Intimate partner violence

In pregnhancy

By Debra A. Hrelic, PhD, RNC

ACCORDING to the Centers for Disease Control and Pre-
vention (CDC) National Intimate Partner and Sexual Vio-
lence Survey, 32.4% of women in the United States have
experienced physical violence by an intimate partner,
and 19.1% have reported complete or attempted rape by
their former or current partner. These statistics are only
a sample of the number of women who suffer from inti-
mate, partner violence (IPV).

IPV (which is preferred over the term “domestic vio-
lence”) is the occurrence or threat of physical, verbal,
sexual, emotional, or psychological abuse by a current
or former partner or spouse. It occurs in all demograph-
ic and socioeconomic groups. Many women don’t report
IPV and don'’t seek help because they fear retribution by
the attacker or feel that they’re somehow responsible.

Two distinctions are relevant to IPV that occurs with
pregnancy: violence during pregnancy and sexual assault
or reproductive coercion resulting in pregnancy. The cir-
cumstances can be devastating for both the woman ex-
periencing the violence and her unborn child. According
to the World Health Organization (WHO), when abuse
occurs during pregnancy, it typically continues through-
out the pregnancy and may persist postpartum. The
WHO, CDC, and Healthy People 2020 agree that IPV is a
primary health concern and a leading cause of traumatic
death for pregnant women and their unborn children.
(See Revealing study.)

Intervehisiels

Cycle of abuse

Research shows that IPV is cyclical and that all family
or relationship dynamics are touched by it. Men raised
in a home with IPV and those who were abused as
children may become abusers themselves. According
to the Family Violence Assessment and Intervention
Guideline, a significant co-existence occurs between
child abuse and IPV in families. Specifically, child abuse
happens in 30% to 60% of homes with a history of IPV,
and child abuse increases as IPV intensifies.

Nurses should be aware of common behaviors among
abusers, especially since they may try to prevent health-
care professionals from speaking alone with the pa-
tient. Many abusers block their partners’ access to health-
care resources or insist on remaining with the woman
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during appointments and answer-
ing questions. They also may iso-
late their partners from friends
and family, creating more depend-
ence on the abuser. Intimidation
and threats also are common and
healthcare providers may note that
an abused pregnant woman will
demonstrate fear of upsetting her
partner.

Many abusers control frequency
and timing of sex, sometimes using
force, and they may expose their
pregnant partners to sexually trans-
mitted infections or HIV. Repro-
ductive coercion occurs when the
abuser forces his partner to contin-
ue with an unwanted pregnancy,
attempts to cause a miscarriage, or
forbids voluntary sterilization and
birth control.

Violence and pregnancy
Pregnant women, particularly those
with an unplanned pregnancy, are
more vulnerable to IPV than those
who aren’t pregnant. A significant re-
lationship exists between violence in
pregnancy and maternal low self-es-
teem, anxiety, negative self-image,
and depression. Research indicates
that women who are abused during
pregnancy are more likely to attempt
suicide and to be diagnosed with de-
pression or psychosis. They also are
more likely to misuse alcohol and
drugs during pregnancy. Women
who experience IPV typically begin
prenatal care later than women
who aren’t abused, and they may
frequently miss appointments. Preg-
nant women experiencing abuse
may instead visit a provider for
stress-related illnesses or complaints.
IPV during pregnancy has been
associated with poor weight gain,
infections, anemia, stillbirth, pelvic
fractures, placental abruption, fetal
injury, preterm labor and delivery,
small-for-gestational age and low-
birth-weight infants, and maternal
or fetal death. Evidence also shows
that pregnant women are more like-
ly to die from trauma than their non-
pregnant counterparts and are
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Revealing study

The World Health Organization conducted a study in 15 countries that revealed
the prevalence of physical violence in pregnancy to be up to 28%. They also

learned that:

90% of the assailants identified as the biological fathers of the unborn

40% of injuries caused by intimate partner violence (IPV) against nonpregnant
women occur to the head and neck; 28% are musculoskeletal injuries

For pregnant women, most trauma is to the abdomen or at multiple sites
34% of pregnant women report being choked

Women may blame IPV on their partner’s alcohol or substance abuse, and
while there may be an association between IPV and substance use of either
the perpetrator or the victim, research suggests that IPV is about control and

power.

twice as likely to experience violent
trauma. (See The smallest victims.)

IPV screening and assessment
Because clinical histories and physi-
cal findings will vary among pa-
tients and may not clearly point to
abuse, nurses and providers should
assess all pregnant women for IPV.
The U.S. Preventive Services Task
Force recommends that clinicians
screen women of childbearing age
for IPV at each visit and provide in-
terventions and referrals to services
as appropriate. The Association of
Women’s Health, Obstetric and
Neonatal Nurses states that univer-
sal IPV screening of all women
should take place in a safe, private
setting. The American College of
Obstetricians and Gynecologists
recommends screening for IPV dur-
ing obstetric care beginning with
the first prenatal visit, at least once
per trimester, and at the postpartum
checkup.

Some screening can be done us-
ing self-administered questionnaires,
which clinicians then review. When
screening is done face-to-face, nurs-
es or providers should tell the pa-
tient that they screen all women,
not just cases where they suspect
IPV. In addition, they should high-
light that the conversation is confi-
dential other than what the state
requires them to report. (See Screen-
ing resources.)

A confidential, trusting relationship
between the patient and her provider
is critical for accurate IPV reporting.
If a woman divulges abuse, nurses
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and providers must ensure that she
isn’t stigmatized or blamed. They
should offer support, secure her im-
mediate safety, and provide appropri-
ate medical attention.

Signs and symptoms

Because women may not disclose
information about their intimate re-
lationships unless they feel safe,
healthcare professionals should be
alert to the signs and symptoms of
abuse. The most common sign of
physical abuse in pregnancy is
bruising, particularly a combination
of old and new bruises. They’re usu-
ally seen on the abdomen and back
and also on the arms as a result of
the woman'’s attempts to shield her
abdomen.

Other signs and symptoms in-
clude offering odd and/or incon-
sistent excuses for bruising; per-
sonality changes (low self-esteem
in someone who previously was
self-confident and outgoing); anxi-
ety about pleasing her partner, get-
ting home, or accounting for her
time; missing work or school for
no clear reason; depression; wear-
ing clothing inappropriate for the
season (long sleeves in the sum-
mer to cover bruising); and with-
drawal from social settings. In ad-
dition, the woman’s partner may
do all or most of the talking when
they’re with others and may insist
on answering medical questions
when the patient seeks healthcare.

Cultural sensitivity
Screening and assessments should
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The smallest victims

Research shows that intimate partner violence during pregnancy and early in the
postpartum period has an impact early in an infant’s life.

© Maternal poor weight gain can result in small-for-gestational-age and low-

birth-weight infants.

© Nutritional deficits in the first 8 weeks of gestation can be detrimental to organ

development and growth.

¢ Infant musculoskeletal and soft-tissue damage can occur in utero as a result of

abuse of the mother.

© Preterm labor and delivery increase an infant’s risk for developmental and neu-
rologic sequalae depending on gestational age at time of delivery.

© Placental abruptions caused by trauma or psychological stress can threaten

the life of the fetus and mother.

© Maternal abuse during pregnancy can affect infants’ physical and emotional
health as well as their ability to learn and to form positive relationships.

be culturally sensitive. Note that
some cultural norms may be more
accepting of violent behavior, mak-
ing women reluctant or fearful to
speak about it. Nurses can help by
developing a consistent, trusting
rapport with patients.

Abusers isolate their victims from
family and friends, and you may be
the only person your patient can

talk to about her abuse. Speak with
her alone, without her partner. With
compassion, and without judgment,
let the patient know that you care,
that she’s not alone, and that the
abuse is not her fault. Ask her what
she would like to see happen and
how you can help. This empowers
her in a situation where she’s been
powerless. Be supportive, but don’t

Screening resources

Resources are available for screening for intimate partner violence.

* American College of Obstetricians and Gynecologists: Intimate Partner

Violence

acog.org/Clinical-Guidance-and-Publications/Committee-Opinions/Committee-
on-Health-Care-for-Underserved-Women/Intimate-Partner-Violence?IsMobile-

Set=false

¢ American College of Obstetricians and Gynecologists: Women with Disabili-

ties: Abuse Assessment Screen

acog.org/About-ACOG/ACOG-Departments/Women-with-Disabilities/Abuse-

Assessment-Screen
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make decisions for her. Instead, of-
fer possible solutions, present op-
tions, and talk through scenarios. If
the patient chooses a path that wor-
ries you, let her know that you're
concerned about her safety and
why. Make sure she has all the re-
sources you can give her. Offer to
call an advocacy program for the
patient if she doesn’t want to or
can’t do it herself and provide re-
ferrals to a safe place to stay and
the National Domestic Violence
Hotline at 1-800-799-SAFE (7233),
which is available 24 hours a day.

If language is a barrier to accu-
rate screening, and the services of
a translator are required, a family
member shouldn’t serve in that
role. He or she may not translate
accurately, the patient may not
want to divulge private issues to
the family member, and the transla-
tor may be the abuser. Instead use
in-person or online medical transla-
tor services.

When IPV is suspected

When healthcare providers suspect
IPV, they must first assess the pa-
tient’s safety. One tool is the lethali-
ty screen from the Lethality Assess-
ment Program. Although the screen
was designed for first responders,
clinicians may find it helpful; the
results can be shared with the wom-
an to emphasize the seriousness of
her situation.

The patient may be isolated from
support systems and fear retribution,
so nurses and providers should un-
derstand that exposing their knowl-
edge of the abuse to the abuser, or
to anyone else, may place her in
more danger. Developing a safety
plan is key. These plans typically in-
clude what a woman should do dur-
ing a violent incident, how she can
prepare to leave, and how to be safe
in the residence she goes to. The
Domestic Violence Resource Center
has detailed information about safety
planning at dvrc-or.org/safety-planning.

Maintain regular contact with
the patient to assess her health and
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Tools you can use

Nurses should be aware of the options available to help women who are victims

of intimate partner violence.

National Domestic Violence Hotline: 1-800-799-SAFE (7233)
Trained counselors are available 24 hours a day to provide callers with crisis
counseling, safety planning for victims during and after the relationship, and
assistance in finding other resources, including shelter.
The hotline receives calls from victims, concerned friends and family, and those
who are abusing a loved one but want to stop.
A secure, confidential online chat option is available.

Directory of Crime Victim Services: ovc.ncjrs.gov/findvictimservices/default.html
This website provides easy-to-understand legal information about obtaining a
protection order, divorce and custody issues, suing an abuser, preparing for

court, and more.

The site has downloadable court forms, safety tips, and help for victims search-
ing for shelters, attorneys, and courthouse locations in each state.

Rape, Abuse, and Incest National Network (RAINN): 1-800-656-HOPE (4673),

RAINN.org

RAINN’s national sexual assault hotline (phone and online) provides counseling
and assistance to victims of sexual violence and their families and friends.

Trained counselors are available 24 hours a day to answer questions about sex-
ual abuse, provide safety information, offer support during recovery, and make

referrals to local rape crisis centers.

National Clearinghouse for the Defense of Battered Women (NCDBW): 1-800-

903-0111 ext.3, ncdbw.org/

This national organization provides technical assistance to abused women fac-
ing charges related to their battering. This could include a woman who de-
fended herself and is being charged with assault or homicide, a parent who
fled with her children and now faces a kidnapping charge, someone accused
of “failure to protect” her children from violence, or a woman who committed a
crime because she was coerced by the abuser.

NCDBW doesn’t provide personal legal representation; it assists battered
women and their defense teams with information and resources to protect
them and help increase the likelihood of a better outcome for the case.

Childhelp National Child Abuse Hotline: 1-800-4-A-CHILD (1-800-422-4453),

childhelpusa.org/

This 24-hour-a-day hotline offers information to parents seeking help for child
abuse, those who need prevention tips, and individuals concerned that child

abuse is occurring.

Professional crisis counselors provide support and referrals to emergency and

social services resources.

The website includes a list of contact information for Child Protective Services

in each state.

safety. Ideally, the patient should
be seen by the same team of pro-
viders and scheduled with extra
time at each visit. The IPV screen-
ing results should be incorporated
into the electronic health record,
with secure access made available
to the healthcare team, to ensure
continuity of care.

Most states have mandatory re-
porting requirements, similar to child
abuse laws, which require nurses
and other healthcare professionals to
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report IPV to law enforcement or
other regulatory agencies. Nurses
must be familiar with their state’s
mandatory IPV reporting rules, and
they should explain them to patients.
In addition, all nurses should par-
ticipate in regular IPV training and
competency validation.

When confidential relationships
with healthcare providers are estab-
lished, women can be guided and
supported in their decision-making,
referred to local agencies—includ-
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ing housing, law enforcement, so-
cial services, and help lines. (See
Tools you can use.)

Nurses need to understand that
women may not find breaking away
from their abuser easy due to fear of
retaliation or an inability to support
themselves. Although we can em-
power patients, each woman’s pas-
sage to safety may require a differ-
ent route. Our goal as nurses is to
support women in their efforts. %

Debra A. Hrelic is the RN-BSN program coordinator at
the University of North Carolina Wilmington.
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