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ABSTRACT

Keywords

Obijective. To determine predictors associated with physical violence during pregnancy, and to determine the
relationship between exposure to intimate partner violence during pregnancy and women’s health and suicide
ideation in Guyana.

Methods. A secondary data analysis of a cross-sectional household survey. Multivariate logistic regression
models were fitted to the data to estimate the association between physical violence during pregnancy, con-
trolling partner behavior, and other predictors. Ordered logistic regression models were fitted to estimate the
association between physical violence during pregnancy and women’s health, and lifetime physical partner
violence and overall health. Logistic regression models were fitted to estimate associations between physical
violence during pregnancy and lifetime physical partner violence and overall health and suicide ideation.
Results. The prevalence of lifetime physical/sexual intimate partner violence was 38.8%, current physical/
sexual intimate partner violence 11.1%, and violence during pregnancy 9.2%. Controlling partner behavior
was significantly and positively associated with maternal experience of physical violence during pregnancy.
Experiencing physical partner violence during pregnancy, but not lifetime physical partner violence, was asso-
ciated with significantly increased odds of poor overall health. Physical violence during pregnancy and lifetime
physical violence were both significantly associated with increased odds of suicide ideation.

Conclusions. The prevalence of violence during pregnancy in Guyana is high and is associated with adverse
health outcomes. These findings suggest the need for intimate partner violence prevention, and for integrating
intimate partner violence screening and treatment into antenatal care, reproductive health services, and mater-
nal and child health programs and services to identify and treat at-risk women.

Intimate partner violence; pregnancy; domestic violence; physical abuse; mental health; Guyana.

Intimate partner violence (IPV) is a significant public health  (LAC) (1). IPV includes physical and sexual violence, emotional
and human rights concern globally, yet limited research has  violence, and controlling behavior (2).
explored the determinants and health outcomes of IPV for preg- In LAC, lifetime IPV prevalence (defined as reported ever
nant women, particularly in Latin American and the Caribbean  experienced sexual or physical violence by an intimate partner)
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ranges from 17% in the Dominican Republic to 53.3% in Bolivia,
while IPV within the last 12 months (also referred to as current
IPV) ranges from 7.7% in Jamaica to 25.5% in Bolivia, with most
Demographic and Health Surveys and Reproductive Health
Surveys finding that 25% to over 50% of women reported life-
time IPV (1). The median lifetime IPV prevalence was 24.5% and
the median IPV prevalence in the last 12 months was 13.05%.
In Guyana, where the current study took place, previous data
on IPV in Guyana are scarce; one recent study of patients
presenting with traumatic injuries to a Guyanese emergency
department found a self-reported IPV prevalence of 16% (3).
However, these data were not based on a nationally representa-
tive sample, and used a single question to screen for IPV, which
likely lowered sensitivity and led to an underestimate of the
true prevalence (3). The current nationally representative sur-
vey on which this secondary analysis is based estimates that
38% of survey respondents experienced physical and /or sexual
violence in their lifetime, and 11.1% experienced current (in the
last 12 months) physical and/or sexual violence (4), which are
above the median for the LAC region.

Attention to IPV during pregnancy (IPV-P) has increased
due to the substantial health consequences for women and chil-
dren and high prevalence (5, 6). IPV-P may cause injury to the
mother and the fetus due to direct trauma; adverse maternal
health behaviors such as delayed and/or reduced antenatal care,
reduced skilled delivery care, and increased smoking during
pregnancy (5, 7); negative reproductive health outcomes includ-
ing miscarriage, premature rupture of membranes; preterm
delivery, unsafe abortion, low birthweight, and perinatal death
(5, 8, 9); increased risk of child abuse and neglect in the postna-
tal period (10); and other physical and mental health outcomes
including physical impairment and depression (5, 11) as well
as suicide ideation (12) and suicide attempt (13). A systematic
review of the mental health sequelae of IPV-P in low- and mid-
dle-income countries found thatitincreased the odds of antenatal
depression by 1.69-3.76 and the odds of postnatal depression by
1.46-7.04, with suicide ideation rates during pregnancy ranging
from 5% to 11% and during postpartum 2% to 22% (14). IPV-P is
also associated with intrauterine growth retardation and inter-
feres with attachment and bonding in the postpartum period as
well as breastfeeding (5). In addition to the risks posed by IPV
during pregnancy, IPV before pregnancy, including child abuse,
is associated with preterm birth and low birthweight (15).

The available data suggest that IPV-P has a higher prevalence
than other conditions commonly screened for in antenatal care
(6) such as pregnancy-induced hypertension, which affects
an estimated 10% of pregnancies globally (16). A 2005 World
Health Organization (WHO) multi-country study, which used
population-based surveys, found that IPV-P ranged from 1%
in Japan to 28% in Peru (17). A more recent systematic review
found IPV-P prevalence ranging from 3% to 44%, varying by
setting and type of violence, with sexual violence associated
with the lowest prevalence and emotional/psychological vio-
lence with the highest prevalence. While the consequences
of IPV during pregnancy are clear, the body of literature on
risk factors associated with violence during pregnancy is less
developed, particularly outside of North American and Euro-
pean settings (18). There is also a lack of recent representative
population-based studies, as much of the literature uses case
series or clinic/hospital-based populations with small sample
sizes and diverse definitions and methods. Known risk factors
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associated with violence during pregnancy include younger
age (19), having an unwanted or unplanned pregnancy (20),
partner’s alcohol use, lower maternal education, and maternal
experience of family violence during childhood (6). There is also
evidence that controlling partner behavior or coercive control,
marked by a pattern of control, isolation, violence, and intimi-
dation (21), is significantly associated with IPV-P (22, 23), and is
predictive of higher levels and more serious types of IPV (24).
Guyana is a middle-income country on the northern coast
of South America with strong economic and cultural ties to the
Caribbean and a population of 748 000 (25). Since 2012, univer-
sal screening for IPV/sexual assault and sexually transmitted
infections has been instituted (26). The legislative framework to
address IPV in Guyana includes the Domestic Violence Act in
1996, the Sexual Offences Act of 2010 which criminalized marital
rape (4), and the National Policy on Domestic Violence (27). The
Guyana Police Service has also instituted a zero-tolerance policy
for domestic violence (4). However, the limited data on IPV-P
limit the effective development, implementation, and evalua-
tion of national strategies and policies and advocacy efforts (4).
The objectives of this study are to (1) determine the predic-
tors associated with experiencing physical violence during
pregnancy and lifetime physical violence and (2) determine
the relationship between exposure to physical violence during
pregnancy and women'’s health and self-harm behaviors using
data from a 2017 nationally representative household survey
of women in Guyana. The ecological model of violence against
women was the conceptual model used to drive the research
hypotheses, selection of predictors, and analysis (28). The
hypothesis for the first research question, in line with the con-
struct of coercive control, was that controlling partner behavior
would significantly determine physical partner violence during
pregnancy and lifetime physical partner violence, consistent
with the literature that coercive control is a primary motiva-
tor for other forms of IPV (21). The hypothesis for the second
research question was that physical violence during pregnancy
would be associated with significantly worse self-reported
health and significantly greater likelihood of suicide ideation.

MATERIALS AND METHODS
Data

The data analyzed in this study are from the 2017 Guyana
Women’s Health and Life Experiences Survey. The cross-
sectional survey was a collective effort of several organizations
led by the Government of Guyana through the Ministry of Social
Protection, the Ministry of Public Health, and the Bureau of
Statistics, and supported by the United Nations Entity for Gen-
der Equality and the Empowerment of Women (UN Women),
the United Nations Development Programme (UNDP), the
Inter-American Development Bank, the United States Agency
for International Development (USAID), the University of
Guyana, and the Global Women'’s Institute at the George Wash-
ington University. Data are from a nationally representative
household survey carried out in 2017. The Guyana Bureau of
Statistics calculated the sample size using a standardized mul-
tistage sampling procedure with weighting (4). The dataset has
1 498 observations and 1 360 variables. The total sample size
was 1 498 women and after dropping never-partnered women
from the dataset, the final sample size was 1 391 women. The
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study used a structured questionnaire administered by trained
interviewers. The questionnaire consisted of a general house-
hold questionnaire that could be answered by any adult in
the household, and a woman’s questionnaire comprised of
12 sections. Eligible women were any female in the household
between the ages of 15 and 64 years. If there was more than
one eligible woman per household, one woman was randomly
selected using a Kish grid. The study team determined that the
data did not need to be weighted and so no weighting was done
in this secondary data analysis. The full study details and meth-
odologies are reported elsewhere (4).

The questionnaire used was the standard WHO Violence
Against Women and Girls prevalence survey adapted for the
Guyana setting (4). The questionnaire includes sections on
women’s general health, reproductive health, children’s health
and behavior, current or most recent husband/partner, atti-
tudes (on gender and acceptability of IPV), her current/past
relationships with a male partner, injuries from physical and/
or sexual violence, impact and coping from physical/sexual
violence, and other experiences of non-partner violence.

Dependent variables. The main outcomes for this secondary
analysis include physical violence during pregnancy, women’s
health, and suicide ideation. While the full survey questionnaire
included questions on other forms of IPV (including sexual,
economic, and emotional violence), measurement of IPV-P was
limited to exposure physical violence and therefore the analysis
was restricted to only physical partner violence.

Predictors. For the first research question, the predictors asso-
ciated with physical violence during pregnancy and lifetime
physical violence, the main predictor was controlling partner
behavior (a binary variable defined as the partner exhibiting
at least one of eight controlling behaviors, such as trying to
limit the woman’s contact with friends, family of birth, etc.).
For the second research question, the relationship between
physical partner violence during pregnancy and women’s
health (a categorical variable from 1 = excellent to 5 = very poor
health) and between physical partner violence during preg-
nancy and suicide ideation (a binary variable with 0 = no and
1 = yes), the main predictor was physical violence during preg-
nancy (a binary variable defined as whether or not the woman
experienced physical IPV during pregnancy).

Study covariates. Study covariates included demographic vari-
ables as well as other covariates that have been shown in the
literature to influence the main dependent variables. Demo-
graphic variables included place of residence (hinterland, rural,
suburban, and urban), age, total years of education, source of
income (no income, income from own work, income from hus-
band/partner, equal share of income from self and husband/
partner, and other), and marital status (married, common-law,
regular or visiting male partner, or single). Other covariates
included whether the partner wanted children (a binary variable
categorized as the partner wanted to wait until later or did not
want children versus the partner wanted the woman to become
pregnant then), whether the woman chose her current partner
(a binary variable categorized as 0 = the woman chose and/or
she and her partner chose and 1 = the partner chose, the part-
ner’s family chose, or the woman'’s family chose), family access
(a binary variable categorized as whether or not the woman
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can easily see or visit family with 0 = yes and 1 = no), family
support (a binary variable categorized as whether or not the
woman reported she could count on members of family for sup-
port when she needs help or has a problem, with 0 = yes and
1 = no), daily partner alcohol use (a binary variable defined
as the partner drinking alcohol at least daily versus not, with
0 = not drinking alcohol daily and 1 = drinks alcohol daily) and
whether the woman reported being physically beaten as a child
(0=noand 1 = yes).

Data analysis

Descriptive statistics were calculated, including demographic
characteristics stratified by women who reported being preg-
nant at least once and never experiencing any physical violence,
women who reported being pregnant at least once and expe-
rienced lifetime physical violence, and women who reported
being pregnant and experienced physical violence during
pregnancy. Chi-square tests were run to examine differences in
proportions of dependent variables (exposure to physical vio-
lence) and independent variables.

For the first research question, determinants of experienc-
ing physical partner violence during pregnancy, a preliminary
multinomial logistic regression model was fitted to estimate
the crude association between controlling partner behavior
and women who experience physical violence during preg-
nancy and those who did not experience violence during
pregnancy but did experience lifetime physical violence, with
women who were pregnant and never experienced any form
of physical partner violence as the reference group. Blocks of
variables were then added to the models if the P-value was sig-
nificant at the <0.05 level. In Model 2, potential confounding
demographic variables were added. In Model 3, other poten-
tial confounding covariates were added. The analysis was
restricted to physical partner violence because the survey did
not ask about other forms of intimate partner violence (e.g.,
sexual, emotional, or economic) during pregnancy. Crude and
adjusted relative risk ratios (RRR and aRRR) are reported.

For the second research question, the relationship between
exposure to IPV-P and women's health and suicide ideation, an
ordered logistic model was fitted to estimate the crude associ-
ation between physical violence during pregnancy and overall
health. Blocks of demographic variables (Model 2) and other
covariates (Model 3) were then added if the P-value was sig-
nificant at the <0.05 level. Crude and adjusted odds ratios (OR
and aOR) are reported. To examine the association between
IPV-P and suicide ideation, multivariate logistic regression
models were fitted to estimate the crude association between
IPV-P and suicide ideation. Blocks of demographic variables
(Model 2) and other covariates (Model 3) were then added
if the P-value was significant at the <0.05 level. Crude and
adjusted odds ratios are reported. All analyses were conducted
using Stata/IC 15.1.

Ethics

The survey upon which this secondary analysis is based was
approved by the Guyana Ministry of Public Health Institutional
Review Board. Informed consent for the survey was obtained
from each participant by each enumerator prior to beginning
data collection. All data released for analysis were anonymized
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and all identifying information was removed. Each inter-
view was identified using a unique numerical code to protect
anonymity.

RESULTS
Descriptive data

The final sample size and prevalence of lifetime IPV, current
IPV, and physical violence during pregnancy are presented
in Table 1. Among ever-partnered women, 37.81% of women
reported experienced lifetime physical and/or sexual violence
and 35% experienced lifetime physical partner violence. In the
last 12 months preceding the survey, 11.07% of women reported
experiencing physical and/or sexual violence and 9% of
women reported experiencing physical partner violence. More
than half of women, 57.87%, reported experiencing at least one
form of controlling partner behavior. Almost one in ten (9.2%)
women reported physical violence during pregnancy:.

The characteristics of ever-partnered women who have been
pregnant stratified by exposure to lifetime physical violence
and exposure to physical violence during pregnancy are pre-
sented in Table 2.

Physical partner violence and controlling partner
behavior

Table 3 shows the results of a multinomial logistic regression
model conducted between women who experienced physical
violence during pregnancy and women who experienced life-
time physical partner violence compared to women who have
been pregnant but have not experienced any form of physical
partner violence with controlling partner behavior. The bivar-
iate associations between both forms of physical violence
with age, source of income, and geographical residence were
non-significant and so not included in subsequent multivari-
ate models. Total years of schooling and partner choice were
no longer significant in the multivariate models. In the final
model, controlling partner behavior was associated with a sig-
nificantly increased likelihood of experiencing lifetime physical

TABLE 1. Prevalence of partner violence among ever part-
nered women, Guyana Women’s Health and Life Experiences
Survey, 2017

Number Percent

Women

Number of eligible women 1498 100
Number of ever partnered women 1391 92.80
Exposed to IPV (lifetime)
Physical and/or sexual IPV 526 37.81
Physical IPV 492 35.37
Sexual IPV 194 13.95
Exposed to IPV (in the last 12 months)
Physical and/or sexual [PV 154 11.07
Physical IPV 129 9.27
Sexual IPV 56 4.03
Physically attacked while pregnant 109 9.16

Source: Prepared by the authors based on the study results.
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violence (aRRR: 2.71; 95% CI: 2.01-3.66; P < 0.001) and expe-
riencing physical violence during pregnancy (aRRR: 4.07; 95%
CI: 2.31-7.18; P < 0.001). Having increased number of pregnan-
cies, being unmarried, lack of family support, experience of
physical violence as a child, and partner alcoholism were all
significantly associated with increased risk of physical violence
during pregnancy. For lifetime physical violence, having a reg-
ular or visiting male partner compared to being married, lack of
family support, experience of physical violence as a child, and
partner alcoholism were significant risk factors.

Overall health and physical partner violence during
pregnancy

Table 4 shows the result of an ordered logistic regression
model conducted between self-reported overall health (1 =
excellent to 5 = very poor) and experiencing physical violence
during pregnancy. In the final model, experiencing physical
violence during pregnancy was associated with a 1.49 increase
in the odds of reporting poorer health, where each one unit
increase on self-reported health corresponds to poorer health
(aOR: 1.49; 95% CI: 1.00-2.24; P < 0.05). We also see a significant
association of self-reported poor overall health with age, total
number of pregnancies, lack of family support, and controlling
partner behavior.

Suicide ideation and physical partner violence
during pregnancy

Table 5 shows the results of a logistic regression model
exploring the association between suicide ideation and experi-
encing physical violence during pregnancy. In the final model,
experiencing physical violence during pregnancy was associ-
ated with a 4.07 times increase in the odds of suicide ideation
(95% CI: 2.48-6.76; P < 0.001). The following variables were also
significantly associated with an increase in the odds of suicide
ideation in the final logistic regression model: rural and subur-
ban geographic area of residence (compared to urban), lack of
family support, lack of partner choice, experience of physical
violence as a child, and controlling partner behavior.

DISCUSSION

The data from this survey are the first nationally represen-
tative data available on IPV in Guyana, an under-researched
context.

The prevalence of violence during pregnancy in Guyana
was high at 9.2%, which is likely to have significant down-
stream health consequences for these women and their
children (1, 2) including on measures that we were not able
to directly assess in the current study, including risk of mis-
carriage, premature birth, low birthweight, perinatal death,
and reduced healthcare utilization by pregnant women;
these outcomes should be included in future research (7-9).
Similar to other studies, controlling partner behavior was
significantly associated with maternal experience of physical
violence during pregnancy (14, 22, 23). Partner alcohol con-
sumption, experience of physical violence as a child, lack of
family support, and self-reported poor health were associated
with an increased risk of experiencing physical partner vio-
lence during pregnancy, also in line with previous research

4 Rev Panam Salud Publica 45, 2021 | www.paho.org/journal | https://doi.org/10.26633/RPSP.2021.6


http://www.paho.org/journal
https://doi.org/10.26633/RPSP.2021.6

Miller & Contreras-Urbina ¢ Intimate partner violence during pregnancy

Original research

TABLE 2. Proportion of women in each category, stratified by exposure to lifetime physical violence and physical violence during

pregnancy, Guyana, 2017

Women reported ever
being pregnant and never

experiencing lifetime physical

violence (%)

Number
of women
interviewed (n)

Women reported ever
being pregnant and
experiencing lifetime
physical violence (%)

Women reported ever being
pregnant and experiencing
physical violence during
pregnancy (%)

Respondent age (10 year)

15-24 38.20%**
25-34 78.20%**
35-44 82.22***
45-54 81.42***
55-64 84.19***
Current partnership status
Currently married 86.86***
Living with male partner, not married 78.95%**
Regular or visiting male partner 51.30***
Single 47.61***
Highest level of education completed
Primary 79.23
Secondary 69.09
Higher 70.24
Technical/vocational 67.16
Geographic area (ever partnered women)
Urban 7119
Rural 71.81
Suburban 72.59
Hinterland 72.26
Main source of income (ever partnered women)
No income/pension/social services/other 65.56***
Income from own work 66.67***
Support from partner/hushand 83.27***
Equal share self and partner 85.11***
Support from relatives/friends 40.59***
Exposed to controlling behavior (current/most 74.29***
recent partner)
Lack of family support 70.32*
Lack of family access 76.92***
Lack of partner choice 81.25%**
Experience of physical violence as child 70.24***
Daily partner alcohol use 64.04***

9.32%** 7.45%** 322
23.84*** 6.98%* 344
28.89*** 6.98%* 315
27.03*** 7077 296
30.23*** 7447 215
24.84*** 4817 624
27.70*** 11.91% 361
18.18*** 9.74%** 154
18.59*** 5.92%** 355
29.71** 8.31** 313
20.97** 817> 906
21.43*~ 2.98%* 168
28.36™~ 4.48*> 67
20.58 8.65 243
23.32 7.05 965
28.89 5.19 135
22.58 8.39 155
17.78** 6.67*** 90
26.40*** 9.57*** 303
20.91*** 6.46*** 263
27.67*** 7.18%*x 571
14.76% 5.90*** 271
31.55%** 10.93*** 805
32.90* 16.13*** 155
2747 9.89™*~ 91
33.46*** 11.40%* 272
29.41*>* 16.26*** 289
37.72*** 25.44* > 114

Notes: Significance determined by Pearson’s chi-square test.
Parameter estimates statistically different than zero at *P < 0.05, **P < 0.01, ***P < 0.001.
Source: Prepared by the authors based on the study results.

(6,29, 30). This study did not find that younger maternal age
and low maternal education were significantly associated
with higher risk of violence during pregnancy, unlike other
studies (6). These findings support the conceptualization of
IPV during pregnancy as a pattern of coercive control asso-
ciated with a range of physical, sexual, emotional, economic,
and controlling abusive behaviors, yet the majority of studies,
including the survey used for this secondary data analysis,
only measure physical violence during pregnancy, which is a
narrow and limiting approach.

Women who experience physical violence during preg-
nancy experience significantly worse self-reported health
than those who do not. Women who experience physical
partner violence during pregnancy are at significantly greater
risk of suicide ideation, supporting previous findings in the

literature (12, 31). The findings underscore that physical
partner violence during pregnancy is a highly distressing
experience for women, with serious adverse consequences for
their health and well-being.

Limitations

This study used a cross-sectional design, which makes
it difficult to establish the direction of causality and leads to
ambiguous temporal precedence and the potential for reverse
causality (32). This study used self-reported data. Given the
sensitive nature of the questions, including questions on IPV,
pregnancy, and sexual behavior and other potentially socially
unacceptable behaviors such as abortion, there may have been
some response bias influencing the rate of disclosure and/or
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TABLE 3. Risk factors for experiencing physical partner violence, Guyana, 2017

Women reported ever being pregnant and experiencing Women reported ever being pregnant and experiencing

lifetime physical violence

physical violence during pregnancy

Bivariate Multivariate 12 Multivariate 2° Bivariate Multivariate 12 Multivariate 2°
RRR (95% Cl) aRRR (95% Cl) aRRR (95% Cl) RRR (95% Cl) aRRR (95% Cl) aRRR (95% Cl)
Controlling partner behavior 2.96 3.16 2.74 4.65 4.08 4.14
(2.25-3.92)*** (2.35-4.25)*** (2.04-3.70)*** (2.83-7.65)*** (2.42-6.90)*** (2.36-7.29)***
Age 1.01 (1.00-1.02) 1.01 (1.00-1.03) 0.99 (0.97-1.00) 0.99 (0.96-1.00)
Total number of pregnancies 1.1 1.1 1.09 1.16 1.22 1.13

Marital status

(1.06-1.17)***

(1.04-1.17)*>*

(1.03-1.14)*>

(1.09-1.24)***

(1.14-1.32)***

(1.05-1.22)**

Married 1 1 1 1 1 1
Living with male partner, not 1.34 1.28 1.31 2.98 2.46 2.57
married (0.99-1.82) (0.91-1.81) (0.94-1.84) (1.81-4.91)*** (1.42-4.26)*** (1.48-4.45)***
Regular or visiting male partner 1.37 1.48 2.45 3.79 3.40 6.96
(0.83-2.25) (0.87-2.53) (1.26-4.77)** (1.91-7.52)*** (1.60-7.24)*** (2.93-16.63)***
Single 1.60 1.42 1.58 2.63 2.58 2.08
(1.11-2.29)* (0.96-2.10) (1.05-2.38)* (1.44-4.78)** (1.36-4.88)** (1.05-4.14)*
Total years of schooling 0.94 0.98 0.93 0.96
(0.90-0.98)** (0.93-1.02) (0.88-1.00)* (0.90-1.03)
Lack of family support 1.94 1.83 3.35 2.63
(1.30-2.89)*** (1.18-2.84)** (1.99-5.64)*** (1.43-4.83)**
Lack of partner choice 1.53 1.36 1.79 1.50
(1.13-2.09)** (0.98-1.90) (1.12-2.84)** (0.89-2.53)
Experience of physical violence 1.65 1.45 3.92 3.48
as child (1.21-2.27)** (1.02-2.05)* (2.56-6.04)*** (2.14-5.66)**
Daily partner alcohol use 3.16 2.53 8.15 5.37
(1.95-5.11)*** (1.48-4.30)*** (4.67-14.22)*** (2.77-10.40)***
Sample size 1132 1066 1132 1066

Notes: RRR, relative risk ratio; aRRR adjusted relative risk ratio.

# Adjusted for sociodemographic factors including overall health, age, total number of pregnancies, marital status, and total years of schooling.

® Adjusted for other control variables and significant demographic variables including overall health, total number of pregnancies, and marital status.

Significance determined by z-test.

Parameter estimates statistically different than zero at *p < 0.05, **p < 0.01, ***p < 0.001.
Source: Prepared by the authors based on the study results.

TABLE 4. Overall health of women experiencing physical partner violence during pregnancy, Guyana, 2017

Bivariate
OR (95% CI)

Overall health
Multivariate 12
a0R (95% Cl)

Multivariate 2°
a0R (95% Cl)

Women reported ever being pregnant and experiencing
physical violence during pregnancy

Age 1.03 (1.02-1.06)**
Total number of pregnancies 1.13 (1.09-1.18)***

1.88 (1.29-2.75)***

1.81(1.23-2.69)** 1.49 (1.00-2.24)*

1.02 (1.01-1.03)***
1.08 (1.04-1.13)***

1.02 (1.02-1.03)**~
1.08 (1.04-1.13)**~

Marital status (Ref: Married)
Living with male partner, not married
Regular or visiting male partner
Single

Total years of schooling

Area (Ref: Urban)
Rural
Suburban
Hinterland

Source of income (Ref: No income)
Money from own work
Equal share from own work and partner
Support from hushand/partner
Other

Lack of family support

0.94 (0.74-1.21)
0.83 (0.59-1.15)
1.04 (0.82-1.33)

0.93 (0.91-0.97)***

0.94 (0.73-1.23)
1.02 (0.68-1.52)
1.27 (0.87-1.86)

0.76 (0.48-1.20)
0.65 (0.40-1.03)
0.71 (0.46-1.09)
0.69 (0.44-1.10)

2.29 (1.65-3.16)***

0.97 (0.94-1.01)

1.61 (1.11-2.35)*

(Continued)
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TABLE 4. (Continued)

Overall health

Bivariate Multivariate 12 Multivariate 2°

OR (95% Cl) aOR (95% Cl) aOR (95% Cl)
Lack of family access 1.70 (1.13-2.57)* 1.33 (0.84-2.12)
Lack of partner choice 1.18 (0.91-1.52)
Experience of physical violence as child 1.30 (1.01-1.67)* 1.20 (0.91-1.58)
Partner alcohol use 1.51 (1.05-2.18)* 1.12 (0.76-1.68)
Controlling partner behavior 1.34 (1.10-1.65)** 1.36 (1.00-1.72)**
Sample size 1133 1133

Notes: OR, odds ratio; aOR, adjusted odds ratio.

# Adjusted for sociodemographic factors including age, total number of pregnancies, and total years of schooling.

b Adjusted for other control variables and significant demographic variables including age and total number of pregnancies.
Significance determined by z-test.

Parameter estimates statistically different than zero at *p < 0.05, **p < 0.01, ***p < 0.001.

Source: Prepared by the authors based on the study results.

TABLE 5. Suicide ideation and experiencing physical partner violence during pregnancy, Guyana, 2017

Bivariate

Suicide ideation
Multivariate 12

Multivariate 2°

Women reported ever being pregnant and experiencing

physical violence during pregnancy
Overall health
Excellent
Good
Fair
Poor
Very poor
Age
Total number of pregnancies
Marital status
Married
Living with male partner, not married
Regular or visiting male partner
Single
Total years of schooling
Area
Urban
Rural
Suburban
Hinterland
Source of income
No income
Money from own work
Equal share from own work and partner
Support from hushand/partner
Other
Lack of family support
Lack of family access
Lack of partner choice
Experience of physical violence as child
Partner alcohol use
Controlling partner behavior
Sample size

OR (95% Cl)
6.04 (3.94-9.25)* **

.
1.13 (0.76-1.68)
1.91 (1.22-3.01)**
2.76 (1.43-5.32)**
0.92 (0.11-7.46)
0.99 (0.99-1.00)
1.06 (1.00-1.11)**

.
1.30 (0.87-1.93)
2.04 (1.27-3.28)***
1.65 (1.13-2.41)**
1.00 (0.95-1.04)

.

1.60 (1.00-2.54)**

2.19 (1.19-4.04)**
1.10 (0.56-2.16)

:
1.35 (0.65-2.82)
0.7 (0.34-1.68)
1.13 (0.56-2.30)
1.99 (0.97-4.09)

2.86 (1.94-4.22)***
1.03 (0.73-1.47)

1,61 (1.11-2.33)**

2.07 (1.47-2.91)***
1.00 (0.98-1.01)

2.15 (1.53-3.03)***

a0R (95% Cl)
5.65 (3.60-8.86)* **

!
0.91 (0.57-1.43)
1.50 (0.89-2.52)
1.47 (0.65-3.31)
0.58 (0.06-5.15)

1.02 (0.96-1.09)

:
117 (0.76-1.81)
1.90 (1.05-3.47)**
1.72 (1.07-2.77)**

!
1.66 (0.98-2.82)
2.31 (1.14-4.69)*
0.96 (0.44-2.13)

1179

a0R (95% Cl)
4.07 (2.47-6.72)***

’
0.96 (0.60-1.52)
1.84 (0.89-3.85)
1.50 (0.89-2.53)

]
2.04 (1.11-3.75)*
2.69 (1.22-5.96)*
1.12 (0.47-2.68)

2.39 (1.48-3.87)**~

1.57 (1.04-2.37)*
1,67 (1.09-2.56)*
1.65 (0.93-2.92)
1,60 (1.05-2.43)*
1068

Notes: OR, odds ratio; aOR, adjusted odds ratio.

2 Adjusted for sociodemographic factors including overall health, total number of pregnancies, marital status, and geographic area of residence.
b Adjusted for other control variables and significant demographic variables including marital status and geographic area of residence.
Significance determined by z-test.

Parameter estimates statistically different than zero at *p < 0.05, **p < 0.01, ***p < 0.001.

Source: Prepared by the authors based on the study results.
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recall bias, although the training interviewers received prior
to data collection hopefully minimized this. Nonetheless,
under-reporting could have weakened the estimated effects
(1). Further, the study did not collect complete information
on demographic data, in particular, income level; only income
source was collected. Therefore, it was not possible to control
for income level or rule it out as a potential confounder.

Implications and recommendations

Future research could use other cross-sectional data, such as
from the Demographic and Health Survey, to further examine
the relationship between IPV and women’s health outcomes in
other countries. Ideally, a longitudinal dataset would be identi-
fied or constructed to establish the direction of causality for each
of the research questions included in this study; using a dataset
that has been specifically constructed to examine the pathways
between IPV and maternal health will facilitate more sophisti-
cated analyses, greater confidence in the direction of causality,
and therefore more targeted and effective programming (1).

Conclusion

The current study contributes to the literature on the deter-
minants of physical violence during pregnancy and lifetime
physical violence, as well as the association between physical
violence during pregnancy and maternal health outcomes. The
predictors associated with IPV-P included controlling partner
behavior, partner alcohol consumption, childhood physical
violence, lack of family support, and poor self-reported health.
IPV-P was associated with an increased risk of suicide ideation
and poor health outcomes. The results can inform programming
and policy-making on these significant public health issues.

Given the high rates of IPV and IPV-P in the current sample,
greater efforts for IPV prevention and intervention are needed,
particularly in the context of the COVID-19 pandemic and
increased rates of IPV reported in the LAC region and globally
(33, 34). IPV screening and treatment should be fully integrated
into antenatal care and maternal health programs and services,
as well as other service delivery points such as outpatient clin-
ics and mental health services, to identify and treat women at
high risk (18). In countries such as Guyana where universal
IPV and IPV-P screening guidelines already exist, operations
research to inform effective implementation and pinpoint

Miller & Contreras-Urbina e Intimate partner violence during pregnancy

gaps in coverage is needed. Cost-effectiveness studies of IPV-P
screening, prevention, and response interventions are lacking
to inform policymakers. Healthcare providers and social ser-
vice workers may need additional training and sensitization to
identify and respond to IPV (35), including adequate psycho-
logical support and referrals to legal services (6) to prevent and
address the IPV and the physical and mental health toll it exacts
on a significant proportion of pregnant women.
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Analisis de los determinantes y las consecuencias de la violencia de pareja
durante el embarazo en mujeres de Guyana: resultados de una encuesta
domiciliaria transversal representativa a nivel nacional

RESUMEN

Palabras clave

Objetivo. Determinar los factores predictivos relacionados con la violencia fisica durante el embarazo y deter-
minar la relacion entre la exposicion a la violencia de pareja durante el embarazo y la ideacion suicida y la
salud de las mujeres en Guyana.

Métodos. Se realizd un andlisis secundario de los datos obtenidos de una encuesta domiciliaria transversal.
Se adaptaron modelos multifactoriales de regresion logistica a los datos para calcular la asociacion entre
la violencia fisica durante embarazo, comportamiento controlador de la pareja y otros factores predictivos.
Se emplearon modelos ordenados de regresion logistica para calcular la asociacion entre la violencia fisica
durante el embarazo y la salud de la mujer, y la violencia de pareja a lo largo de la vida y la salud en general.
Se aplicaron modelos de regresion logistica para calcular la asociacion entre la violencia fisica durante el
embarazo y la violencia de pareja a lo largo de la vida y la ideacion suicida y la salud en general.
Resultados. La prevalencia de la violencia fisica o sexual infligida por la pareja a lo largo de la vida fue 38,8%,
la violencia fisica o sexual infligida por la pareja en la actualidad fue 11,1% y la violencia durante el embarazo
fue 9,2%. El comportamiento controlador de la pareja mostré una asociacion positiva y significativa con una
experiencia materna de violencia fisica durante el embarazo. Sufrir violencia fisica durante el embarazo, aun-
que no a lo largo de la vida, se asocio significativamente con mayores probabilidades de un estado de salud
general deficiente. Tanto la violencia fisica durante el embarazo como la violencia fisica a lo largo de la vida
se asociaron significativamente con mayores probabilidades de ideacién suicida.

Conclusiones. La prevalencia de la violencia durante el embarazo en Guyana es alta y esta relacionada con
consecuencias adversas en materia de salud. Estos resultados ponen de manifiesto la necesidad de prevenir
la violencia de pareja y de integrar su deteccion y tratamiento en la atencion prenatal, los servicios de salud
reproductiva y los programas y servicios de salud maternoinfantil para detectar y tratar a las mujeres en
riesgo.

Violencia de pareja; embarazo; violencia doméstica; abuso fisico; salud mental; Guyana.
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Conhecendo os determinantes e os desfechos da violéncia por parceiro
intimo contra mulheres na gravidez na Guiana: resultados de uma pesquisa
transversal domiciliar com representatividade nacional

RESUMO

Palavras-chave

Objetivo. Determinar as variaveis preditivas associadas a violéncia fisica contra mulheres na gravidez e
avaliar a relac&o entre exposi¢c&o a violéncia por parceiro intimo na gravidez e salde e ideagao suicida em
mulheres na Guiana.

Métodos. Foi realizada uma anélise dos dados secundarios de uma pesquisa transversal domiciliar. Mod-
elos de regresséo logistica multivariada foram ajustados ao conjunto de dados para estimar a associagao
entre violéncia fisica na gravidez, controlando-se o efeito do comportamento do parceiro e outras variaveis
preditivas. Modelos de regresséo logistica ordinal foram ajustados para estimar a associagdo entre violéncia
fisica na gravidez e saude das mulheres e violéncia fisica por parceiro intimo ao longo da vida e saude geral.
Modelos de regresséo logistica foram ajustados para estimar a associagéo entre violéncia fisica na gravidez
e violéncia fisica por parceiro intimo ao longo da vida e saude geral e ideagao suicida.

Resultados. Observou-se uma prevaléncia de 38,8% de violéncia fisica/sexual por parceiro intimo ao longo
davida, 11,1% de violéncia fisica/sexual por parceiro intimo no momento presente e 9,2% de violéncia fisica/
sexual na gravidez. Controlando-se o efeito do comportamento do parceiro, verificou-se uma associagdo pos-
itiva significativa com experiéncia materna de violéncia fisica na gravidez. Sofrer violéncia fisica por parceiro
intimo na gravidez, mas néo violéncia fisica por parceiro intimo ao longo da vida, foi associado a uma chance
significativamente maior de saude geral ruim. Verificou-se uma associacao significativa entre violéncia fisica
na gravidez e violéncia fisica ao longo da vida e uma maior chance de ideacgéo suicida.

Conclusoes. A prevaléncia da violéncia contra mulheres na gravidez na Guiana ¢ alta e esté associada a
desfechos de saude adversos. Esses resultados apontam para a necessidade de prevenir a violéncia por par-
ceiro intimo e integrar a avaliagdo da violéncia por parceiro intimo e o tratamento das mulheres aos servigos
de assisténcia pré-natal e de saude reprodutiva e programas e servicos de salude materno-infantil para iden-
tificar e tratar as mulheres em risco.

Violéncia por parceiro intimo; gravidez; violéncia doméstica; abuso fisico; saude mental; Guiana.
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