
Intimate Partner Violence Before and During Pregnancy, and 
Prenatal Counseling Among Women with a Recent Live Birth, 
United States, 2009–2015

Martha Kapaya, MPH1, Sheree L. Boulet, DrPH1, Lee Warner, PhD1, Leslie Harrison, MPH1, 
Dawnovise Fowler, PhD2

1Division of Reproductive Health, National Center for Chronic Disease Prevention and Health 
Promotion, Centers for Disease Control and Prevention, Atlanta, Georgia.

2Division of Violence Prevention, National Center for Injury Prevention and Control, Centers for 
Disease Control and Prevention, Atlanta, Georgia.

Abstract

Background: Intimate partner violence (IPV) is a leading cause of injury for reproductive-aged 

women. Clinical guidelines exist to assist providers in counseling women for IPV, but information 

on provider counseling among pregnant women from population-based sources is limited.

Materials and Methods: Data for 2009–2015 from 37 states and New York City participating 

in the Pregnancy Risk Assessment Monitoring System (PRAMS) were analyzed (n = 258,263). We 

compared prevalence estimates overall and by site, of physical IPV occurring before and/or during 

pregnancy, and prenatal counseling on physical IPV. Multivariable logistic regression was used to 

identify factors associated with receiving prenatal counseling on physical IPV.

Results: Overall, 3.8% of women reported experiencing any physical IPV in the 12 months 

before and/or during pregnancy (range: 1.5% [Connecticut] to 7.2% [Mississippi]). Prevalence 

of prenatal IPV counseling was 51.0% (range: 30.2% [Utah] to 63.1% [New Mexico]). Receipt 

of prenatal counseling on depression predicted a fourfold increase in prevalence of receiving 

counseling on physical IPV (adjusted prevalence ratio [aPR] = 4.20, 95% confidence interval [CI]: 

4.06–4.34). In addition, non-Hispanic black race versus non-Hispanic white race, and having less 

than a high school education were associated with higher prevalence of receipt of IPV counseling 

([aPR = 1.16, 95% CI: 1.14–1.18] and [aPR = 1.11, 95% CI: 1.08–1.13], respectively).

Conclusion: Almost 4% of women with a recent live birth reported physical IPV before and/or 

during pregnancy. Only half of women received counseling on IPV during prenatal care, with 

counseling rates varying widely among states. Increased adherence to guidelines for universal 
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screening and counseling of women could ensure all women are offered appropriate support and 

referral.
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Introduction

Intimate partner violence (IPV) includes physical violence, sexual violence, stalking, and 

psychological aggression by a current or former intimate partner.1 IPV remains a major 

public health problem and is a common cause of injury in women.2 In addition, homicide 

that occurs during battering remains a leading cause of death for women, including those 

who are pregnant.3 Nearly one-third of all U.S. women report having experienced physical 

violence by an intimate partner in their lifetime.4 Due to underreporting, however, the true 

prevalence of IPV is unknown.5

In addition to acute physical injuries, women exposed to IPV often suffer from chronic 

conditions, including headaches, pelvic pain, heart palpitations, anxiety, irritable bowel 

syndrome, and vaginal infections.5 IPV also often co-occurs with other risk factors for 

poor maternal health outcomes, such as smoking,6 alcohol and substance abuse,7–9 and 

depression,7,10–12 and has been linked to poor pregnancy weight gain, anemia, placental 

abruption,5 sexually transmitted infections, including HIV,13–17 and unintended pregnancy.18 

IPV is associated with adverse infant health outcomes such as fetal injury, low birth weight, 

and preterm birth.5,19 Overall, IPV can have an adverse, long-term impact on maternal and 

child health, beyond the initial physical and emotional trauma, and should therefore be on 

the radar of providers who care for pregnant women.

While historically, national public health organizations have endorsed screening for physical 

and other forms of violence during clinical care,20–22 there was a lack of consensus among 

medical practitioners on appropriateness and effectiveness of universal screening for IPV. 

Thus, screening practices varied widely.23

In 2011, the Institute of Medicine issued guidelines around the identification of IPV and 

recommended “screening and counseling of all women and adolescent girls for interpersonal 

and domestic violence in a culturally competent manner.” These recommendations were 

included in the Health Resources and Services Administration (HRSA)’s Women’s 

Preventive Services Guidelines.24 As a result, starting in 2012, new private health insurance 

plans were required to cover screening for IPV (in addition to other preventive health 

services), without cost-sharing.24 Furthermore, in 2013, a systematic review conducted by 

the United States Preventive Services Task Force (USPSTF) found sufficient evidence to 

recommend that clinicians routinely screen women of childbearing age for IPV and refer 

those who screen positive to intervention services.5

The review concluded that effective interventions can reduce violence, abuse, and physical 

or mental harms for women of reproductive age.5 In accordance, the American College of 

Obstetricians and Gynecologists recommends that physicians screen all women for IPV at 
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periodic intervals, including during obstetric care, that is, at the first prenatal visit, at least 

once per trimester, and at the postpartum checkup18; and the American Medical Association 

states that physicians should routinely inquire about physical, sexual, and psychological 

abuse as part of the medical history.25

Despite the availability of clinical guidelines on screening for IPV, universal screening is not 

standard practice among clinicians.23,26–31 Previous studies have described IPV screening 

practices in various clinical settings and subspecialties.32–34 Few studies, however, have 

used population-based data to examine rates of IPV counseling in prenatal care. One study 

that used multistate data from the Pregnancy Risk Assessment Monitoring System (PRAMS) 

from 2004 to 2008 to examine the extent to which IPV was discussed during prenatal care, 

found that about half of the study population reported not having any discussions on IPV 

with their prenatal care provider.27

This study extends on the prior report by providing current estimates of physical IPV around 

the time of pregnancy, and prenatal counseling on physical IPV in a large representative 

sample of postpartum women across 38 participating U.S. sites. It also examines factors 

associated with receiving counseling for physical IPV in prenatal care to characterize missed 

opportunities to identify women at risk. Finally, given that several key events with potential 

to impact the prevalence of receipt of counseling for physical IPV occurred during the 

period under review,5,24 this study also provides an opportunity to examine trends in the 

prevalence of physical IPV screening against the backdrop of these events.

Materials and Methods

We used PRAMS data from 38 sites*,† (37 states and New York City) that participated 

in 2009–2015, and achieved a weighted response rate in at least 1 year of at least 65% 

for data collected during 2009–2011, at least 60% for data collected during 2012–2014, 

and at least 55% for data collected in 2015. PRAMS is a mixed-mode (mail and phone) 

population-based surveillance system that collects information on select maternal behaviors 

and experiences before and during pregnancy, and shortly after delivery. Participant 

responses are weighted to account for nonresponse, non-coverage, and oversampling, and 

are representative of each participating state’s population of women recently delivering a 

live infant.

During 2009–2015, a total of 258,263 women participated in PRAMS in the 38 sites 

included in this study. Of these, 11,053 reported experiencing physical IPV before and/or 

during pregnancy. A total of 3801 women were excluded from the analyses on provider 

counseling during prenatal care because they had no prenatal care (n = 3228), or had 

missing information on prenatal care entry (n = 573), but were included in the overall 

estimates of physical IPV across sites. Thus, the final sample for analyses on prenatal IPV 

counseling comprised 254,462 women aged 12–55, with a history of receipt of any prenatal 

*AK, AL AR, CO, CT, DE, GA, HI, IA, IL, LA, ME, MD, MA, MI, MN, MS, MO, NE, NH, NJ, NM, NYC, NY, OH, OK, OR, PA, 
RI, TN, TX, UT, VA, VT, WA, WV, WI, and WY.
†Given that PRAMS surveillance includes New York City, this study will use the terms “site” and “state” interchangeably when 
referencing the geographic entity from which the sample was drawn.
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care. Data from seven states (Illinois, New York, Oregon, Tennessee, Texas, Vermont, 

and Wyoming) do not contain responses from minors on IPV as any question on abuse 

is removed from surveys administered to minors in these sites. A detailed description 

of PRAMS methodology is available elsewhere.35 The Centers for Disease Control and 

Prevention and local Institutional Review Boards approved the PRAMS protocol; all sites 

approved the study plan.

Intimate partner violence (IPV; “any physical IPV”) was derived from a response of “Yes” 

to either or both of two questions: “During the 12 months before you got pregnant with your 

new baby, did your husband or partner push, hit, slap, kick, choke, or physically hurt you 

in any other way?” and “During your most recent pregnancy, did your husband or partner 

push, hit, slap, kick, choke, or physically hurt you in any other way?.” Thus, this study’s 

definition of IPV focuses on only physical violence and not other forms of IPV such as 

sexual violence, emotional abuse, or stalking, or IPV that may have begun in the postpartum 

period.

Receipt of provider counseling on physical IPV during prenatal care was measured by the 

following survey question: “During any of your prenatal care visits, did a doctor, nurse, or 

other health care worker talk with you about any of the things listed below? Please count 

only discussions, not reading materials or videos.” Accompanied by a response of “Yes” for 

the listed item “Physical abuse to women by their husbands or partners?” For the purpose 

of this study, discussions about IPV with a prenatal care provider will be termed “prenatal 

counseling on physical IPV.”

Demographic and psychosocial characteristics of interest were selected based on existing 

literature,27,36–39 and obtained from birth certificate variables routinely linked to the 

PRAMS dataset or from survey data. Information on maternal race/ethnicity, maternal age, 

marital status, education, and trimester of entry into prenatal care was obtained from the 

birth certificate, while type of insurance coverage during prenatal care, enrollment in the 

Special Supplemental Nutrition Program for Women, Infants, and Children (WIC), family 

income (calculated as a percentage of the Federal Poverty Level [FPL]), prepregnancy 

depression diagnosed by a health care professional, receipt of provider counseling on 

depression, pregnancy intention (unintended defined as pregnancy unwanted or mistimed), 

alcohol use and cigarette smoking before and/or during pregnancy, and maternal stress items 

were obtained from PRAMS survey data.

Women were asked about stressful life events they may have experienced in the 12 months 

before their delivery. From the list of 14 stressors, 7 were chosen for inclusion in this 

study based on known associations with physical IPV.37–39 These are separation or divorce 

from husband or partner, involvement in a physical fight, husband or partner not wanting 

the pregnancy, woman or partner going to jail, being homeless, arguing with husband or 

partner more than usual, and someone close having a problem with drinking or drugs. 

Finally, to assess differences in prevalence of IPV counseling rates preimplementation and 

postimplementation of the HRSA women’s preventive services guidelines in 2012, infant 

year of birth was dichotomized into two time periods: the first comprising years 2009–2011 

(pre) and the second comprising years 2013–2015 (post).
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SUDAAN version 11.0 software was used to calculate prevalence rates and corresponding 

95% confidence intervals (CIs) for indicators of interest. Chi-squared tests were used 

to test for significant ( p < 0.05) differences in distribution of aforementioned maternal 

characteristics among women exposed to physical IPV compared to those who were not, and 

among women who received provider counseling for physical IPV compared to those who 

did not. State-based prevalence estimates of any physical IPV and state-based estimates of 

receiving prenatal counseling on IPV were calculated. The prevalence of receiving prenatal 

counseling on physical IPV was calculated for each of the maternal characteristics.

Logistic regression was used to assess associations between maternal characteristics 

(covariates) and receipt of prenatal counseling on physical IPV (outcome) in two steps. First, 

as PRAMS is a cross-sectional survey, we calculated crude prevalence ratios to examine the 

association between each covariate and receipt of counseling for physical IPV.40 Second, 

independent variables that were associated with more than a 10% increase in prevalence 

of the outcome were included in a multivariable model. Adjusted prevalence ratios (aPRs) 

and 95% CIs were calculated to determine which variables remained significantly associated 

with the outcome after controlling for the presence of others. Variables that did not remain 

significantly associated with receipt of counseling for physical IPV after controlling for 

other covariates were excluded from the final model. Age, which was highly correlated 

with both education and marital status, was also removed from the final model. Covariates 

included in the final model were race/ethnicity, income, education, marital status, insurance 

coverage for prenatal care, enrollment in the WIC program, alcohol use before and/or during 

pregnancy, and homelessness. Receipt of provider counseling on depression was added to 

the model to assess if an association exists with receiving provider counseling on physical 

IPV based on prior literature that shows a low prevalence of depression screening during 

prenatal care and a high co-occurrence of these conditions.41,42 Infant year of birth was 

added to the model as a continuous variable to test for trends over time in receipt of prenatal 

counseling for physical IPV.

Results

Higher percentages of those reporting physical IPV, compared with their counterparts, were 

unmarried (72.6% vs. 37.8%), had prenatal care covered by Medicaid or other publicly-

funded sources (72.0% vs. 42.2%), were enrolled in WIC (70.4% vs. 44.5%), 20–29 years 

of age (61.3% vs. 50.4%), had family income between 0% and 100% of FPL (68.8% vs. 

36.5%), had an unintended pregnancy (66.7% vs. 42.1%), smoked cigarettes before and/or 

during pregnancy (47.9% vs. 21.2%), were non-Hispanic black (22.9% vs. 13.1%), and had 

a diagnosis of prepregnancy depression (12.2% vs. 5.2%) (Table 1). The overall prevalence 

of reporting any physical IPV before and/or during pregnancy was 3.8% (Table 2). Among 

sites, the overall prevalence of any physical IPV ranged from 1.5% in Connecticut to 7.2% 

in Mississippi (Table 2). The overall prevalence of physical IPV before pregnancy was 3.0% 

and ranged from 1.3% in Connecticut to 5.6% in Mississippi. The prevalence of physical 

IPV during pregnancy was slightly lower at 2.6%, ranging from 1.0% in Connecticut to 

4.2% in Arkansas.
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The prevalence of receiving provider counseling on physical IPV during pregnancy was 

51.0% (Fig. 1). Among sites, Utah had the lowest prevalence of prenatal provider counseling 

on physical IPV, at 30.2%, while prevalence was highest in New Mexico, at 63.1% (Fig. 1). 

The prevalence of receiving counseling was highest among those who also received prenatal 

counseling for depression (65.2%), were non-Hispanic black (64.0%), had less than high 

school education (63.8%), were unmarried (62.3%), and had family income between 0% 

and 100% of FPL (61.4%) (Table 3). The prevalence of receipt of counseling for physical 

IPV was higher after implementation of HRSA guidelines on women’s preventive services 

(2013–2015) compared with the earlier time period (51.6% vs. 50.9%, p < 0.05) (data not 

shown).

In the adjusted model, postpartum women who received prenatal counseling for depression, 

compared to those who did not, had more than four times the prevalence of receiving 

prenatal counseling on physical IPV (aPR = 4.20, 95% CI: 4.06–4.34) (Table 3). Non-

Hispanic black women were also more likely to receive provider counseling (aPR = 1.16, 

95% CI: 1.14–1.18) compared to non-Hispanic white women. Other predictors for receipt of 

prenatal counseling on physical IPV were as follows: enrollment in the WIC program (aPR 

= 1.11, 95% CI: 1.09–1.13), having less than high school education (aPR = 1.11, 95% CI: 

1.08–1.13), having insurance coverage defined as “Other” (aPR = 1.11, 95% CI: 1.08–1.14), 

and having income between 0% and 100% of FPL (aPR = 1.10, 95% CI: 1.07–1.13). Finally, 

a small increase in prevalence of provider counseling on physical IPV was detected from 

2009 to 2015, but failed to reach a level of significance.

Discussion

This study extends the findings of prior studies that have examined the prevalence of 

physical IPV around the time of pregnancy,38,43,44 by providing more recent data on 

physical IPV among women with a recent live birth and reporting state-level estimates 

on the prevalence of prenatal counseling on physical IPV. We found that nearly 4% of 

postpartum women reported experiencing physical IPV before and/or during pregnancy, a 

finding that is consistent with other national estimates.27 Some prior studies have shown 

higher rates of physical IPV around the time of pregnancy38,43 depending on the population 

and type of IPV measured.45 Prevalence of physical IPV before and/or during pregnancy 

varied across states, with ~7% of postpartum women in Mississippi reporting any physical 

IPV compared with about 2% of postpartum women in Connecticut.

Our study also confirms findings from previous literature regarding characteristics of women 

with higher prevalence of physical IPV. These include teens and younger women, non-

Hispanic black women, unmarried women, those with lower socioeconomic status, and those 

receiving Medicaid.36–38,44

This study also demonstrates that universal screening for physical IPV in prenatal care 

is not standard practice. We found that women who were non-Hispanic black, who had 

lower income, and with lower educational attainment were more likely to receive prenatal 

counseling on physical IPV compared to their counterparts. This could be due, in part, 

to physician perceptions regarding risk for IPV. Seminal work by Sugg et al. to identify 
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primary care providers’ barriers in screening and identifying IPV found that providers were 

less likely to ask about abuse if they identified socioeconomically with the patient.31 Most 

providers surveyed admitted they were more likely to ask about IPV with patients perceived 

to be of lower socioeconomic status.31

We also found that women with Medicaid or other publicly funded insurance, and 

those with other types of insurance coverage were also more likely to report receiving 

counseling on physical IPV than were women with private insurance. This variation in 

receipt of counseling on physical IPV could be mitigated by a health care system-wide 

approach to preventing IPV, identifying victims, and providing appropriate interventions.27 

Offering continuing education and training providers on counseling on IPV could strengthen 

adherence to screening guidelines by removing barriers to screening such as lack of provider 

self-efficacy. For example, women who reported receiving counseling on depression had the 

highest likelihood of reporting receipt of counseling for physical IPV. This result could mean 

providers who discuss physical IPV with their patients are also willing or able to discuss 

other “sensitive” topics.41

Other barriers to IPV screening that have been previously identified include lack of 

provider time for screening and a lack of clear guidance on screening.31,46,47 However, 

many effective screening tools exist that do not require a lot of time to administer, can 

be utilized during intake, and can be covered routinely during the visit.47,48 Furthermore, 

clear guidelines on IPV screening have been advanced by leading medical and public health 

bodies.5,18,24,25 The pregnancy and postpartum periods provide clinicians with multiple 

opportunities to establish trust with patients and elicit willingness to disclose abuse. Studies 

have shown that while women may not always disclose abuse the first time, most do not 

consider screening to be offensive or embarrassing.49,50 In some cases, newer approaches 

to screening, such as computerized self-administered screening tools, have been shown to 

be as effective as in-person screening.51 However these self-administered tools need further 

evaluation for accuracy, efficiency, and acceptability.5

Prevalence of provider counseling on physical IPV also varied across study sites. Overall, 

half of postpartum women did not receive provider counseling on physical IPV. The lowest 

rates were observed in Utah and Arkansas, where over two-thirds of women did not receive 

counseling on physical IPV, suggesting differences in health care delivery. Changes in 

health care legislation during the period under study led to an expansion of Medicaid to 

include women at 138% of FPL,52 and mandated coverage of preventive services such as 

IPV screening without out-of-pocket costs, even for women on private insurance plans.53 

However, we found no significant trend in prevalence rates of IPV counseling between 2009 

and 2015. These findings are similar to other studies that found low uptake of women’s 

preventive services in general, despite an increase in health care access immediately 

following changes in the health care legislation.26,53,54 One reason for these findings could 

be that the years of data included in this study were not a sufficient length of time within 

which to assess effects related to these changes. A prior study conducted using PRAMS data 

from 2004 to 2008 found prevalence rates for provider counseling on physical IPV similar to 

this study.27 Thus, further studies are needed, incorporating additional years of data after the 

changes in health care legislation. Such studies would better assess whether prevalence rates 
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of provider counseling on IPV have significantly increased over time and if that increase can 

be ascribed to changes in clinical guidelines pertaining to screening for IPV.

Our findings show that almost half of women who experienced physical violence around 

the time of pregnancy did not receive counseling for it during prenatal care. Missed 

opportunities to screen reproductive age women may result in failure to assist those that 

at real risk of physical danger to themselves and their unborn infant. Dunn and McCartney28 

found that one in six women reported that IPV (of any type) began during pregnancy, and 

women who experience one episode of violence are likely to experience repeated violence. 

This “chronicity” of IPV makes it particularly dangerous for pregnant women who are at 

increased risk for several maternal comorbidities, including vaginal bleeding.43 In addition, 

these women may face poor pregnancy outcomes such as preterm birth, low birthweight, 

miscarriage, and stillbirth.5,19 In the extreme cases, physical IPV during pregnancy can lead 

to pregnancy-related homicide.55,56 The chronicity of IPV, regardless of type, stresses the 

importance of applying recommended screening guidelines to all women of reproductive 

age presenting for care, whether it be in the preconception, pregnancy, or interconception 

period, to intervene at whatever point in the reproductive cycle that IPV is occurring. The 

prenatal period, in particular, is a time when women have multiple contacts with the health 

care system and provides several opportunities for physicians to intervene if necessary. In 

its systematic evidence review on screening for IPV, the USPSTF concluded that effective 

interventions can reduce physical violence and mental abuse among women of reproductive 

age.5

One strength of this study is its large representative population-based sample of recently 

pregnant women, providing reliable and stable estimates of the study outcomes. In addition, 

we were able to examine rates of physical IPV in the period around pregnancy when women 

are in regular contact with the health care system, thus providing an understanding of missed 

opportunities for intervention in this vulnerable population.

Among the limitations of this study is the possibility of reporting bias around receipt 

of provider counseling during prenatal care, given that data are collected 2–6 months 

postpartum. In addition, physical IPV may have been underestimated due to several factors. 

First, women with physical IPV exposure may be unwilling to disclose physical IPV 

because of shame or fear. Second, the IPV questions analyzed measured only physical 

abuse and did not take into account other forms of IPV, including emotional and sexual 

abuse, or reproductive coercion where a woman is forced to have, continue, or discontinue a 

pregnancy against her wishes. Nor do we report on abuse from former partners or spouses, 

only those who are involved in the current pregnancy. Third, these estimates do not represent 

the effects of physical IPV during pregnancy, resulting in outcomes other than live births 

such as miscarriage, stillbirth, or maternal death, which are not included in the PRAMS 

sample. Last, this study may not truly represent the prevalence of physical IPV among 

teens—a high-risk group for IPV—given that several study sites do not collect abuse data 

from minors. Finally, as PRAMS data do not distinguish between screening for physical IPV 

and counseling on physical IPV, our measure of prenatal counseling on physical IPV may 

not adequately capture screening for physical IPV.
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Conclusion

This study confirms previous research that has shown that prenatal counseling on physical 

IPV is still far from universal, representing missed opportunities to link victims to needed 

services. Incorporating recommended IPV screening and counseling as a part of routine 

clinical practice for all women of reproductive age can help to ensure that those in need 

receive assistance. It is important to continue to facilitate provider training, and standardize 

quality care in health systems. Future research should include measures to distinguish 

between screening and counseling for those screened positive, to better assess receipt of 

needed services. IPV is preventable. A technical package recently published by the Centers 

for Disease Control and Prevention compiles the best available evidence for prevention of 

IPV.57 These evidence-based strategies and approaches, coupled with screening for past and 

or current IPV, can have a lasting impact on rates of IPV.
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FIG. 1. 
Prevalence of prenatal care provider counseling on physical IPVa among women with a 

recent live birth in 38 PRAMS sites, 2009–2015.b aPhysical IPV exposure: derived from 

a response of “Yes” to either of two questions that asked if the respondent had been 

pushed, hit, slapped, kicked, choked, or physically hurt in any way in the 12 months before 

pregnancy or during pregnancy by a husband or partner. bNot all sites had data in all years. 

Only data that met the response rate threshold for that year were included in the analysis. 

IPV, intimate partner violence; PRAMS, Pregnancy Risk Assessment Monitoring System.
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