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Abstract

Background: Perinatal intimate partner violence (IPV) is common and has significant negative health outcomes
for mothers and infants. This study evaluated the effectiveness of an IPV intervention in reducing violence
among abused women in perinatal home visiting programs.
Materials and Methods: This assessor-blinded multisite randomized control trial of 239 women experiencing
perinatal IPV was conducted from 2006 to 2012 in U.S. urban and rural settings. The Domestic Violence Enhanced
Home Visitation Program (DOVE) intervention group (n = 124) received a structured abuse assessment and six home
visitor-delivered empowerment sessions integrated into home visits. All participants were screened for IPV and
referred appropriately. IPV was measured by the Conflicts Tactics Scale2 at baseline through 24 months postpartum.
Results: There was a significant decrease in IPV over time (F = 114.23; p < 0.001) from baseline to 1, 3, 6, 12,
18, and 24 months postpartum (all p < 0.001). Additional models examining change in IPV from baseline
indicated a significant treatment effect (F = 6.45; p < 0.01). Women in the DOVE treatment group reported a
larger mean decrease in IPV scores from baseline compared to women in the usual care group (mean decline
40.82 vs. 35.87). All models accounted for age and maternal depression as covariates.
Conclusions: The DOVE intervention was effective in decreasing IPV and is brief, thereby facilitating its
incorporation within well-woman and well-child care visits, as well as home visiting programs, while satisfying
recommendations set forth in the Affordable Care Act for IPV screening and brief counseling.
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Introduction

Perinatal intimate partner violence (IPV), defined
here as IPV occurring in the year before, during, or the

year after birth,1 is a pervasive public health problem with
prevalence estimates between 1% and 28% globally.2,3 The
U.S. 2000–2003 PRAMS data demonstrated a prevalence of
IPV during pregnancy of 3.9%. However, there are well-
established risk factors associated with a higher prevalence of
perinatal IPV, including young age, single relationship status,
and poverty.4–6 Indeed, studies conducted among samples of
low-income predominantly single women have noted that
up to 30% of women experienced IPV during the perinatal
period.7–9

IPV during pregnancy confers considerable risk to the phys-
ical and mental health of women,4,10,11 including an increased

risk of homicide and suicide.12,13 The impact of IPV also
extends to the health of abused women’s children, including
adverse neonatal outcomes (e.g., low birth weight, small for
gestational age, preterm birth).8,14–16

Yet, there are few evidence-based interventions for women
experiencing IPV.17 Passage of the Affordable Health Care
Act (ACA) of 2010,18 with subsequent creation of the Ma-
ternal, Infant, and Early Childhood Home Visiting program
(MIECHV), marks an unprecedented fiscal commitment
to improving health outcomes for at-risk families. A key
benchmark is the reduction of violence. To realize this bench-
mark, it is essential that home visitors are equipped with the
knowledge, skills, and evidence-based interventions to best
serve these families.

The objective of this study was to determine the effective-
ness of the Domestic Violence Enhanced Home Visitation
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Program (DOVE) IPV intervention in reducing violence for
women experiencing current violence or violence in the year
before pregnancy, using community health nurse prenatal/
postpartum home visitation by random assignment to the
DOVE intervention or usual IPV care.

The conceptual model guiding the DOVE intervention
used Dutton’s empowerment model19 as the basis for the
educational intervention delivered by home visitors. The
empowerment model believes that violence against women
is one facet of a syndrome of coercive control by the abuser;
therefore, the empowerment intervention seeks to increase
the woman’s independence and control. This article pres-
ents findings for the primary trial outcome, which was to
decrease reported perinatal IPV.

Materials and Methods

The DOVE was a multisite trial conducted from 2006 to
2012. Participant recruitment occurred between January
2007 and December 2011. Data analyses were conducted
during 2012–2014. Approval was obtained by the institu-
tional review board of participating academic institutions and
all other participating agencies. A Certificate of Confidentiality
was obtained from the National Institutes of Health.

Setting and study participants

Women were recruited from several different models of
prenatal home visiting programs. The goal of the study was to
test whether integrating a structured IPV intervention, DOVE,
into a home visiting program, regardless of model, would in-
crease the safety in perinatal women experiencing violence. All
home visiting programs have an essential component of com-
munity health nursing practice to improve health outcomes for

families (parents or children), but screening and intervening
with women experiencing violence have not historically been
integrated into the different models.

All home visiting programs target low-income, high-risk
mothers such as single young mothers or families with low
birth weight or preterm infants who are presumed to be at
highest risk for poor physical and behavioral child outcomes.
Visitation usually occurs prenatally through the first 2 years
of the child’s life.20

All women received the usual care (UC) of the home
visiting program, which on an average included 4–6 visits
prenatally and 6–12 visits up to 2 years postpartum. One
urban health department on the East Coast and 13 home
visiting agencies located in rural areas in the Midwest were
used for recruitment and were equivalent in characteristics
(Table 1). The rationale for including both populations was to
determine if the DOVE intervention would be feasible and
effective in both settings using home visiting programs.

English-speaking pregnant women aged 14 years or older,
low income (i.e., Medicaid eligible), less than 32 weeks
gestation, experiencing perinatal IPV by a current or past
partner, and enrolled in a perinatal home visiting program of
a participating agency were eligible for study participation.
Perinatal home visiting programs generally recruited families
based on their home visitors’ case load and usually followed
infants through 12 months of age. The Abuse Assessment
Scale (AAS)21 and the Women’s Experience in Battering
(WEB) scale22 were used by the research team to screen all
women for perinatal IPV (physical, sexual, and/or severe
psychological abuse). Both screening instruments are widely
used and psychometrically sound.23 Women who screened
positive for perinatal IPV on either instrument were eligible
to participate.

Table 1. Home Visiting Program Characteristics

Site
Home visiting

program
Number of

home visitors
Educational level
of home visitors

No. of women
participating

Rural site A/Usual care Promising program 2 Licensed personnel 28
Rural site B/Usual care Promising program 6 Unlicensed personnel 16
Rural site C/Usual care Promising program 8 Licensed and unlicensed

personnel
10

Rural site D/Usual care Promising program 7 Licensed and unlicensed
personnel

10

Rural site E/Usual care Promising program 2 Licensed and unlicensed
personnel

1

Rural site F/Usual care Promising program 3 Licensed and unlicensed
personnel

4

Rural site G/DOVE Promising program 8 Licensed and unlicensed
personnel

34

Rural site H/DOVEa Promising program 3 Unlicensed personnel 0
Rural site I/DOVE Promising program 2 Unlicensed personnel 0
Rural site J/DOVE Promising program 9 Licensed and unlicensed

personnel
14

Rural site K/DOVE Phelps Promising program 4 Licensed and unlicensed
personnel

5

Rural site L/DOVE Moberly Promising program 5 Unlicensed personnel 7
Rural site M/DOVE Cape Evidenced based 4 Licensed personnel 18
Urban site Promising program 10 Licensed personnel 92 (45 DOVE;

47 Control)

aSite lost their state contract right after study began.
DOVE, Domestic Violence Enhanced Home Visitation Program.
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Sample size

The sample size was determined a priori using existing
published intervention research on violence against pregnant
women available at the time of study design24 demonstrating
moderate effect sizes (r = 0.50) for changes in violence after
12 and 18 months, respectively. A priori power calculations
demonstrated ample power (‡0.80) with 40 participants per
intervention and 40 for UC from each site (N = 160). These
power calculations included a design effect calculation25 to
anticipate mixed-effects modeling with random effects to
account for the nested design and baseline covariates. Thus,
our final sample of 239 participants possessed sufficient
power to detect potential hypothesized effects and allowed
for attrition.

Randomization and blinding

Randomization procedures varied by site. At the urban
health department site, participants were randomized using
computer-generated number assignments in blocks. Eligible
participants were enrolled by the study’s research nurses and
assigned to DOVE versus UC according to the next random
number assignment. In the rural sites, there were 13 rural health
agencies that participated. Cluster randomization was used to
assign seven health agencies to deliver the DOVE intervention
and six health agencies were designated as UC. Cluster ran-
domization was necessary in the rural sites because each health
agency was small enough that intervention drift was a plausible
threat if women were the unit of randomization. The data
managers, database development team, and statistical analysis
team members were blinded to group assignment.

Intervention

DOVE is a structured brochure-based IPV empowerment
intervention based on the March of Dimes Protocol for
Prevention of Battering during pregnancy and adaptations
successfully used in other research studies. DOVE was de-
veloped to be integrated within home visiting programs.21,26

The DOVE intervention was delivered six times within reg-
ularly scheduled home visits, three sessions occurring during
pregnancy and three during the postpartum period. DOVE
sessions began after baseline data collection. Each session
lasted *15–25 minutes and was integrated into the partici-
pating agency’s routine home visits.

Home visitors delivering the DOVE intervention ranged
from baccalaureate prepared nurses to community health
workers supervised by nurses. Each intervention session in-
cluded the home visitor reviewing the DOVE brochure that
contained information addressing the cycle of violence, the
Danger Assessment27 that assessed risk factors of homicide,
choices available to the woman, safety planning information
tailored to the context and level of danger, and IPV resources
specific to each community, as well as national hotline in-
formation.28 The DOVE intervention focused on providing
information and emphasized available options to each wo-
man who supported her autonomy in decision-making.

While the intervention was brochure based and structured, it
was not prescriptive; rather, home visitors discussed each
woman’s individual experiences and tailored the intervention to
her expressed needs and level of danger at each visit. This pro-
cess of intervention delivery empowered the women, enabling

them to share their stories and make choices or decisions based
upon their own priorities,19,28 using a brochure allowed for
consistency of the intervention between sites and home visitors.

Women randomized to UC received the standard home
visiting protocol for assessment and referral for perinatal IPV
during the first home visit. During subsequent scheduled
visits, the UC protocol included a discussion of perinatal IPV
only if there was an indication of it occurring or if a woman
raised a concern about it.

Intervention training

Study protocols were implemented following training
sessions for home visitors in all participating agencies; these
sessions were led by the co-Principal Investigators. The first
4-hour training session was for all home visitors and included
information about IPV, perinatal IPV and health outcomes,
and the importance of screening and intervening in perinatal
IPV. The second 4-hour training session was for home visi-
tors who implemented the DOVE intervention and study
protocol. The second session reviewed information specific
to the research protocol, including the use of the screening
and assessment instruments, delivering the brochure-based
DOVE intervention, developing individualized safety plans
for each study participant, and appropriate documentation of
the DOVE intervention, as well as other pertinent informa-
tion about the visit.

In addition, through the use of role playing, all home visitors
who implemented the DOVE intervention as well as the re-
search data collectors received safety protocol training. This
training included how to respond to an abuser who came home
during the visit (e.g., how to safely include the abuser during
the home visit, how to safely conclude the visit if necessary).

Fidelity monitoring

Several measures were included to ensure standardization
of DOVE intervention delivery, including the following: (1)
annual booster training sessions for home visitors; (2) vi-
deotaping of the initial training session to use for subsequent
home visitor trainings; and (3) intervention documentation
forms completed by home visitors were reviewed by a nurse
researcher with expertise in IPV interventions, as well as the
co-Principal Investigators (PWS and LFB), who evaluated
protocol adherence. Any deviations from study protocol were
addressed with the individual home visitors. Finally, the co-
PIs met with the home visiting program supervisors for each
intervention site regularly during the 5-year study and ad-
dressed any issue with study implementation.

Study instruments

In addition to the AAS21 to screen for physical and sexual
abuse and the WEB scale22 to detect severe psychological
abuse with scores above a normed cutoff, the following in-
struments were used for major outcome data collection,
which occurred at baseline and within 1, 3, 6, 12, 18, and 24
months after delivery.

The Conflict Tactics Scale 2 (CTS2)29 was used to measure
IPV. The CTS2 assessed abused women’s partners’ use of a
variety of violent behaviors. The instrument has five sub-
scales (i.e., Negotiation, Psychological Aggression, Physical
Assault, Sexual Coercion, and Injury). The total score for this
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study consisted of summed items from all subscales except
negotiation, as those 6 items measure nonaggressive acts
used to settle disagreements. Cronbach’s alpha demonstrated
adequate reliability with coefficients ranging from 0.90 to
0.94 for all study time points. At baseline, women were asked
about acts in the past year; subsequent data collection time
points asked if these acts had occurred since the previous data
collection time point.

The Edinburgh Postnatal Depression Scale (EPDS), a 10-
item scale, was used to measure depressive symptomatology
in the perinatal period.30 Reliability and validity have been
reported in multiple studies during the perinatal period.31

Cronbach’s alpha at each time point demonstrated adequate
reliability with values ranging from 0.85 to 0.89.

All data were collected by research nurses who were not
associated with delivering the DOVE intervention. There
were no changes to study outcome measures after the trial
commenced.

Statistical methods

Preliminary analyses examined sociodemographic vari-
ables and key study variables of interest, which determined
distribution of data, detected potential outliers and collin-
earity among variables, as well as described the location and
percent of missing data. Missing data (described in detail
below) were addressed using multiple imputation procedures,
producing 100 fully imputed datasets used in all hypothesis-
testing models. Multiple imputation procedures have been
demonstrated as a robust method for handling missing data by
producing unbiased estimates and enhancing power.32

Success of randomization procedures was determined by
comparison of sociodemographic variables across site (rural
vs. urban) and intervention groups using t-tests and chi-
square analyses for continuous and categorical variables,
respectively. Unadjusted comparisons across intervention
groups examined mean violence scores at each time point
using independent sample t-tests.

Intervention effectiveness was examined using intention-
to-treat analyses and mixed-effects linear regression models.
Site (urban/rural) was modeled as a random effect, while
treatment and time were modeled as fixed effects. Both main
effects and interaction terms were tested for treatment and
time. Prior research provided evidence that younger age and
maternal depression were significant correlates with IPV, and
thus age and baseline maternal depression were modeled as
additional fixed effects.33 The number of sessions delivered to
each woman, as a measure of dose, and intervention fidelity
monitors (e.g., fluctuations in setting, delivery of intervention)
were examined as additional covariates in subsequent models.

Preliminary analyses demonstrated IPV change over time to
be nonlinear for this study and thus time was modeled as a
quadratic effect. The quadratic nature of the change in CTS2
scores over time demonstrated a salient change from baseline,
but minimal change between subsequent time points (Fig. 2A).
Accordingly, two main outcome variables of interest were
examined. Initial mixed-effects models examined continuous
CTS2 scores (change of violence over time) as the primary
IPV outcome variable of interest. Subsequent models exam-
ined change from baseline (as a difference score) as the second
IPV outcome variable of interest. All analyses were com-
pleted using SPSS 22.0 with the significance level set at

0.05 for main analyses and 0.01 for analyses with multiple
comparisons. The unit of analysis was the individual.

Results

Participating agencies referred 689 women, and 352
women were ineligible due to gestational age >31 weeks or
no IPV (Fig. 1). Of the 337 eligible women, 64 women re-
fused the study, the majority at both sites refusing due to lack
of time or a preference to maintain privacy regarding their
IPV status. In addition, 34 women were unable to be located.
Thus, 239 women were randomized to DOVE (n = 124) or
UC (n = 115) and completed the baseline assessment. A
proportion (22.6%) of women did not have a chance to
complete their 18- or 24-month assessments due to recruit-
ment being extended beyond the initial time frame and the
inability of employing staff to complete all data collection
time points. These women (n = 33 urban; n = 21 rural) were
compared to the larger group as well as other women who did
not complete all study measures. No significant differences
across groups were found on baseline study variables of in-
terest (all p > 0.05).

The demographic characteristics of the women according to
study group are shown in Table 2. Comparisons across location
and intervention group demonstrated minimal differences in
baseline demographics, which suggested that randomization
was successful. There were significant differences across lo-
cation for race, with the urban site enrolling a higher percentage
of African American women (86%) compared to the rural site
(23%; p < 0.001), which approximated the racial proportions in
the two geographic regions. There were no statistically sig-
nificant sociodemographic differences within sites across the
intervention group. The entire sample was Medicaid eligible, a
requirement to receive home visiting services.

Preliminary analyses and missing data

Preliminary analyses found all study variables (violence as
measured by the CTS2 and depressive symptomatology as
measured by the EPDS) to be within expected ranges and
detected no outliers or collinearity. Maternal depressive
symptomatology did not differ across intervention groups at
any time point across the study (all p > 0.05). For the overall
study, retention rates ranged from 70% to 90% between each
time point,34 with missing data for the study constructs herein
ranging from 9% to 30% across all time points, almost en-
tirely due to attrition. Missing data analyses demonstrated
that higher proportions of rural women remained in the study
than those from urban locations at three time points (3 months
w2 = 3.95, p < 0.05; 18 months w2 = 5.33, p < 0.05; and 24
months w2 = 10.66, p < 0.01).

Additional missing data comparisons demonstrated sig-
nificantly higher mean physical abuse scores for women who
did not remain in the study at 6 months (t = 2.02, p < 0.05) and
a similar although nonsignificant difference at 12 months
(t = 1.74, p < 0 .10). Women who remained in the study were
also less likely to have the father of the baby in the house at 3
months (w2 = 4.12, p < 0.05) with nonsignificant trends of the
same at 1 and 6 months.

Additional comparisons between women remaining at 24
months and those who dropped out were not significantly
different. Missing data analyses demonstrated that the as-
sumptions for multiple imputation (missing completely at
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random or missing based on variables included in the study;
MCAR, MAR) were met for this study and thus multiple
imputation procedures provided an acceptable method for
reducing bias in hypothesis testing models.35

Outcomes and estimation

Examining continuous CTS2 scores as the outcome dem-
onstrated no significant treatment effects (main effect nor
interaction), but a significant quadratic time effect (F = 114.23;
p < 0.001; Fig. 2A). Post hoc pairwise comparisons with

Bonferroni correction demonstrated significant differences
in mean IPV scores over time from baseline to each of the
1, 3, 6, 12, 18, and 24 month postpartum time points (all
p < 0.001). To examine whether the change from baseline
differed by intervention group, IPV change from baseline
was examined as an outcome new model. In this second
model, results demonstrated a significant treatment effect
(F = 6.45; p < 0.01; Fig. 2B) such that women in the DOVE
intervention group reported a larger mean decrease in IPV
scores from baseline with an estimated marginal mean de-
cline of 40.82 compared to 35.87 for women in the UC

FIG. 1. The study enrollment flow diagram for rural and urban recruitment sites.

THE DOVE RANDOMIZED CLINICAL TRIAL 1133



group. The random effect for site was not statistically sig-
nificant in either model ( p > 0.05), but remained to account
for variation by location.

Dose and intervention fidelity monitor variables were not
salient in intervention effect models and thus were excluded

from final analyses. Presence versus absence of the father of
the baby in the house was examined as an additional covariate
due to results from missing data analyses. Results did not
change with inclusion of this additional covariate and thus the
variable did not remain in final models for parsimony. No
adverse events, such as IPV-related deaths, were reported.

Discussion

Our results showed a significant decrease in violence using
the structured IPV/DOVE intervention in a real-world clini-
cal trial that integrated a perinatal IPV protocol of screening
and intervening into several existing home visiting models.
The DOVE study was a pragmatic trial in which study par-
ticipants were not different than women typically enrolled in
home visiting programs with regard to sociodemographic
characteristics and other vulnerabilities.

Although IPV decreased over time for participants in both
groups, a larger and statistically significant decrease was
demonstrated for women in the DOVE intervention group. It
could be that the study enrollment and data collection pro-
cedures functioned as an intervention itself. Home visitors in
both study arms were taught how to appropriately screen for
IPV and how to coordinate necessary referrals. Thus, all
women received basic IPV referral information.

Findings from the Hawaii Healthy Start Home visitation
program demonstrated similar effects, wherein IPV de-
creased when home visitors were taught to be alert for IPV
and to provide referrals, but the home visitors said they felt ill
equipped to effectively intervene with IPV.36 Other clinical
trials of IPV interventions, such as the SHARE trial,37 have
found similar results; that is, the ethical obligation of pro-
viding abused women with referral information provided at
least some intervention. Furthermore, continued assessment
for IPV during data collection may have heightened women’s
motivation to address their concerns.

The DOVE study adds to the evidence supporting em-
powerment interventions for abused pregnant women and can
be used for those home visiting programs receiving MIECHV
funds allocated in the ACA. Considering the findings of a
recent meta-analysis38 that did not demonstrate improved
outcomes for women who were screened for IPV, DOVE is
one of the few IPV interventions39 that has demonstrated

Table 2. Baseline Demographic

Characteristics of Participants

Characteristic

DOVE
intervention,

n = 124
Usual care,

n = 115
pn (%) n (%)

Race
African American 43.5 (54) 51.3 (59) 0.49
White non-Hispanic 44.4 (55) 40.0 (46)
Other 11.3 (14) 8.7 (10)
Missing 0.8 (1) 0.0 (0)

Marital status
Single 51.6 (64) 48.7 (56) 0.14
Partnered, not married 24.2 (30) 26.1 (30)
Married 14.5 (18) 7.8 (9)
Other (divorced,

widowed)
8.9 (11) 16.5 (19)

Missing 0.8 (1) 0.9 (1)

Employment status
Full time 12.1 (15) 12.2 (14) 0.17
Part time 11.3 (14) 20.9 (24)
Unemployed 70.2 (87) 65.2 (75)
Other (homemaker,

training)a
5.6 (7) 1.7 (2)

Missing 0.8 (1) 0.0 (0)

Education level
<HS 39.5 (49) 40.0 (46) 0.84
HS graduate/GED 25.8 (32) 23.5 (27)
Some college/trade

school
23.4 (29) 21.7 (25)

College/trade school
graduate

8.9 (11) 12.2 (14)

Missing 2.4 (3) 2.6 (3)
Age, mean (SD) 24.3 (5.6) 23.4 (5.4) 0.18

aDue to low cell numbers, the ‘‘other’’ category was not included
in the chi-square analysis.

HS, high school; GED, General Education Diploma.

IPV change over time – Continuous Outcome IPV change from baseline
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efficacy. The home visitors who implemented the DOVE
protocol had established relationships with women, which
facilitated the provision of support, critical to any empow-
erment intervention. The DOVE protocol was integral in
helping women use tailored safety strategies for themselves
and their children.

Evidence-based IPV assessment and intervention that is
easily implemented can greatly impact the outcomes perinatal
home visiting programs seek to achieve, such as improved
maternal and child health outcomes. One of the most widely
known evidence-based programs, Olds’ Nurse Family Part-
nership program, was less effective at decreasing child abuse
in homes where the mother experienced more frequent inci-
dents of abuse.40 Although a variety of home visiting programs
have demonstrated improvement in maternal and child out-
comes to some degree,41 the DOVE intervention provides a
promising adjunct for any home visitation program.

Perhaps one of the most important aspects of this low-cost
intervention is that it provided an avenue for the home visitor
and the woman to discuss the IPV occurring in the home. It
empowered women with strategies to increase their safety as
well as the safety of their children and enabled them to leave
the relationship safely when they deemed it appropriate.
While most studies have not followed abused women over
time,38 one of the distinguishing features of our study is that
we followed participants from pregnancy through 24 months
postpartum. Because of this long follow-up, we provide ev-
idence of long-term decreased IPV.

These findings should encourage researchers and health-
care providers to use the many opportunities for women to
receive IPV interventions, including during preconception,
prenatal, postpartum, and well-child visits. Findings also
suggest that researchers should include long follow-up peri-
ods to examine efficacy of IPV interventions as decreasing or
ending IPV is a complex process that takes time.

Our findings also demonstrated that the DOVE interven-
tion can be integrated into evidence-based and promising
perinatal home visiting programs. The study tested the
DOVE intervention in the Nurse–Family Partnership pro-
gram as well as several promising programs in both urban and
rural settings, serving diverse populations. Importantly, the
DOVE intervention benefits were realized regardless of the
type of program or demographic characteristics of agency
personnel, including educational background and profes-
sional roles of the home visitors who delivered the DOVE
protocol.

Limitations

There were several limitations to the study. First, there was
an 18.8% refusal rate, which might be related, in part, to a
portion of more severely abused women not wanting an in-
tervention delivered in their home. Anecdotally, we know
that some abused women eligible for study participation did
not want their home visitor to know about the abuse. It is hard
to know what bias this may have introduced into the results,
however, we did not find significant differences by inter-
vention group for physical abuse scores ( p = 0.93) or women
who reported having the father of the baby in the home versus
not ( p = 0.58). In the most comparable trial, there was a 16%
refusal rate suggesting that the refusal rate for this study was
not unusual for this population.41

There was also substantial attrition from both groups with
the greatest attrition occurring at the 18- and 24-month time
points (Fig. 1). In consideration of this, multiple imputation
was conducted given its acceptance as the most robust
method for handling missing data in a longitudinal study such
as this. It has been shown to mitigate the risk of bias that
would otherwise be associated with study results using list
wise or complete case analyses.35 Examination of the results
demonstrates that removal of 18- and 24-month time points
(data not shown) do not change substantive findings, pro-
viding further support for study results.

Although substantive study results were not affected, at-
tention must be given to the fact that women were less likely
to remain in the study if they experienced higher levels of
physical abuse, but were more likely to remain if the father of
the baby was not in the home. This suggests that more severe
abusers, who were most often the father of the baby, may
have discouraged the woman from remaining in the study or
staying in the home visitation program. More severely abused
women may have dropped out of the study because they
feared for their safety or the safety of their unborn children or
other children in the home. This is a reality for severely
abused women. However, it does not negate the findings that
DOVE was effective in reducing violence in women with
lower levels of violence, thus potentially preventing the vi-
olence from becoming more severe and perhaps progressing
to its most severe outcome, maternal death from homicide.

These findings emphasize the need for incorporation of an
intervention such as DOVE into home visitation. The DOVE
intervention, which includes the Danger Assessment, is
critical in identifying women at highest risk for danger.
Women at highest risk for danger may benefit from additional
safeguards, which were not examined in this study, but are an
important area for further research. Potentially, women who
experienced higher levels of IPV may not have been able to
end the relationship, or continue the study, out of fear for their
safety or the safety of their children. This was demonstrated
in our missing data analyses, wherein women who did not
remain in the study after 6 months reported higher physical
abuse scores. Even if they were not able to complete all
sessions of the DOVE intervention, women received infor-
mation tailored to their situation that may have facilitated
their making changes that decreased their risk for further IPV
victimization.

An additional concern was whether women in the inter-
vention group were more likely to report IPV to the research
nurses as a result of the intervention experience. We did not
see this as a plausible threat to our study conclusions given
that women in both groups reported similar levels of violence
and the mean difference between groups, although clinically
important and statistically significant, was relatively small.
This suggests that there may not have been a reporting bias
introduced into the study. As an additional examination of
this potential threat, we examined reporting of maternal de-
pression across study intervention groups. Mean levels of the
maternal depression study covariate did not differ across
intervention groups at any point in time across the study (all
p > 0.05).

Finally, while culturally acceptable with diverse popula-
tions, the DOVE intervention cannot be generalized to non-
English speaking women or home visitors. Nonetheless, this
study provides support of an evidence-based intervention to
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decrease women’s exposure to IPV in rural Caucasian wo-
men and urban African American women. Importantly, this
intervention can be incorporated into home visiting programs
serving these populations.

The results found in this trial also have important policy
implications. The number one reason for maternal mortality
in the entire state of Maryland and all the urban cities where it
has been examined is IPV homicide, and the most important
risk factor for IPV homicide is prior DV.12,42 Women in the
DOVE intervention group reported a larger mean decrease in
IPV scores from baseline (40.82) compared to women in the
UC group (35.87). Although this is a small difference (mean
of 4.95), it is both statistically ( p < 0.01) and clinically sig-
nificant. The CTS2 is scored using a frequency scale of 1
(once), 2 (twice), 3 (3–5 times), 4 (6–10 times), 5 (11–20
times), or 6 (more than 20 times).29

Thus, the average five-point reduction would be equivalent
to, for example, a reduction in frequency of a violent act such
as punching or slapping or slamming against a wall or
choking in some combination from 20 or more times down to
once or 0. This kind of reduction in abusive incidents and the
resulting reduction in physical and mental trauma is impor-
tant to any abused woman who is carefully calibrating the
pros and cons of keeping her relationship and her baby’s
relationship with its father, the chances of continued im-
provement in her safety versus that the abuse will continue or
get worse.

Follow-up studies with recruitment and retention strate-
gies to obtain larger samples will help to determine if the
difference between intervention groups might be larger than
reported herein. Results support DOVE as an evidence-
based program that meets policy guidelines for delivering
evidence-based interventions during home visits. Recently,
MIECHV legislation has mandated home visiting as a pri-
mary service delivery strategy for improving maternal, in-
fant, and child health outcomes in at-risk families.18 DOVE
can be implemented to address IPV, while realizing
MIECHV program aims. In addition, these results help to
support the case for universal screening for IPV of all
pregnant women.43 Only if abused pregnant women are
identified as such can DOVE or other DV interventions44 be
implemented.

Conclusion

The DOVE intervention was completed at 3 months
postpartum, yet the effects were sustained through 24 months
postpartum with a reduction in violence. Although attrition
reduced the number of participants at 18 and 24 months, the
sustained reduction of IPV was significant using robust
missing data analyses. Therefore, findings provide evidence
that a structured IPV intervention such as DOVE, with sup-
port from participating home visiting agencies, can be in-
corporated into the content of existing perinatal home visiting
programs, ultimately improving the health and safety of
women and children. Home visiting programs aiming for the
best maternal and child outcomes can implement universal
screening for perinatal IPV and this evidence-based DOVE
intervention used to mitigate the effects of IPV during the
perinatal period.

Certainly, IPV presents many challenges to providers
working with at-risk families. Continuity of care in a wom-

an’s home may allow for more reliable disclosure of IPV
during screening as well as more effective opportunities to
intervene in ways that equip women for long-term safety. An
important goal of Healthy People 2020 is to improve peri-
natal health in an effort to decrease infant mortality.45

Similarly, the World Health Organization recommendations
for responding to IPV and sexual violence against women
include the delivery of interventions addressing IPV in an-
tenatal care.3 Findings from our study support the DOVE
intervention as an important component in realizing these
critical goals and recommendations.
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