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Intimate Partner Violence, Smoking, and Pregnancy:
What Can We Do to Help?
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Exposure to intimate partner violence (IPV) during
pregnancy is an important cause of maternal morbidity

and mortality1 and adverse birth outcomes, including preterm
birth and low birth weight.2 The association between IPV and
small for gestational age (SGA) birth has been less clear and
may be attributable to other risk factors that co-occur with
IPV.2 To address this issue, Alhusen et al.3 examined whether
IPV in the year before or during pregnancy was related to
SGA birth in a large sample of U.S. mothers who delivered
neonates from 2004 to 2011. Adjusting for demographic and
obstetric factors, they found that IPV was related to greater
odds of SGA birth, but this association was attenuated after
further adjusting for perinatal smoking. Notably, women with
perinatal IPV were significantly more likely to smoke before
pregnancy and to continue smoking during pregnancy, sug-
gesting that smoking cessation may be more difficult for this
group of women.

In this study, IPV was based on exposure in the year before
or during pregnancy, and smoking was based on the 3 months
before pregnancy and the last 3 months of pregnancy, which
limits the ability to understand nuances about the timing and
chronicity of exposures. Furthermore, the authors did not
adjust for important potential confounding variables, in-
cluding co-occurring drug use and mental health disorders,
which are also associated with smoking and SGA birth. Al-
husen et al.3 analyzed exposure to physical IPV. However,
because of data limitations, they were unable to examine
sexual or emotional IPV, which are also associated with ad-
verse birth outcomes.2 Nevertheless, this study provides
provocative data indicating that increased risk for smoking
and continued smoking during pregnancy among women
experiencing IPV may mediate risk for SGA birth.

Women experiencing perinatal IPV represent a priority
population for tobacco control, and smoking cessation sup-
port for pregnant women with IPV may mitigate some of the
associated harms. However, as noted by Alhusen et al.3 if we
are committed to improving the health of both mothers and
their children, we need to do more than encourage women
with IPV to stop smoking during pregnancy.

Maternal IPV is a major health and safety issue that in-
creases morbidity, and is a leading contributor to preventable
deaths occurring during or within 1 year of pregnancy from
any cause.4 Furthermore, IPV is associated with substantial

healthcare costs for the mother and child.1,5,6 Healthcare
organizations are uniquely situated to identify IPV and it has
been demonstrated that healthcare interventions can increase
safety and improve outcomes.7 The U.S. Preventive Services
Task Force recommends routine IPV screening and coun-
seling among women of childbearing age,8 and IPV screening
and counseling are a core women’s preventive service as part
of the Affordable Care Act.9 Healthcare approaches to ad-
dressing IPV that are designed to engage the whole health-
care system and connect with patients at each step, rather than
only at the doctor office visit, can potentially markedly in-
crease IPV identification and improve patient health.10

Healthcare organizations can effectively implement IPV
screening and intervention as part of routine healthcare ser-
vices using a comprehensive coordinated systems model
approach with actionable quantitative and qualitative mea-
sures.11 Universal screening for IPV during pregnancy is a
first step enabling obstetricians to identify high risk women
and triage them for further risk assessment, continued sup-
port, wraparound services, and postpartum follow-up, on par
with services offered to other patients with high-risk preg-
nancies (e.g., diabetes or hypertension).

Resources to support the development of a robust system
of coordinated interventions are needed to address perinatal
IPV and commonly co-occurring issues, including substance
use and mental health problems. In particular, multifaceted
psychobehavioral counseling interventions and in-home
visitation programs have shown promise for reducing IPV,
including injury, and improving pregnancy outcomes and
postpartum mental health.12,13 Additional high-quality stud-
ies are needed to determine how we can best support these
women during the pre- and postpartum period. Finally, in
addition to treating perinatal tobacco use directly, we may
also improve women’s chances of quitting smoking by ap-
propriately and routinely inquiring about exposure to IPV,
providing trauma-informed care that includes education
about the impact of IPV on health and well-being, and con-
necting women with appropriate resources and referrals.
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