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Abstract

This pilot study examined the effectiveness of standard care and an empowerment intervention for
abused pregnant women. Severe psychological abuse was most prevalent (42.2%) among this
sample of women. Compared with women in the standard care group at the post-intervention
survey, women in the empowerment group were more likely to hide money (44.6% vs. 34.3%),
establish a code with family or friends (19.6% vs. 16.2%), ask neighbors to call police if violence
began (6.9% vs. 1.0%), had available bank account numbers (17.1% vs. 3.1%), had valuable
jewelry (8.4% vs. 3.8%), and had available a hidden bag with extra clothing (9.0% vs. 3.1%).
However, there was no statistically significant difference in health-related quality of life, adoption
of safety behaviors, and use of community resources between women in the two groups. Simply
asking pregnant women about abuse and offering referral could potentially interrupt and prevent
further abuse.
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Introduction

Violence against women is a global public health problem. In the recent World Health
Organization (WHO) multi-country study on domestic violence, lifetime prevalence of
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intimate partner physical violence was reported between 13% and 61%, while sexual
violence was reported between 6% and 59% (Garcia-Moreno, Jansen, Ellsberg, Heise, &
Watts, 2006). In addition, other studies indicate that up to 33.5% women are abused during
pregnancy (Jasinski, 2004; Nasir & Hyder, 2003; Valdez-Santiago & Sanin-Aguirre, 1996;
Valladares, Pena, Persson, & Hogberg, 2005).

Intimate partner violence (IPV) has been found to be associated with significant physical
and psychological health consequences (Coid et al., 2003; Coker et al., 2002), mortality
(Campbell et al., 2003), increased health care utilization (Lesserman, Li, Drossman, & Hu,
1998), and health care costs (Rivara et al., 2007). Furthermore, violence against pregnant
women not only affects the health and well-being of the pregnant mother, but also that of the
infant (Cokkinides, Coker, Sanderson, Addy, & Bethea, 1999; Parker, McFarlane, &
Soeken, 1994). Abused pregnant women are at significantly greater risk of miscarriage,
abruptio placentae, preterm delivery, perinatal mortality, preeclampsia, and low birthweight
(Parker et al., 1994; Sanchez et al., 2008; Valladares, Ellsberg, Pena, Hogberg, & Persson,
2002). Therefore, identification of violence against pregnant women and providing specific
intervention efforts targeted at them (Jasinski, 2004) should be an international health
priority. In addition, pregnancy is an opportune time to offer interventions as it may be the
only time a healthy woman has regular scheduled contact with health care professionals (J.
McFarlane, Soeken, & Wiist, 2000).

There have been few studies on violence intervention efforts among pregnant women, and a
lack of evidence-based effectiveness of such health service interventions (Nelson, Nygren,
Mclnerney, & Klein, 2004). Only two IPV intervention studies (J. McFarlane et al., 2000;
Parker, McFarlane, Soeken, Silva, & Reel, 1999) have met eligibility criteria of the third
United States Preventive Services Task Force (USPSTF, 2004) on routine screening for
family and IPV. These studies used an empowerment intervention that is based on an abuse
prevention protocol (J. McFarlane & Parker, 1994) developed from an empowerment model
(Dutton, 1992). The empowerment model is based on the premise that women experience
violence because of the lack of control of their lives and the coercive control of the abuser.
One way to alleviate such controlling behavior is to help women gain increased
independence and control of life situations through empowerment training.

There is limited information on the prevalence of violence against pregnant women in Peru.
A recent cross-sectional violence survey among 2,394 post-partum women found that the
lifetime experience of any IPV (physical, psychological, or sexual abuse) was 45.1%
(Perales et al., 2009). The prevalence of lifetime physical, psychological, and sexual 1PV
among abused women was 34.2%, 28.4% and 8.7%, respectively. Notably, 21.5% of these
women reported experiencing any IPV during the current pregnancy, including 11.9%
reporting any physical abuse, 15.6% reporting any psychological abuse, and 3.9% reporting
any sexual abuse. These results are comparable to the findings of the recent WHO study
(Garcia-Moreno et al., 2006). The high prevalence of violence among pregnant women in
Peru is astounding, and reflects an urgent need for implementation of intervention efforts.
Although Peru is one of the first countries in Latin America to adopt special legislation on
domestic violence and established women’s police stations and one-stop centers for victims
of domestic violence, implementation and practice of the laws have been difficult (Human
Rights Watch, 2000). As a result, Peruvian women remain at high risk for IPV. To our
knowledge, no IPV intervention studies have been conducted in Peru. As such, we utilized
the standard care (abuse assessment and referral card) and empowerment (abuse assessment,
referral and social worker case management) interventions in a pilot IPV intervention
project among pregnhant women who receive routine prenatal care in Lima, Peru.
Specifically, we sought to describe the frequency and severity of physical, psychological,
and sexual abuse among pregnant women, and examine the outcomes of the interventions,

J Interpers Violence. Author manuscript; available in PMC 2013 August 12.



1duasnuey Joyiny vd-HIN 1duasnuey Joyiny vd-HIN

1duasnuey Joyiny vd-HIN

Cripe et al.

Methods

Page 3

i.e., health-related quality of life, safety behaviors adopted by these women, and their use of
community resources.

Study Design and Setting

This study design is a randomized, two-arm trial utilizing two levels of abuse intervention.
The first arm, the standard care arm included an abuse assessment and a referral card. The
second arm, the empowerment intervention included an abuse assessment, referral card, and
social worker case management. The empowerment intervention has been widely used in
studies among Hispanic, African American, and white pregnant women in the US (J.
McFarlane et al., 2000; J. M. McFarlane, Groff, O’Brien, & Watson, 2006) and Chinese
women in Hong Kong (Tiwari et al., 2005). Outcome measures were differences in health-
related quality of life, adoption of safety behaviors, and use of community resources
between the groups at postnatal interviews.

The study was conducted at the Instituto Nacional Materno Perinatal (INMP), Lima, Peru.
This hospital is operated by the Peruvian government, primarily provides maternity services
to low-income women residing in Lima, and is a national referral hospital for high-risk
obstetric cases. Approximately 1,500 pregnant women are typically seen at INMP each
month. The institutional review boards of INMP, Lima and the University of Washington,
Seattle approved this study.

Interviewer Training

Study personnel included four hospital-based social workers who were trained on
interviewing skills, contents of the questionnaire, safety plan development, and ethical
conduct of violence research (including issues of safety and confidentiality) before the
implementation of the project. Representatives from women’s organizations in Lima and a
legal counsel from the Family Criminal Law Division provided information about social and
legal services available to abused women. Social workers were able to offer these
information to the abused women, and also refer women to these services.

Study Sample and Procedure

Prenatal care patients (between 12 and 26 weeks gestation) attending care at the INMP were
screened for IPV by trained social workers using the modified Abuse Assessment Screen
(AAS) (J. McFarlane & Parker, 1994). Participant recruitment occurred between January 9
and July 26, 2007. Test-retest reliability of the AAS was established at 0.97 and criteria-
related validity was established against national survey instruments (Soeken, McFarlane, &
Parker, 1998). Women were asked whether a former or current partner had pushed, shoved,
slapped, hit, kicked or otherwise physically hurt them, or forced them into sexual activities
in the past 12 months. Women who responded ‘yes’ to one of the questions on the modified
AAS were eligible for entry into the study. Only women who spoke and understood Spanish,
screened positive for IPV in the past 12 months, and who were between the ages of 18 and
45 years were included in the study. A total of 1,035 pregnant women were screened for
abuse, 230 women screened positive, eight refused to participate, and two requested referral
for psychological support and were excluded from the study. Thus, we enrolled 220 abused
women, with 110 women randomly assigned to each intervention arm. Assignments to study
arm was done using a randomized block design at recruitment (Figure 1). Sixteen women
(7.3%) were lost to follow-up.

Women were given an explanation of the study purpose, protocol, and follow-up schedule.
All study material including consent form were translated into Spanish using backward and
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forward methods. Social workers administered informed consent and verbally administered
interview questionnaires using the Conflict Tactics Scale-Revised (CTS2) (M.A. Straus,
Hamby, Boney-McCoy, & Sugarman, 1996), the Short Form Health Survey (SF-36) (Ware,
Snow, & Kosinski, 1993), a modified Safety Behavior Checklist (J. McFarlane & Parker,
1994), and a community resource use assessment. All in-person interviews were conducted
in private, in a room. To minimize participant burden, women could stop the interview at
any point with the option to continue the interview within a one- or two-day period, and
were offered a small meal after the interview. Follow-up post-intervention interviews were
conducted during the week when women were still in the hospital following delivery, and
were conducted in a private interview room or in their single hospital room. To eliminate
participant bias, the post-intervention interviewer was different from the pre-intervention
interviewer.

The CTS2 (M.A. Straus et al., 1996) was used to measure the type, frequency, and severity
of partner violence. It is comprised of 39 items with five scales that measure the magnitude
of physical assault (e.g., slapping, kicking, or beating), psychological aggression (e.g.,
yelling/screaming or threatening), injury (e.g., bruises or needing a doctor as a result of a
fight), sexual aggression (e.g., coercing or forcing a partner to have sex), and use of
negotiation (e.g., expressing opinions) to resolve conflict by partners. The 39 items in the
CTS2 are categorized as minor or severe within each scale. A description of items that are
included in the minor and severe categories for each scale is provided in the Conflict Tactics
Scale Handbook (Straus, Hamby, & Warren, 2003). Participants were asked to rate whether
a behavior had never occurred, occurred once, twice, 3-5, 6-10, 11-20, or more than 20
times in the past year, or had occurred, but not in the past year. Chronicity refers to the
frequency with which behaviors endorsed on the CTS2 have been reported by a respondent
over the course of the prior year (Straus et al., 2003). For this study, reliability of CTS2
scales as measured by Cronbach’s a were 0.84 (physical assault), 0.38 (injury), 0.75 (sexual
coercion), and 0.75 (psychological aggression). The CTS2 has the advantage of enhanced
content validity and reliability, increased clarity and specificity and additional items for the
psychological aggression scale (Straus et al., 1996). CTS2 has also been used among
Spanish-speaking participants (Bonomi, Holt, Thompson, & Martin, 2005; Connelly,
Newton, & Aarons, 2005).

The SF-36 was used to assess quality of life of the abused woman (Ware et al., 1993). This
survey consists of 36 items with one item measuring health transition, and 35 items
categorized within eight scales, including physical functioning, role limitation due to
physical and emotional health problems, bodily pain, general health, vitality, social
functioning, and mental health. Scores for items within each scale were summed and
transformed to a standardized range (0 to 100). Higher scale scores indicated better health-
related quality of life. The reliability (Cronbach’s a) of SF-36 scales in the present study are
as follow: 0.87 (physical functioning), 0.75 (role-physical), 0.76 (bodily pain), 0.63 (general
health), 0.63 (vitality), 0.83 (social functioning), 0.49 (role-emotional), and 0.78 (mental
health).

We used a modified Safety Behavior Checklist with 13 items that were culturally
appropriate to Peru. The original 15-item safety behavior survey was developed as part of
the March of Dimes protocol (J. McFarlane & Parker, 1994). The proportion of women who
adopted each safety behavior was calculated by dividing the number of women who adopted
the behavior by the number of women who indicated that the behavior was applicable to
them.
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We used a modified community resource use assessment (J. M. McFarlane et al., 2006) to
determine women’s use of seven different types of community resources to help end abuse.
These resources included agencies dealing with alcohol or drug treatment, battered women’s
groups, church or clergy, healthcare, legal services, police, or social services. Women were
asked if they used any of the resources in the past three months prior to the pre- and post-
intervention interviews.

Interventions

Standard care intervention—Women randomized to receive standard care received a
wallet-size referral card listing agencies that provide IPV services to abused women (e.g.,
legal, social services, and law enforcement). No counseling, advocacy, education or other
services were offered to women in this group at the pre-intervention interview. However,
they were provided the empowerment intervention, specifically supportive counseling and
education, and advice in the areas of safety, by a trained social worker at the conclusion of
the study during the sixth-week postpartum visit. This one-on-one counseling session
usually lasted about 30 minutes.

Empowerment intervention—In addition to receiving a referral card, women in the
empowerment intervention received supportive counseling and education, and advice in the
areas of safety by a trained social worker at the pre-intervention interview. This one-on-one
counseling session lasted about 30 minutes. Interviewers listened empathetically to the
women, and acknowledged their perceptions and feelings. Women were reminded that they
are not at fault for violent incidents, and that many women report experiences of abuse.
Interviewers also helped women understand the cycle of violence (Walker, 1979), and
reviewed components of the safety plan including behaviors indicated in the Safety
Behavior Checklist. For example, women were asked how they might secure and hide
money and important documents such as birth certificates. Interviewers also provided
suggestions on where to hide money or important documents, and helped women develop a
code to use with family and trusted friends to signal the need for assistance and/or to
mentally plan their escape when needed. Throughout the intervention session, women were
asked to appraise the safety of adopting each behavior to minimize any violence that may
result from the women’s participation in the study. Women were given a brochure with a 13-
item safety plan to reinforce safety behaviors that were discussed during the intervention
session. To make the safety plan brochure less conspicuous, other prenatal brochures on
topics such as breastfeeding or nutrition were also offered to the women. In addition to the
safety plan, the interviewers provided a list of community resources, such as emergency
shelter, legal aid, law enforcement, and counseling, and strategies for seeking help from
these resources. As part of the intervention, interviewers also offered to assist women with
telephone calls to social service agencies or women’s groups who could act as advocates for
abused women. At the conclusion of the empowerment intervention session, interviewers
helped women determine if it was safe for her to keep the safety plan brochure and the
referral card. In addition to the aforementioned protocol, each woman in the empowerment
training intervention received supportive care, validation of feelings, empathetic listening,
and information on what to expect when seeking help from legal resources, shelters, law
enforcement, or counseling services. Women were free to discuss the pros and cons of
leaving the abuser, reporting the abuser to law enforcement or applying for a protection
order.

Data analysis

Data was entered into EPI INFO (Version 3.3.2), and analyzed using Statistical Package for
Social Sciences (SPSS) (version 13.0, SPSS Inc., Chicago, IL, USA). Two sample t-tests

J Interpers Violence. Author manuscript; available in PMC 2013 August 12.



1duasnuey Joyiny vd-HIN 1duasnuey Joyiny vd-HIN

1duasnuey Joyiny vd-HIN

Cripe et al.

Results

Page 6

and chi-square tests of mean differences with 95% confidence interval were calculated to
compare the difference between the two intervention groups.

Women in the intervention and standard care groups did not differ with regards to age,
educational attainment, marital status, housing status, employment, and access to basic foods
and medical care (Table 1). More than 50% of participants were between 20 and 29 years of
age, had six or less years of education, unmarried, and unemployed. Women in both the
empowerment and standard care arms reported having limited access to basic foods and
medical care. Smoking during pregnancy is not a prevalent characteristic (less than 10%) in
this study sample. Less than one third of the participants indicated that they consumed any
alcoholic beverages during the index pregnancy. Of this sample of women, approximately
3% of those in the empowerment group indicated that they had used illicit drugs during the
index pregnancy (Table 1). Between 3% and 6% of women indicated that their partners used
illicit drugs, and between 30% and 40% of women indicated that their partners sometimes
consumed alcohol (Table 1).

Compared with women in the standard care group at baseline, women in the empowerment
group reported a slightly higher prevalence of minor physical assault (26.0% vs. 23.5%),
minor injury (13.2% vs. 10.8%), minor sexual coercion (16.7% vs. 10.3%), and severe
psychological aggression (42.2% vs. 39.2%). Women in the empowerment group had lower
severe injury (2.5% vs. 3.9%), and severe sexual coercion (6.9% vs. 10.3%) when compared
with women in the standard care group. Overall, severe psychological aggression was most
prevalent among women in this sample, followed by minor physical assault, minor sexual
coercion and minor injury (Table 2).

Women in the empowerment group (mean = 31.21, SD = 47.72) had greater mean chronicity
of severe sexual coercion when compared with women in the standard care group (mean =
18.05, SD = 32.83) (Table 3). However, there was no statistically significant difference
between women in the empowerment group and the standard care group in relation to mean
chronicity of physical assault, injury, sexual coercion, and psychological aggression in the
12 months prior to baseline interview.

Women in both groups had higher scores for physical functioning, role-physical and
emotional scales, bodily pain, vitality, and social functioning at the post-intervention
interview. Overall, there was no statistically significant difference in the mean difference of
frequency scores between baseline and post-intervention data among the two groups of
women (Table 4).

We examined change in the prevalence of women who adopted safety behaviors between the
pre- and post-intervention interviews. There was an increase in the number of women (1.8%
to 30.3%) who adopted safety behaviors for eight of the 13 behaviors in the intervention
arm. This was contrasted by an increase of 0.5% and 11.2% of women who adopted safety
behaviors in four of the 13 safety behaviors in the standard care arm (results not shown).
Compared with women in the standard care group, more women in the empowerment group
hid money (44.6% vs. 34.3%; p-value 0.144), established a code with family or friends
(19.6% vs. 16.2%; p-value=0.525), asked neighbors to call police if violence begins (6.9%
vs. 1.0%; p-value=0.065), had available bank account numbers (17.1% vs. 3.1%; p-
value=0.108), had available valuable jewelry (8.4% vs. 3.8%; p-value=0.330), and had
available a hidden bag with extra clothing (9.0% vs. 3.1%; p-value=0.135) at the post-
intervention interview (Table 5). However, these findings were not statistically significant.
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Both groups of women were more likely to seek help from the church and the police than
from other community resources (Table 6). There was no statistically significant difference
in the type of community resource accessed by the two groups of women at post-
intervention.

Discussion

This report is the first to our knowledge to pilot the use of an empowerment intervention that
includes a discussion of safety planning with abused pregnant women in Peru. This project
highlighted the feasibility of conducting an IPV intervention with follow-up among abused
Peruvian women. We documented good success in participation (95.7%) and follow-up
(92.7%) rates. Approximately 90% of the women in this study are of Mestizo race. This
distribution is representative of the distribution of racial groups in the Lima region. Thirteen
of the 16 women lost of follow-up were Mestizos. There is no differential in the race of
women lost to follow-up between the two study arms. Our study is limited by sample size
and duration of follow-up. Despite the lack of statistically significant findings, our study is
broadly in agreement with results of prior studies (J. McFarlane, Parker, Soeken, Silva, &
Reel, 1998; J. M. McFarlane et al., 2006) with regards to adoption of safety behaviors. We
do not have post-intervention abuse information, but several investigators have reported a
reduction in violence during the first postnatal year when an empowerment intervention was
offered to women during pregnancy (Parker et al., 1999; Tiwari et al., 2005).

There has only been a small number of intervention studies that have targeted pregnant
women. These interventions have ranged from providing abused women with a referral card
listing community resources to unlimited counseling and advocacy by mentors (J.
McFarlane & Gondolf, 1998; J. McFarlane et al., 2000; J. McFarlane & Wiist, 1997; J. M.
McFarlane et al., 2006; Tiwari et al., 2005). Use of intervention methods that include
supportive counseling, advocacy, and empowerment of women have been shown to be
effective in reducing violence, increasing the adoption of safety behavior and use of
community resources (J. McFarlane et al., 2000; J. M. McFarlane et al., 2006; Parker et al.,
1999; Tiwari et al., 2005). Other investigators (J. McFarlane et al., 2000; J. M. McFarlane et
al., 2006) have reported that just asking pregnant women about abuse may in and of itself be
the most effective intervention. This is because disclosure of abuse by women and the
corresponding validation of the women’s feelings helps women know that abuse is common
and that their feelings are valued.

The goal of empowering abused women, to help them gain better control of their lives can
be a means for reducing abuse. However, it is important to consider that abused women are
a heterogeneous group with differences in histories of oppression and family structure. As a
result, there is not one intervention plan that fits all. Kasturirangan (2008) reviewed the use
of empowerment in the context of violence intervention programs, and suggested that
empowerment needs to be viewed as a process and abused women at different stages in the
continuum of empowerment. Within the empowerment process, abused women should be
engaged in defining goals and actions. Goals and actions of the women should be shaped by
their own values that are rooted in individual personality and culture, and would depend on
the stage that they are at in the continuum of empowerment. Women, however, may need
counseling support in setting goals. When women have determined goals, they can then
identify appropriate and available resources needed to achieve those goals. Depending on
the type of goals, intervention programs may be able to offer further support by providing
transportation, childcare, counseling, shelter, or peer support groups. A critical characteristic
of violence intervention programs is that programs need to be flexible, value self-
determination of women and distributive justice (Kasturirangan, 2008). Future studies may
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explore further the use of empowerment training for different forms of IPV and the types of
interventions that would be appropriate for men who are perpetrators of IPV in Peru.

We acknowledge that while providing abused women with 30-minute counseling and case
management, such as that used in this study is very beneficial, it may not be a feasible
option in a resource-limited setting that has high IPV risk like Lima. Building the physical
infrastructure and human capacity to provide abused women with intensive case-
management are likely to be daunting tasks. Based on our experiences working with abused
women in Lima, Peru, we expect that a combination of intervention methods that include
screening, counseling and advocacy by both healthcare professionals and community
outreach workers may empower abused women to seek help and subsequently, reduce IPV
in Peru. There needs to be concerted efforts by both public and private organizations to
collaborate and pool resources to reduce IPV in Peru. In addition, laws and policies related
to IPV that are in place, have not been fully implemented and enforced (Sagot, 2005). An
important initial step would be to implement and evaluate existing policies related to IPV;
enforced laws designed to protect abused women; as well as design, monitor and evaluate
IPV intervention programs for their efficacy in meeting the needs of affected women and
family members.

Results from this study differed from those reported of abused Chinese women in Hong
Kong (Tiwari et al., 2005). Tiwari et al. (2005) found that the abused women who received
the empowerment intervention had improved emotional and physical well-being (role-
physical and role-emotional in the SF-36). One difference that was noted in the Hong Kong
study was the use empathetic understanding in addition to the empowerment model. The use
of empathetic understanding proved to be effective in helping women who experienced
psychological abuse. In addition, we did not assess depression as an independent
psychological outcome in this study. Although women in Hong Kong and Peru experience a
high prevalence of psychological abuse (Perales et al., 2009; Tiwari et al., 2005), we expect
that there would be differences in exposure to and coping mechanisms of psychologic stress,
and types and extent of social support in these two study populations, thus leading to
different outcomes.

Several studies have documented an increase in the adoption of safety behaviors following
an intervention that discussed safety behaviors (J. McFarlane et al., 2004; Parker et al.,
1999). Even though there was no statistically significant difference in the adoption of safety
behavior between the two groups of women, there was a general trend of greater numbers of
women in the intervention arm adopting safety behaviors. All the safety behaviors required
planning and forethought. Abused women may not have thought of these actions as safety
behavior. But, a discussion of these behaviors may have prompted the women to consider
how adopting these behaviors may affect their safety, and the benefit of adopting such
actions.

Community resource use during the three months prior to pre-intervention and post-
intervention interviews was low in this study. The absence of a distinct difference in the use
of community groups between the two arms may be attributed to the fact that both groups
were offered a referral card that listed several organizations that provide services to abused
women in Lima. Despite devastating effects of abuse on women’s lives, studies suggest that
many women do not seek help (Du Mont, Forte, Cohen, Hyman, & Romans, 2005; Henning
& Klesges, 2002). A cross-sectional survey on lifetime and during pregnancy abuse in Lima,
Peru, found that abused women do not seek help. Some prominent reasons include the
acceptance of violence as a way of life and the presence of fear of retaliation from the
perpetrator (unpublished results). These attitudes are consistent with findings by Garcia-
Moreno et al. (2005). It is known that many individual, interpersonal and sociocultural
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factors along with severity of abuse influence women’s decision to seek help (Liang,
Goodman, Tummala-Narra, & Weintraub, 2005; J. McFarlane, Soeken, Reel, Parker, &
Silva, 1997). Some investigators found that abused women if they sought help, were more
likely to seek help from informal sources (e.g., relatives, friends, neighbors), rather than
formal sources (e.g., battered women organizations, police, legal aid) (Coker, Derrick,
Lumpkin, Aldrich, & Oldendick, 2000; West, Kantor, & Jasinski, 1998). In this study, we
only asked women if they used formal sources of help, and did not ask about informal
sources of help. Women in Peru who have sought help from formal sources have
experienced a lack of response from the police or found the justice system to be ineffective
(Sagot, 2005). Furthermore, domestic violence is often not deemed serious enough to
warrant punishment of perpetrators (Human Rights Watch, 2000). As a result, informal help
may be seen as a major source of assistance to abused women as well as a pathway to more
formal types of help from health, criminal justice, and social service system (Kaukinen,
2002). Alternatively, abused women may turn to formal services for help only when
informal contacts fail to provide the help needed (Dutton, 1996). It is important to realize
that even if abused women decided to seek help from formal sources, they must know that
services exist and perceive the services to be helpful. In addition, the services must be
accessible to them both in locality and cost. Little is known about abuse women’s help-
seeking behavior in Peru. More research needs to be conducted to understand abused
women’s perceived benefits of case management, and formal and informal community
resources.

We were not able to determine whether the lack of help-seeking behavior in this sample of
women was due to a decrease in abuse during pregnancy, or whether women simply lack the
physical and emotional capacity to deal with or respond to the abuse when pregnant. It may
be that a pregnant woman’s priority is to get through the pregnancy first, and then manage or
deal with the abuse after the birth of the infant, unless there was an immediate threat to her
life and that of the unborn child.

Results from this study must be interpreted within the context of several limitations. First, it
was not possible to assign abused women to a true no-treatment control group because it
would be unethical. Furthermore, results from past IPV intervention studies (cMFarlane et
al., 2004; J. McFarlane et al., 2000; Parker et al., 1999) indicate that simply asking pregnant
women about abuse and offering referral does increase her sensitivity to the topic, and often
motivates her to increase health-seeking behavior, which indirectly is an intervention in and
of itself. Second, we only conducted one post-intervention assessment with the participants
of this study. There might not have been sufficient time for women to consider and adopt
safety behaviors, or seek help between the first and the second interview. Future studies
should include a longer follow-up period during post-partum. In addition, we do not have
information on the severity of abuse during pregnancy, which could influence a woman’s
decision to adopt safety behaviors or seek help. Third, a common criticism of the CTS is that
it counts acts of violence, without accounting for the context in which the violence occurs
(M.A. Straus, 1990). In addition, the measurement relies on self-reports, which are subject to
recall errors. Fourth, one CTS2 scale (injury) and three SF-36 scales (general health, vitality
and role-emotional) had Cronbach’s a. <0.70. Thus, these scales are likely to have had low
internal consistency in this sample of Peruvian women. The SF-36 may not be the most
appropriate instrument to be used in this population. A quality of life instrument may
perhaps, be more appropriate. Fifth, the small sample size and single site may limit
generalizability of the findings. Future studies should consider using a larger and more
diverse population of pregnant women. Finally, the women’s current and former intimate
partners would have played a key role in the abusive relationship. However, they were not
included in this study. The reported outcomes only reflected the women’s efforts in reducing
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IPV without taking the partner’s actions into account. Future studies could also consider
including men in intervention programs.

Conclusions

This pilot project demonstrated the feasibility of conducting a follow-up intervention study
among abused women in Lima, Peru. Women in the empowerment training group tended to
adopt more safety behaviors when compared with women in the standard care group.
Although there were no statistically significant findings, our study is broadly in agreement
with results of prior empowerment intervention studies with regards to adoption of safety
behaviors (J. McFarlane et al., 1998; J. M. McFarlane et al., 2006). Asking pregnant women
about abuse and offering referral could potentially interrupt and prevent further IPV. We
expect that a combination of formal and informal network of resources and support may
help reduce IPV in Lima, Peru.
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Study Design
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