% versus 30%). Overall, women with chronic pain reported higher prevalence
rates of the four categories of abuse (i.e., childhood sexual abuse, childhood physical
abuse, adult sexual abuse, and adult physical abuse) than women in the comparison
groups.

Building on the previous study with the same sample, a study was conducted to
determine the potential role of childhood and adulthood physical and sexual abuse and
complaints of chronic pain in explaining psychiatric symptoms in adult women (Walling,
O'Hara et al., 1994). Sexual abuse, physical abuse, depression, anxiety and somatization
were assessed in three groups: women with chronic pelvic pain, chronic headache, and
without chronic pain. Using regression analysis, childhood physical abuse was a
significant predictor of depression, anxiety, and somatization. Physical and sexual abuse
in adulthood was a significant predictor somatization, while adulthood sexual abuse was
a predictor of anxiety.

Drossman and colleagues (1995) wrote a review article summarizing existing data
on abuse history and gastrointestinal illness. In this article, a theoretical model for the
association between abuse and gastrointestinal iliness was proposed. In this model, abuse
is described as a traumatic event with long-lasting psychosocial effects which may
produce symptoms of psychological distress, predispose women to psychiatric iliness,
and may promote ineffective coping in the presence of inadequate or poor social support.
Susceptibility to gastrointestinal illness combined with psychological disturbances may

lead to the development or exacerbation of symptoms.
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A study which identified clinical characteristics associated with current domestic
violence was conducted with 1952 women seen at 4 community-based, primary care
internal medicine clinics (McCauley et al., 1995). Currently abused women reported
more physical symptoms than did women who were not currently abused. Patients who
reported 6 or more symptoms were almost five times as likely to report abuse as those
with 0 to 2 symptoms. Current abuse was associated with the following symptoms: loss
of appetite, frequent or serious bruises, nightmares, vaginal discharge, eating binges or
self-induced vomiting, diarrhea, broken bones, sprains or serious cuts, pain in the pelvic
or genital area, fainting or passing out, abdominal or stomach pain, breast pain, frequent
or severe headaches, difficulty in passing urine, chest pain, problems with sleeping,
shortness of breath, and constipation.

A study of the prevalence of mental disorders previously described found that
most battered women in the sample reported sexual difficulties (Gleason, 1993). Nearly
90% of the sampled battered women reported psychosexual dysfunction. These women
identified one or more of the following symptoms: non-interest in sex, painful sex,
inability to orgasm, or lack of pleasure with sex.

Summary of research on health effects of woman abuse.

Studies indicate that a history of abuse may lead to multiple acute and chronic
physical and psychological health problems. For example, abuse has been related to an
increased risk for chronic pain disorders including pelvic pain, gastrointestinal illness,
and non-migrainous headaches (Campbell et al., 1994, Drossman, Talley, Leserman,
Olden, & Barreiro, 1995; McCauley et al., 1995; Walling, O'Hara et al., 1994; Walling,

Reiter et al., 1994). In addition, data also suggest that pregnant and non-pregnant women
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who are abused are more likely to experience depression, anxiety, decreased self-esteem
than nonabused women (Campbell, Rose, & Kub, 1997; Campbell, 1989b; Campbell et
al., 1994; Cascardi et al., 1992; Gleason, 1993; Walker, 1984). These data suggest that
not only do women experience direct physical injuries, they also experiencé indirect
effects from the abuse that may be manifested in somatic or psychologic manners. As
such, the extent of injury from an abusive may not be immediately discerable.

Studies indicate that a history of abuse may lead to multiple acute and chronic
physical and psychological health problems. For example, abuse has been related to an
increased risk for chronic pain disorders including pelvic pain, gastrointestinal illness,
and non-migrainous headaches (Campbell et al., 1994; Drossman et al., 1995; McCauley
et al,, 1995; Walling, O'Hara et al., 1994; Walling, Reiter et al., 1994). Although several
studies have described associations between different types of abuse and specific illness
manifestations (Campbell, 1989b; Walling, O'Hara et al., 1994), that has not been
consistently found. Further, although an explanatory model for the association between
sexual and physical abuse and gastrointestinal illness has been proposed (Drossman et al.,
1995), additional research will be needed to test the proposed mechanisms.

Data also suggest that pregnant and non-pregnant women who are abused are
more likely to experience depression, anxiety, decreased self-esteem than nonabused
women are (J. Campbell et al., 1997; Campbell, 1989b; Campbell et al., 1994; Cascardi et
al., 1992; Gleason, 1993; Walker, 1984). These data suggest that not only do women
experience direct physical injury they also experience indirect effects from the abuse that

may be manifested in a somatic or psychological manner.
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The associations between abuse and suicidality and homelessness underscore the
dangerousness and the seriousness of living in an abusive relationship (Abbott et al.,
1995; Fisher et al., 1995; McCauley et al., 1995; Plichta & Weisman, 1995; Stark &
Flitcraft, 1995, 1996). Findings from one retrospective study suggested that women who
were abused were more likely to have been pregnant when they committed suicide (Stark
& Fliteraft, 1995). These findings raise important issues related to the development of a
maternal identity and possible ambivalence about the pregnancy or the woman’s attempts
to escape the abuse and protect the infant. Although the women’s intent may not be
known, these findings reinforce the assertions about the difficulty in living in an abusive
context and underscore the importance of prenatal care that is attentive to women’s
changing emotional, physical, and psychological needs — regardless of abuse status.

Effects of woman abuse on health habits.

Abuse during pregnancy has been correlated with multiple negative health habits
that may reflect women’s coping strategies to mediate the stress and trauma of abuse.
Abuse during pregnancy has been correlated with increased frequency of cigarette
smoking, alcohol use, and prescription and non-prescription medication use compared to
non-abused, pregnant women (Amaro et al., 1990; Campbell et al., 1992; Curry, 1998;
Dye et al., 1995; Gazamararian et al., 1995; McFarlane et al., 1996b; Parker et al., 1994;
Stewart, 1994; Stewart & Cecutti, 1993; Young et al., 1989).

A study of violence and substance among pregnant women found that substance
use decreased dramatically with pregnancy (Martin et al., 1996). For women who used
substances before pregnancy, violence was significantly associated with alcohol and

cigarette smoking, but not with recreational drug use. Substance use during pregnancy
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was significantly related to violence, with women who were abused being significantly
more likely to smoke cigarettes (46% versus 20%), to drink alcohol (14% versus 6%) and
to use drugs during pregnancy (8% versus 2%). Using multivariate analysis, a significant
association was found between number of substances used during pregnancy and
violence — women who were abused used more substances. In addition, abused women
were more likely than nonabused women were to continue their substance use during
pregnancy.

In a study designed to examine whether pregnancy and neonatal outcomes
differed between abused and nonabused women, 1014 women completed an abuse
prevalence survey and a postpartum interview (Webster et al., 1996). In this sample,
29.7% reported past or current abuse. Abused women smoked more cigaret<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>