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ABSTRACT

OBJECTIVE: To characterize violence against women during pregnancy and to verify its
association with socioeconomic, demographic, obstetric, behavioral factors, health care and
diseases during pregnancy.

METHODS: Cross-sectional study carried out with puerperal women whose birth took place
at the Municipal Hospital of Governador Valadares, in Minas Gerais, from May 2017 to July
2018. Data collection was performed through interviews, and complementary information
was obtained by analyzing the prenatal file and medical records. For data analysis, logistic
regression was used.

RESULTS: The total of 771 puerperal women participated in the study. Of these, 62 (8.0%) reported
having suffered physical, psychological or sexual violence during pregnancy. The pregnant
women most likely to have suffered violence were alcohol dependent (OR = 4.97; 95%CI 2.30-10.75;
p < 0.001), those who did not perform prenatal care (OR = 3.88; 95%CI 1.00-15.09; p = 0.050),
those who used health services in an emergency during pregnancy (OR = 2.47; 95%CI 1.42-4.30;
p =0.001) and who had gestational diabetes (OR = 2.59; 95%CI 1.06-6.32; p = 0.037) and sexually
transmitted diseases (OR = 3.85; 95%CI 1.41-10.50; p = 0.009).

CONCLUSION: Violence against pregnant women is associated with behavioral factors
and related to health care and diseases during pregnancy. It is essential to recognize factors
associated by health professionals through actions to track situations of violence against women
since the beginning of prenatal care, in order to enable early intervention.

DESCRIPTORS: Pregnant Women. Violence Against Women. Risk Factors. Socioeconomic
Factors. Cross-Sectional Studies.
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INTRODUCTION

Violence against women is recognized as a serious public health problem’, being defined
as any act of gender-based violence that may result in physical, sexual or psychological
harm or suffering to women?®. According to the World Health Organization, about one in
three women in the world has experienced violence at some point in their lives, especially
physical, sexual or both?. This situation is aggravated when referring to women at a time of
great physical and emotional fragility, such as pregnancy, as it poses a threat to the woman
and the fetus, requiring greater attention from health services'?.

The prevalence of violence against women during pregnancy varies between different
communities, regions, and countries®. Most countries have a prevalence of violence
during pregnancy between 2% and 13.5%, with a greater prevalence in African and Latin
American countries®. In Brazil, the percentage of women who reported intimate partner
violence ranged from about 14 to 17%°, with a prevalence of 8% in pregnant women’.
Violence against women, at any stage of life, has increased considerably in recent years in
the country, occurring mainly in the Southeastern, Southern and Midwestern regions®. In
the municipality of Governador Valadares, in Minas Gerais, the rate of violence against
women was 8.8% in 2017, with the highest number of victims of physical violence, followed
by psychological violence®, with no data on the prevalence of violence against pregnant
women in the municipality.

The maternal and neonatal effects of violence during pregnancy are considered preventable.
For pregnant women, there is a greater risk of developing depression, insufficient weight
gain during pregnancy, difficulty in carrying out prenatal care adequately and maternal
death'. For the fetus, studies show a higher risk of low birth weight, prematurity, behavioral
changes and even neonatal death*'*!.

In pregnancy, there are more opportunities for screening and early intervention during
routine prenatal care or hospital treatment, when necessary'’. However, one must first
identify pregnant women at risk and also those who suffer violence, since this subject is
rarely reported by the victims, and the factors associated by health professionals must be
recognized for possible early intervention.

This study aimed to characterize violence against women during pregnancy and to verify
its association with socioeconomic, demographic, obstetric, behavioral factors, health care,
and diseases during pregnancy.

METHODS

Cross-sectional study carried out with puerperal women whose delivery took place from
May 2017 to July 2018 at the Municipal Hospital of Governador Valadares, in Minas Gerais,
chosen for attending the Brazilian Unified Health System and for being considered a
reference for the Vale do Rio Doce region. All puerperal women participating in the study
“Factors associated with prematurity and low birth weight in Governador Valadares,
Minas Gerais: case-control study™ were included in this study, being considered cases
premature live births (gestational age below 37 weeks) and live births at term (gestational
age equal to or greater than 37 weeks and less than 42 weeks) with low birth weight (less
than 2,500 grams), whereas controls were those born at term with adequate weight at birth
(equal to or greater than 2,500 grams), matched by sex and date of birth, with two controls
selected for each case. Live births with congenital malformations, genetic syndromes,
progressive diseases and injuries of the nervous system, diagnosed or suspected at birth,
were excluded from the study. The study was approved by the Committee of Ethics and
Research on Human Beings (CAAE: 61055716.4.0000.5147), being conducted within the
required ethical standards.
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Data collection was carried out through interviews with the puerperal women, still in the
hospitalization period, within 24 to 48 hours after delivery, and complementary information
was obtained through the analysis of the prenatal file and medical record. Data were
collected by previously trained researchers. All participants read and signed both copies
of the Informed Consent Form.

To have suffered physical, psychological or sexual violence during pregnancy was regarded
as a dependent variable. During the interview, we asked the puerperal women: “Did you
suffer physical, sexual or psychological violence during your pregnancy? In other words,
did someone threaten, attack, beat, sexually abuse you, humiliate you or say something
you did not like, control your behavior or make you afraid?” In the case of an affirmative
answer, the type of violence suffered (physical, psychological or sexual) was also asked.

Independent variables included in the analysis were divided into five blocks: 1)
socioeconomic and demographic factors; 2) obstetric factors; 3) behavioral factors; 4)
factors related to the health care of pregnant women; and 5) diseases during pregnancy.
The variables studied in each block were described according to the explanatory model
presented in Figure 1, which contains the categorization of each variable. Detection

LOGISTIC REGRESSION ANALYSIS
(order of entry of the blocks)

, =8

Figure. Explanatory model of independent variables divided into blocks and order of entry of factors
in the logistic regression analysis.
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of alcohol use was performed using the CAGE instrument (cutdown, annoyed, guilty
and eye-opener)", chosen because it is an instrument that is easy to apply, simple
and validated for use in Brazil. Women who had an affirmative answer or more were

Table 1. Frequency and number of pregnant women exposed or not to violence, odds ratio, 95% confidence interval and p value of
socioeconomic and demographic (block 1) and obstetric (block 2) factors.

Frequency Exposed Not exposed
Variables (n=771) to violence to violence OR 95%Cl p
n % n % n %
BLOCK 1

Education

Incomplete HS or under grade 393 51.0 39 62.9 354 49.9 Ref

Complete HS or superior grade 378 49.0 23 37.1 355 50.1 0.59 0.34-1.01 0.063°
Age

<18 years old 99 12.8 12 19.4 87 12.3 Ref

>18 years old 672 87.2 50 80.6 622 87.7 0.58 0.30-1.14 0.110°
Ethnicity

White 111 14.4 7 11.3 104 14.7 Ref

Black or brown 660 85.6 55 88.7 605 85.3 1.35 0.60-3.05 0.573
Marital Status

With partner 613 79.5 43 69.4 570 80.4 Ref

Without partner 158 20.5 19 30.6 139 19.6 1.81 1.02-3.21 0.039°
Employment

Without paid occupation 503 65.2 44 71.0 459 64.7 Ref

With paid occupation 268 34.8 18 29.0 250 353 0.75 0.43-1.33 0.404
Partner’s education?

Incomplete HS or under grade 403 58.2 26 51.0 377 58.8 Ref

Complete HS or superior grade 289 41.8 25 49.0 264 41.2 1.37 0.78-2.43 0.275
Partner’s age®

< 18 years old 29 3.9 1 1.8 28 4.0 Ref

>18 years old 720 96.1 56 98.2 664 96.0 2.36 0.32-17.68 0.718
Family income?

<2 minimum wages 547 74.1 45 76.3 502 73.9 Ref

> 2 minimum wages 191 259 14 23.7 177 26.1 0.88 0.47-1.65 0.759
Place of residence

Urban environment 637 82.6 55 88.7 582 82.1 Ref

Rural environment 134 17.4 7 11.3 127 17.9 0.58 0.26-1.31 0.223

BLOCK 2

Number of children

First child 378 49.0 33 53.2 345 48.7 Ref

Second child or more 393 51.0 29 46.8 364 51.3 0.83 0.50-1.40 0.510
Planned pregnancy

No 429 55.6 33 53.2 396 55.9 Ref

Yes 342 44.4 29 46.8 313 441 1.11 0.66-1.87 0.690
Previous abortion

No 640 83.0 47 75.8 593 83.6 Ref

Yes 131 17.0 15 24.2 116 16.4 1.63 0.88-3.02 0.115°

HS: high school; OR: odds ratio; 95%Cl: 95% confidence interval; Ref: reference category

2 Some puerperal women did not know or did not accept to inform their partner’s data, such as education (n = 79) and age (n = 22), in addition to family
income (n = 33), so these data were considered absent in the analysis.

®p <0.20.
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classified as dependent on alcohol use. The categorization of the variables “number
of prenatal appointments” and “first prenatal appointment” was defined based on the
recommendations of the Ministry of Health, which determines the beginning of prenatal
care until the sixteenth week of pregnancy and a minimum of six consultations™.

In order to verify the associations between independent variables and violence against
women during pregnancy, logistic regression was performed. The associated factors that,
in the bivariate analysis, had a p-value below 0.20 were considered eligible to compose the
multivariate models. Multivariate analysis of the variables in each block was performed
separately, removing the variables that lost their significance. Then, the previously selected
variables, which presented a p-value less than 0.05, were submitted to a new multivariate
analysis, following the order of entry of the blocks: first the variables in block 1, followed by
the variables in block 2, block 3, block 4, and block 5 (Figure 1).

RESULTS

Of the 771 puerperal participants, 62 (8.0%) reported having suffered violence during
pregnancy. Of these, 49 (79.0%) reported psychological violence, 11 (17.8%) physical violence,

Table 2. Frequency and number of pregnant women exposed or not to violence, odds ratio, 95% confidence interval and p value of behavioral
factors (block 3) and factors related to pregnant women health care (block 4).

Frequency Exposed Not exposed
Variables (n=771) to violence to violence OR 95%Cl Valor de p
n % n % n %
BLOCK 3

Alcohol dependence

No 726 94.2 50 80.6 676 95.3 Ref

Yes 45 5.8 12 19.4 33 4.7 4.92 2.39-10.11 < 0.001*
Cigarette use

No 710 92.1 52 83.9 658 92.8 Ref

Yes 61 7.9 10 16.1 51 7.2 2.48 1.19-5.17 0.012*
Drug use

No 763 99.0 60 96.8 703 99.2 Ref

Yes 8 1.0 2 3.2 6 0.8 3.91 0.78-19.77 0.076*

BLOCK 4

Prenatal care

No 12 1.6 4 6.5 8 1.1 Ref

Yes 759 98.4 58 93.5 701 98.9 0.17 0.05-0.57 0.001*
Prenatal care institution

Public 658 86.7 52 89.7 606 86.4 Ref

Private 101 13.3 6 10.3 95 13.6 0.74 0.31-1.76 0.687
Number of prenatal appointments

< 6 appointments 190 24.9 23 37.1 167 23.9 Ref

> 6 appointments 572 75.1 39 62.9 533 76.1 0.53 0.31-0.92 0.021*
First prenatal appointments

<16 weeks 636 84.8 51 87.9 585 84.5 Ref

> 16 weeks 114 15.2 7 12.1 107 15.5 0.75 0.33-1.70 0.572
Emergency use of health services

No 490 63.6 28 45.2 462 65.2 Ref

Yes 281 36.4 34 54.8 247 34.8 2.27 1.35-3.83 0.002*

OR: odds ratio; 95%Cl: 95% confidence interval; Ref: reference category

*p < 0.20.
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and 2 (3.2%) reported having experienced sexual violence. Among the pregnant women
who were exposed to violence, there was a predominance of women with low education
(incomplete high school or under grade), black or brown, without paid occupation, with a
partner and with an income below two minimum wages.

In the bivariate analysis of socioeconomic and demographic factors, the following
variables had p < 0.20: education (p = 0.063), age (p = 0.110) and marital status (p = 0.039).
Of the obstetric factors, only the variable previous abortion (p = 0.115) had a p-value
below 0.20 (Table 1).

Regarding behavioral factors, all variables analyzed were associated with violence against
pregnant women: alcohol dependence (p < 0.001), cigarette use (p = 0.012) and drug use
(p = 0.076). Regarding factors related to the health care of pregnant women, the variables
that presented p-value below 0.20 in the bivariate analysis were: prenatal care (p = 0.001),
number of appointments (p = 0.021) and emergency use of health services (p = 0.002),
as shown in Table 2.

Table 3. Frequency and number of pregnant women exposed or not to violence, odds ratio, 95% confidence interval and p-value of diseases

during pregnancy (block 5).

Frequency Exposed Not exposed to
Variables (n=771) to violence violence OR 95%Cl p
n % n % n %

Gestational diabetes

No 732 94.9 55 88.7 677 95.5 Ref

Yes 39 5.1 7 11.3 32 4.5 2.69 1.14-6.38 0.020*
Gestational hypertension

No 671 87.0 53 85.5 618 87.2 Ref

Yes 100 13.0 9 14.5 91 12.8 1.15 0.55-2.42 0.706
Chronic hypertension

No 752 97.5 61 98.4 691 97.5 Ref

Yes 19 2.5 1 1.6 18 2.5 0.63 0.08-4.80 1.000
Pre-eclampsia or eclampsia

No 734 95.2 61 98.4 673 94.9 Ref

Yes 37 4.8 1 1.6 36 5.1 0.31 0.04 -2.27 0.352
Urinary tract infection

No 474 61.5 31 50.0 443 62.5 Ref

Yes 297 38.5 31 50.0 266 37.5 1.67 0.99-2.80 0.053*
Vaginal bleeding in the first trimester

No 650 84.3 44 71.0 606 85.5 Ref

Yes 121 15.7 18 29.0 103 14.5 2.41 1.34-4.33 0.003*
Oligohydramnios

No 731 94.8 57 91.9 674 95.1 Ref

Yes 40 5.2 5 8.1 35 4.9 1.69 0.64 -4.48 0.287
Premature rupture of the membrane

No 741 96.1 61 98.4 680 95.9 Ref

Yes 30 39 1 1.6 29 4.1 0.38 0.05-2.87 0.503
Anemia

No 555 72.0 40 64.5 515 72.6 Ref

Yes 216 28.0 22 35.5 194 27.4 1.46 0.85-2.52 0.172*
STD (HIV or syphilis)

No 747 96.9 56 90.3 691 97.5 Ref

Yes 24 3.1 6 9.7 18 2.5 4.11 1.57-10.78 0.002*

STD: sexually transmitted diseases; OR: odds ratio; 95%Cl: 95% confidence interval; Ref: reference category

*p <0.20.
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Table 4. Final result of logistic regression of factors associated with violence against women during pregnancy.

Blocks Variables OR 95%Cl p

Alcohol dependence
Block 3 No Ref
Yes 4,97 2,30-10,75 < 0,001*

Prenatal care

Yes Ref
No 3,88 1,00-15,09 0,050
Block 4
Use of emergency health services
No Ref
Yes 2,47 1,42-4,30 0,001*
Gestational diabetes
No Ref
Yes 2,59 1,06-6,32 0,037*
Block 5
Sexually Transmitted Diseases
No Ref
Yes 3,85 1,41-10,50 0,009*
OR: odds ratio; 95%Cl: 95% confidence interval; Ref: reference category
*p <0.05.

Among the diseases during pregnancy, the following variables were selected: gestational
diabetes (p = 0.020), urinary tract infection (p = 0.053), vaginal bleeding in the first trimester
(p=0.003), anemia (p = 0.172), and sexually transmitted diseases (STD) (p = 0.002), as seen
on Table 3.

Variables selected by the bivariate analysis were introduced in a logistic regression
model with block analysis. In the analysis of the variables in block 1, the marital status
variable maintained a significant association with violence against pregnant women
(p = 0.041). In block 2, the variable previous abortion lost significance. In block 3, the
alcohol dependence variable showed a significant association (p < 0.001). In block 4, the
variables that remained in the model were: prenatal care (p = 0.001) and emergency use of
health services (p = 0.001). Finally, in block 5, the variables that maintained a significant
association with violence against pregnant women were: gestational diabetes (p = 0.030),
vaginal bleeding in the first trimester (p = 0.006), and STD (p = 0.014). In the logistic
regression analysis, the selected variables from blocks 1 and 3 — marital status and alcohol
dependence - were first introduced, with only the alcohol dependence variable being
maintained in the model. Then, the variables in block 4 - prenatal care and emergency
use of health services, were introduced, and both were maintained in the model. Finally,
the variables in block 5 - gestational diabetes, STD, and vaginal bleeding in the first
trimester, were added, and the last one was removed from the analysis because it did not
present a significant association.

Table 4 presents the result of the final logistic regression model, which indicates that the
variables alcohol dependence (p < 0.001), emergency use of health services (p = 0.001),
gestational diabetes (p = 0.037) and STD (p = 0.009) had a significant association with
violence against pregnant women. The variable prenatal care had a p-value very close to
being significant, being maintained in the model for discussion (p = 0.050).

DISCUSSION

Violence against women during pregnancy is a major concern for global health, since not
only one, but two lives are at risk®. In this study, 8.0% of the puerperal women interviewed
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reported having suffered violence during pregnancy. This fact is worrying and reinforces the
need for increased attention from health services, through preventive actions and screening
of violence against women since the beginning of prenatal care'?.

There was no association between violence against pregnant women and socioeconomic
and demographic factors. Likewise, in a Brazilian study analyzing the effects of
socioeconomic level on violence against pregnant women, this factor was not associated
with physical, psychological or sexual violence, having affected pregnant women at
different socioeconomic levels'. On the other hand, another Brazilian study observed that
low education increased the chance of psychological violence by 1.5 times and almost
doubled the chance of physical and sexual violence'. Pregnant women with low education
and income report more episodes of violence, which demonstrates the need to identify
these women who may be at risk'.

Alcohol-dependent pregnant women were more likely to have been exposed to violence
during pregnancy (OR = 4.97; 95%CI 2.30- 10.75; p < 0.001). It is worth mentioning that
alcohol dependence in this study was assessed using a standardized instrument for screening
alcohol use. The frequent use of alcohol and violence against women are interconnected,
however the nature of this association is complex, since the use of alcohol can be both the
cause and the consequence of violence”. Women can use alcohol to deal with violence,
while the fact of consuming it can result in violence, in cases where the partners do not
accept that the woman consumes alcohol”. Thus, the relationship between alcohol use
and violence can be bidirectional. The consumption of alcoholic beverages is related to less
union, harmony and organization in the family environment, as well as to the high levels
of domestic violence'. This situation becomes even more worrying when we refer to the
consumption of alcohol during pregnancy. The use of alcohol by pregnant women contributes
to insufficient gestational weight gain, greater use of other drugs and less attendance to
prenatal appointments, in addition to direct repercussions to the fetus and newborn, such
as a higher risk of malformations, spontaneous abortion, prematurity, low birth weight,
asphyxia, perinatal mortality and fetal alcohol syndrome®.

Experiences of violence during pregnancy are associated with specific behaviors
or attitudes, such as inadequate prenatal care or delayed beginning of health
monitoring'®?. In this study, pregnant women who did not undergo prenatal care were
3.8 times more likely to have suffered violence. Probably due to the small number of
puerperal women who did not perform prenatal care (n = 12), the confidence interval
was wide (95%CI 1.00-15.09) and the p-value was slightly higher than the reference
value (p = 0.050). However, as this result showed an association very close to being
significant, it deserves to be discussed in further studies, so that health professionals
pay attention to this factor. Audi et al.”’, in a study to identify factors associated with
violence against pregnant women monitored in primary health care units in the city of
Campinas, Sdo Paulo, observed that the difficulty in attending prenatal appointments
was associated with physical and sexual violence (OR = 2.31; 95%CI 1.18-4.51; p = 0.014).
Another Brazilian study, carried out in Rio de Janeiro, found that women victims of
violence delay seeking prenatal care, and those who reported having been victims of
physical abuse during pregnancy were 2.2 times more likely to have inadequate prenatal
care when compared to those without a history of violence?'.

Women exposed to violence suffer constraints of various orders, such as jealousy and
threats, which result in the restriction of their freedom', and may also be discouraged
by partners to carry out prenatal care®. This fact can justify the non-attendance in all
scheduled consultations, as can be seen in this study, in which 6.5% of women exposed to
violence did not perform prenatal care and 37.1% attended less than six consultations. Easy
access to prenatal care and the development of a trusting relationship between patient
and health professional are the first steps to address the problem of violence in pregnancy.
Individualized interventions and home visiting programs directed at pregnant women who
do not attend scheduled appointments can have promising results’.
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Pregnant women who used health services on an emergency basis, including appointments
not scheduled in the Family Health Strategy or clinics, use of ambulance or mobile
emergency service, emergency care units and need for hospitalization, were more likely to
having been exposed to violence (OR = 2.47; 95%CI 1.42-4.30; p = 0.001). According to the
literature, this search for health services occurs due to the consequences of the high level
of stress suffered by exposure to violence or due to injuries caused by possible physical
aggressions, or even by sexual trauma or infections resulting from sexual violence, which
can lead to complications during pregnancy®.

Many women, when looking for health services to take care of injuries caused by violence,
are reluctant to reveal the real source of the injury, attributing it to some other cause, and
most services do not collect further information*. New guidelines of the World Health
Organization emphasize the urgent need to integrate these issues in the undergraduate
curricula of all courses in the health field, as well as to train teams of the different health
services to understand the relationship between violence and women health problems and
to properly intervene’.

Intimate partner violence against women is an important contributor to women’s
vulnerability to STD. In this study, women with STD were more likely to have been
exposed to violence (OR = 3.85; 95%CI 1.41-10.50; p = 0.009). The mechanisms related to the
increase in this vulnerability include direct infection through forced sexual intercourse,
since women in violent relationships may have limited control over the moment or
circumstances of sexual intercourse and little ability to negotiate condom use**".

A cohort study conducted in southern Africa found that gender inequality in
relationships and intimate partner violence increase the risk of HIV infection (OR = 1.51;
95%CI 1.04-2.21; p = 0.032)*. The history of intimate partner violence also showed a
significant association with positive syphilis test (OR = 1.61; 95%CI 1.24-2.08; p < 0.01)
in Bolivian pregnant women, suggesting that this disease may be an important negative
consequence of violence for the health of women and children®. Another study, carried
outinIndia, aimed at describing the factors associated with the incidence of STD, found
that the incidence was higher among married women and those exposed to sexual
violence®”. STD prevention policies, interventions and programs must also address this
important risk factor?.

In addition to STD, pregnant women who had gestational diabetes were more likely to
have been exposed to violence (OR = 2.59; 95%CI 1.06-6.32; p = 0.037). Gestational diabetes
mellitus represents the most common metabolic problem in pregnancy?, and psychosocial
factors and depression can contribute to its development®. Physical and psychological
violence is associated with an increased risk of type 2 diabetes®, which in turn has a strong
correlation with gestational diabetes, since metabolic risks may arise first in pregnancy®.
In addition, women with a history of violence are more prone to obesity, one of the most
important risk factors for gestational diabetes. Another possible biological mechanism
that explains this association is that violence increases the levels of stress hormones that
can trigger insulin resistance®. Thus, health professionals should be more alert to the
identification of women at increased risk of developing gestational diabetes, which in some
cases can be preventable.

The limitation of this study is the fact that no standardized instrument was used to assess
violence against women, and only direct questions were asked to the puerperal women
about this issue. The use of a standardized instrument could detect a greater number of
puerperal women who were exposed to violence during pregnancy, but this did not affect
theresults. In this study, 8.0% of the puerperal women interviewed reported having suffered
violence during pregnancy, a number similar to the rates found in Brazil®. This study did
not only address intimate partner violence, as did many studies, but psychological, physical
and sexual violence practiced by different people in the family environment and in the
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community, including the intimate partner. Another limitation of this study refers to the
reverse causality relationship inherent in cross-sectional studies.

Violence against women is a public health problem with an epidemic proportion, which
permeates the whole world, putting women’s health at risk, limiting their participation
in society and causing great human suffering’. The Brazilian government, despite some
initiatives such as the Maria da Penha Law, must progress in terms of legislation and action
plans to combat this growing problem’. The debate on violence against women, especially
against pregnant women, must be broaden within health services, promoting the visibility of
health problems and talking about gender emancipation and the empowerment of women.
Effective programs to identify victims of violence against women and intervene during
pregnancy are essential, especially in primary care'>".
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