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ABSTRACT
Background. Violence against women is a major public health problem. Violence against pregnant women 

has serious health consequences for both pregnant women and child. 
Purpose. Using an online search on Pubmed our aim was to make a review of consequences of intimate 

partner violence against women, emphasizing the size of the impacts on pregnant women, pregnancy and 
child and aspects of the involvement of health providers.

Method. The following key words have been on Pubmed introduced: “intimate partner violence“, “violence 
against women“, “pregnant women“, “pregnancy outcomes“, “prenatal care“. We reviewed research with a 
high evidence level published in the last five years, using the Pubmed, Cochrane database as well as WHO and 
EU documents until August 2016.

Results. Most women are reluctant to reveal the phenomenon, but there are some who would consider ac-
ceptable for doctors to systematically ask about violence if the patient has certain injuries or features. Prenatal 
care is an opportunity for early identification and prevention of recurrence of such violence against women.

Conclusion. The consequences of intimate partner violence against women pregnant are important and 
serious consequences on both short and long term health of the woman and the child. Health professionals 
should be prepared formal urgently to recognize situations that might be caused or complicated by IPV and 
how to react in these situations.
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INTRODUCTION

Violence against women is any act of gen-
der-based violence that results in, or is likely to 
result in, physical, sexual or mental suffering to 
women, including threats of such acts, coercion 
or arbitrary deprivation of liberty, whether in 
public or in private life (1). This is accepted as a 
major public health problem with major physi-

cal, mental, sexual and reproductive health con-
sequences and is now widely recognized as an 
abuse, a violation of human rights.

Intimate partner violence (IPV) is a behav-
iour within a framework of intimate relationship 
that causes physical, sexual or psychological 
harm to those in relationship, including acts of 
physical aggression, sexual coercion, psycholog-
ical abuse and control behaviours (1,2).
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Intimate partner violence and sexual vio-
lence are included among the most common 
forms of violence against women (2).

Evidence gathered following the survey on 
violence against women conducted by the Euro-
pean Union Agency for Fundamental Rights 
(FRA UE) shows that most women who are vic-
tims of violence do not report their experiences 
neither to police nor any victim support organi-
zations (3). While some European Union (EU) 
member states and research institutions have 
conducted investigations and other research on 
violence against women, within the EU remains 
a lack of comprehensive data and comparable 
information in this area.

Data presented by World Health Organiza-
tion (WHO) in “Global status report on violence 
prevention 2014” show that women who expe-
rienced intimate partner violence are more like-
ly to use health services (more visits to health 
care providers, longer hospitalization) than 
those who did not go through such experiences 
(1), although they rarely disclosed explicitly vio-
lence as a basic reason.

The report of the European Union Agency for 
Fundamental Rights shows the results of the 
most comprehensive surveys at EU level for 
which over 42,000 women from all 28 EU coun-
tries were interviewed face to face about wom-
en’s experiences related to violence. The docu-
ment published data on violence during 
pregnancy so that: among the women who have 
suffered violence inflicted by a partner previ-
ously and who were pregnant during that rela-
tionship, 42% had experienced violence from 
that partner during pregnancy compared with 
20% each they were subjected to violence by 
current partner. Although insufficiently ex-
plored differences could reflect that women are 
less willing to disclose current partner violence 
when questioned. However, FRA UE survey 
shows that “87% of women would consider ac-
ceptable for doctors to systematically put ques-
tions about violence if the patient has certain 
lesions or characteristics” (3). The results of this 
survey showed that abused women are more 
likely willing to consult or be in contact with 
health services than any other professional or-
ganization or agency (3). In Romania, only 79% 
of respondents believe that health care Euroba-
rometer can provide help in cases of domestic 
violence compared to 93% European average (4).

The World Health Organization has ex-
pressed deep concern that violence against 
women during pregnancy has serious conse-

quences on the health of both of it, such as mis-
carriage and premature birth, child’s low birth 
weight, recognizing the opportunity prenatal 
care provides for early identification and pre-
vention of recurrence of such violence (5,6). 

Romania has health providers dealing with 
pregnant women, offering prenatal care. In the 
first prenatal care guideline for family doctors 
published in Romania “prenatal care are inter-
ventions designed to ensure optimal develop-
ment of pregnancy consist of screening, preven-
tion and counseling are offered to pregnant 
women. They are essential to capture early 
every circumstance that might affect pregnancy 
outcomes Otherwise that they can be treated 
and monitored. Any intervention must be proved 
effective and acceptable for pregnant women” (7).

In this paper, we reviewed research with a 
high evidence level published in the last five 
years, using the Pubmed, Cochrane database as 
well as WHO and EU documents until August 
2016 related to intimate partner violence 
against women, emphasizing the size of the im-
pacts on pregnant women, pregnancy and child 
and aspects of the involvement of health pro-
viders in order to urge intensification of atten-
tion interventions, formal training and Romani-
an research on this field. When the high 
evidence did not respond to search questions, 
we accepted an the lower evidence level. 

Epidemiology

Research conducted in North America, Eu-
rope and other regions cited by WHO docu-
ments have shown a high prevalence of violence 
against women. Globally it was found that 38% 
of crimes committed against women were per-
petrated by their intimate partner (8). Thus, 13-
61% of women reported they had been abused 
at least once in their life by intimate partner; 
6-59% reported forced sexual intercourse or
such attempt by an intimate partner at least
once in life, and between 1% and 28% reported
being physically abused during pregnancy by
their partner (2).

Some studies have shown that domestic vio-
lence/intimate partner violence and car acci-
dents are prevalent causes of trauma reported 
in pregnancy (9). In countries of the Organisa-
tion for Economic Co-operation and Develop-
ment (OECD) prevalence data varies, depending 
on the tool design and applied studies. Most 
studies underestimate the prevalence of vio-
lence during pregnancy, suggesting an underes-
timation of the problem in some countries, ad-
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ditional studies are needed (10). In Japan, 
maternal exposure to verbal and physical vio-
lence during pregnancy was reported by 10.9%, 
or 1.2% of women (11). A meta-analysis of risk 
factors for domestic violence published by 
James L. et al. in 2013 showed that the preva-
lence of emotional abuse was 28.4%, 13.8% 
physical abuse, sexual abuse 8%, and abuse be-
fore pregnancy and low level of education were 
found to be strong predictors of abuse during 
pregnancy (12).

Data about the situation in Romania result-
ing from the investigation FRA UE (2014) shows 
that physical violence and/or sexual violence 
against women starting at 15 years was 24%, a 
figure which exceeds the European average 
(22%) when analyzed violence exercised by cur-
rent partner or previous and held below the Eu-
ropean average (14% vs. 22%) when it comes to 
violence exercised by someone other than their 
partner. In European level, only 33% of partner’s 
victims contacted police or other organizations 
after the worst incident of violence, and for a 
quarter of the victims, the reason they did not 
report the worst act of violence upon them by 
their partner or another person was that they 
were feeling ashamed or embarrassed about 
what happened. Regarding psychological vio-
lence within the couple (the most common 
forms being found disdain or humiliation of 
women by a partner in a private setting), one 
out of three women suffered abusive psycho-
logically from current or previous partner (3).

Consequences of partner violence on pregnant 
woman

Exposure to partner violence during preg-
nancy can lead to adverse birth outcomes, both 
directly and indirectly. Of women physically or 
sexually assaulted by a partner, 42% had experi-
enced damage as a result of this violence, have 
more health problems or risk behaviours, have a 
risk 16% more likely to have a baby with low 
weight at susceptiblitate birth and 2 times more 
likely to have an induced abortion or to experi-
ence depression. In some countries, these 
women were 1.5 times more likely to acquire 
HIV and 1.6 times to have syphilis. Direct ab-
dominal blows or sexual abuse were associated 
with complications of pregnancy, such as pla-
cental injury, uterine contractions, premature 
rupture of membranes and genitourinary infec-
tions. Abuse may also lead to an increase in be-
havioural risk factors associated with adverse 
birth outcomes such as maternal smoking, alco-

hol or drugs, inadequate prenatal care or insuf-
ficient increase in weight in the prenatal period 
(1,8).

There are studies that have shown that 
women who are abused tend to have higher lev-
els of stress, less support from their partners 
and low self esteem. These factors can facilitate 
the indirect biological mechanisms that contrib-
ute to negative birth outcomes (13). Women 
who experience partner violence are more like-
ly to have an unwanted pregnancy (14). Studies 
in Latin America and Asia regions showed that 
the probability of having an unwanted pregnan-
cy was 2 times higher in abused women than in 
those not abused (15).

Partner violence was associated with abor-
tion (16) and serious consequences of miscar-
riage or premature births and babies born with 
low birth weight (5,13,17).

A systematic review in 2014 showed that 
women exposed to verbal violence had a signif-
icant probability to abuse their offspring (11).

Lifetime exposure to partner violence and 
predominantly partner violence is associated 
with stress-related sleep disturbances and poor 
quality of sleep during pregnancy (18).

Involvement of health providers
There is data reported by WHO which shows 

that professionals consider intimate partner vi-
olence a criminal justice problem, dealing with 
it as a marital issue and are unprepared to cope 
with this situation because medical education 
deals little or no with this phenomenon (2). 
There is evidence that health professionals are 
unsure how to respond to intimate partner vio-
lence. However, considering the safety of moth-
er and child were motivated to identify intimate 
partner violence. Responsive to identifying inti-
mate partner violence in prenatal care provid-
ers need training to know how to intervene in 
the future safe in the care of abused women 
(19). Evidence cited by Stover, John et al. in “In-
terventions to Improve Reproductive Health” 
published in 2016 in Reproductive, Maternal, 
Newborn and Child Health suggests that early 
intervention has a positive impact on future risk 
behaviours of children and adolescents can con-
tribute to decrease social and economic costs (6).

Health care providers must be able to recog-
nize signs of violence and prevent recurrence of 
such situations (6). The medical guidelines de-
veloped by the Romanian medical societies 
dealing with prenatal care lack in recommenda-
tions regarding violence against pregnant wom-
en (7,20).
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IPV screening in health systems can be de-
fined as a systematic routine investigation of all 
women reporting on their experience intimate 
partner violence using a set of questions (21).

In general, studies have shown that screen-
ing for intimate partner violence increases iden-
tification rate of women facing violence, but 
showed no reduction in partner violence and no 
notable benefit for women’s health (2). 

There were cited barriers identified in cases 
involving medical attention for domestic vio-
lence related to the pattern of society, or indi-
vidual characteristics of the profession and the 
legal or institutional factors (22). Studies cited 
by Taft et al. showed barriers to universal 
screening: health care provider’s attitude, lack 
of recurrent training, lack of adequate referral 
services and other support, women with part-
ners during the visit (21). However, there is evi-
dence that screening during pregnancy is vital 
to stop intimate partner violence ongoing and 
possible adverse outcomes for mother and child 
(23), and screening for verbal abuse in pregnant 
women could be an effective approach for iden-
tifying mothers with a higher risk of infant abuse 
(22). WHO published in 2013 situations that 
may be caused or complicated for IPV: traumat-
ic repeated or explanation implausible, sexually 
transmitted infections or symptoms genitouri-
nary repeated or unexplained symptoms of de-
pression or anxiety, multiple pregnancies, eat-
ing problematic alcohol harming body, suicide (8).

Prenatal care is an opportunity for early 
identification and prevention of recurrence of 
violence against women (5), although some in-
terventions may create ethical dilemmas. An 
authorities announcing intervention type is rec-
ommended only after “an enlightening discus-
sion with the victim” and her free consent and 
the woman must be fully convinced that chose 
the best way approach (22).

A systematic review of the literature from 
2014 shows the lack of substantial evidence on 
effective interventions for intimate partner vio-
lence during the prenatal period and out of its 
context. However, there are indications that in-
tensive support can improve life quality on short 
term and reduce physical abuse one to two 
years after the intervention for women recruit-
ed for domestic violence shelters or refuges. 
Short supportive interventions could provide 
short-term benefits for mental health and re-
duce abuse, especially in pregnant women and 
less severe abuses (24). Other few studies have 
shown that programs implying visits at home as 

early as possible after birth and some coun-
seling interventions have produced promising 
results (significant decrease in physical violence, 
sexual and psychological partner), but high 
quality research is required for providing more 
evidence on the effect of certain interventions 
and to clarify which interventions should be tak-
en in the context of perinatal care (25).

A systematic review and meta-analysis pub-
lished in 2016 by Donovan et al., strongly sup-
ports the need for effective interventions to 
prevent violence during pregnancy. Providing 
effective therapeutic interventions for women 
who disclose abuse may help prevent adverse 
birth outcomes and evaluation of programs of 
support (advocacy) and support is needed for 
better aid for women after disclosure. Primary 
prevention as prenatal education by informing 
couples about the risk of congenital negative re-
sults in the exposure to intimate partner vio-
lence could help recognize these behaviours 
and intimidation (13).

Primary care associates licensed (midwives 
and nurses) medical staff with family doctors 
should ask about intimate partner violence 
when women are presented for sexually trans-
mitted infections, menstrual disorders, sexual 
problems, miscarriages or induced abortions (26).

There are indications that efforts to combine 
family planning and violence prevention can 
help reduce unintended pregnancy (15).

There are regulations in force in Romania 
(27) which determine which state institutions
and local communities are to focus on preven-
tion and combating domestic violence. Such
centers are organized by the Population Infor-
mation and Sensitization, shelters for abused
persons, maternity centers and others, and sys-
tems collaboration with institutions and NGOs.
Medical personal resource of accurate informa-
tion needs to know how they can be called es-
pecially knowing that on average, almost one-
fifth of women in the EU (19%) are not aware of
any of the support services for victims of vio-
lence against women in their country, including
those listed in the questionnaire (3).

CONCLUSIONS

Partner violence against women is a public 
health problem that requires intervention at 
several levels. Scientific data are insufficient and 
show differences in prevalence from country to 
country. The consequences of intimate partner 
violence against women pregnant are impor-
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tant and serious consequences on both short 
and long term health of the woman and the 
child. Health professionals should be prepared 
formal urgently to recognize situations that 
might be caused or complicated by IPV and how 
to react in these situations. We believe that pre-
natal care is an opportunity for identifying inti-
mate partner violence and early intervention 
and requires priority approach at several levels. 

It should continue research about violence 
against pregnant women to find the best ways 
of solving this problem.
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