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More than a decade ago, the surgeon
general called for routine assessment of
abuse of pregnant women.' Healthy People
2000: Midcourse Review and 1995 Revisions
called for the training of health care profes-
sionals to address the needs ofvictims ofvio-
lence.2 Public health officials recommend
that standard protocols be implemented in
health care settings in the belief that "early
identification, supportive education, effective
referral, and ongoing support and follow-up
for abused women at primary care sites could
eventually reduce the prevalence of abusive
injury by up to 75%."3

The American College of Obstetricians
and Gynecologists4'5 has emphasized the
existence ofpartner violence and the need for
routine assessment ofall women.6 The Amer-
ican College of Nurse-Midwives promotes
screening for all women presenting for mid-
wifery care.7 The position of the American
Academy of Family Physicians is that family
physicians must be able to recognize and
know how to treat family violence.8 The
Council on Scientific Affairs ofthe American
Medical Association9 lists 4 steps to increase
detection of abuse among female patients,
beginning with routine assessment docu-
mented in the medical record. Specific proto-
cols for intervening in cases of abuse during
pregnancyl' and for identification, assess-
ment, and intervention in health care set-
tings" have been published.

In contrast to official recommendations,
studies show that abuse assessment is not
routine 12,13 assessment protocols are not
common in emergency departments,'4 and
documentation of abuse assessment in the
maternity medical records of public health
clinics is low.'5 A few studies have examined
the extent to which abuse assessment has
been incorporated routinely into primary care
settings. One study found that 26% offemale
and 19% ofmale obstetricians and gynecolo-
gists screen for abuse.16 A survey of patients
and physicians in a variety of primary care

settings showed that most primary care
physicians never inquired at a patient's initial
or annual visit about physical or sexual
abuse.'7A survey ofpatients in 1 family prac-
tice found that only 6% of the women had
been asked by their physician during a recent
visit about abuse.18

Some researchers have evaluated pro-
grams designed to increase abuse assess-
ment. One study found that the detection rate
for abuse remained unchanged after an edu-
cation program for the physicians and nurses
of an emergency department and that only
50% of the abuse reported on a screening
questionnaire was included in the medical
record.'9 Other research showed that identifi-
cation ofabuse increased to 11.6% when one
question about assault by an intimate partner
was added to a self-administered health his-
tory form in a primary care setting, in con-
trast to no identification when questioning
was left to the discretion of health care
providers.20 One chart review study found
that emergency room identification of abuse
ofwomen increased from 5.6% to 30% one
year after the introduction of a protocol.2'

Few studies have been conducted to
evaluate the effects of including assessment
and referral protocols in public health ser-
vices. Researchers found that the use of a
specific screen in prenatal clinics to assess
for abuse during pregnancy resulted in a 9%
higher detection rate than a routine social ser-
vices interview.22 Another study found that
when 4 abuse assessment questions were
asked by the nurses in a family planning
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clinic, the prevalence of detected abuse was
22% higher than when patients self-reported

23abuse through a questionnaire.
The purpose of the study reported here

was to determine whether incorporating an
abuse assessment protocol into routine pre-
natal care provided by public health clinics
would increase detection of, referral for, and
charting of abuse in maternity medical
records.

Methods

This study used a quasi-experimental
design with pre- and postintervention mea-
sures and comparison groups to evaluate an
abuse protocol. An abuse assessment proto-
col was implemented in 2 clinics (interven-
tion group) ofthe public health department of
a large city in the southwestern United States.
A third clinic of the department that did not
implement the protocol served as a compari-
son site for this study.

Among the 7 departmental clinics, the 3
participating in this study had the largest
annual number of prenatal patients and were
the most closely matched to one another on
the annual number of prenatal patients and
the ethnicity of patients. The 3 clinics each
served between 2000 and 3000 maternity
patients per year at 12 000 to 17 000 patient
visits per clinic. At least 97% ofthe maternity
patients at each of the 3 clinics were Latina.

At both ofthe clinics where the adminis-
trator decided to implement the protocol, an
in-service education session about the proto-
col was held for all prenatal clinic staff,
including nurses, physicians, nutritionists,
counselors, and clerical staff. The 90-minute
session included information about abuse of
women and procedures for conducting abuse
assessments and making referrals to an on-
site counselor. The clinic staffwere instructed
in the March of Dimes protocol,24 including
the Abuse Screen questionnaire.25'26 A nurse
trainer made weekly visits to the intervention
clinics to offer support and guidance in main-
taining the protocol and to instruct new
nurses in how to carry out the protocol.

The protocol specified that the Abuse
Screen form be included in all charts pre-
pared for new maternity patients and be
administered to all prenatal patients at their
first visit during the routine prenatal intake
interview conducted by the prenatal clinic
nurse. The Abuse Screen form was available
in both English and Spanish and was admin-
istered in a private room without the male
partner or other individuals being present. A
bilingual Spanish-speaking abuse counselor
was located on-site at each of the 2 interven-
tion clinics, and the protocol specified that

the prenatal clinic nurses refer all abused
women to that counselor.

To determine the extent of the abuse
assessment protocol's implementation, an
audit of a random sample of first-visit mater-
nity patient charts was conducted at each
of the 3 clinics. The chart audits covered the
15-month period before the protocol was
introduced and the 15-month period after its
introduction. The 15-month period after the
protocol's introduction was divided into an
initial 3-month period and a subsequent
12-month period so that maintenance of the
protocol as well as short-term effects could
be evaluated.

A sample of540 charts from each ofthe
15-month periods was selected. This sample
size was chosen on the basis of a directional
hypothesis that over several chart audit peri-
ods, assessment for abuse would increase to
between 80% and 95% at the intervention
clinics while remaining essentially zero at the
comparison clinic. Also, any statistical test-
ing would apply an a level of .001 and a
level of.80.

Only the medical records of women
who were past their delivery due date were
audited, so as to include the possibility of
staff screening for abuse at any prenatal visit.
The audit before the abuse screening proto-
col's introduction included only records of
women who were past their expected delivery
date before the protocol was introduced. The
medical records of prenatal patients whose
first visit occurred during the 6-month period
in which staff education and introduction of
the protocol were being carried out were not
included in the protocol.

A standard data collection form was
used to audit each chart. The form included
collection of demographic characteristics of
each patient (because of patients' concerns
about their legal documentation status, they
were not asked to identify their country of ori-
gin), the number of prenatal visits, and gesta-
tional age at the time ofthe woman's first pre-
natal visit. The form was also used to collect
data on whether (1) the Abuse Screen form
was included in the medical record, (2) the
Abuse Screen form had been completed,
(3) the woman had been abused, (4) referrals
for abuse were documented, and (5) referral
was made by a nurse, physician, or other
health care provider. The audit also examined
all medical and nursing progress notes in the
entire maternity medical record to determine
whether they contained documentation of
abuse from a source other than the Abuse
Screen form.

The Fisher 2-tailed exact test was used to
determine whether there were statistically sig-
nificant differences between the intervention
group and the comparison clinic group, both

before and after the protocol was introduced.
Analyses were conducted to look for differ-
ences in the proportion of charts audited that
contained the Abuse Screen form, the propor-
tion ofAbuse Screen forms in the chart that
were completed, the proportion of women
screened who were abused, and the proportion
ofabused women who received refermls. The
sequentially rejective Bonferroni technique
was used to control the overall error rate at
0.05 for each set ofFisher exact tests.

Results

A total of540 maternity medical records
at the 3 clinics were audited for the 15
months before introduction of the abuse
assessment protocol, and 540 were audited
for the 15 months after its introduction. The
medical chart audit conducted at the 3 clinics
after the protocol's introduction showed that
96% ofthe women were Latina (mostly Mex-
ican Americans), 97% had annual family
incomes of less than $20000, and 60% were
aged 20 to 29 years (24% were younger than
20 years). At the time of their first prenatal
visit to the clinic, 42% of the women were in
the first trimester (<14 weeks) of pregnancy
and 42% were 14 to 28 weeks pregnant.
Sixty-one percent of the women made 5 or
more prenatal visits to the clinic. A signifi-
cantly (P= .001) larger proportion ofwomen
at the intervention clinics (46%) than of
women at the comparison clinic (31%) had
annual family incomes of $10000 or more.

During the 15 months before the pro-
tocol's introduction, there were 7816 new
maternity patients at the intervention clin-
ics and 3953 at the comparison clinic; 540
(4.59%) of those charts were audited. Abuse
was noted in 3 charts (0.8%) at the interven-
tion clinic and in 1 chart (0.6%) at the com-
parison clinic.

The chart audit found that inclusion of
the Abuse Screen form in the medical record,
use of the Abuse Screen form, detection of
abuse, and referral for abuse increased at the
intervention clinics during the 15 months fol-
lowing introduction of the abuse assessment
protocol (Table 1). There was no change at
the comparison clinic.

Before introduction of the abuse assess-
ment protocol, no specific form for assessing
abuse was included in the maternity medical
records at the 3 clinics. During the 15 months
following introduction of the abuse assess-
ment protocol, 88% of the charts audited at
the intervention clinics contained the Abuse
Screen form, compared with 0% at the
comparison clinic (P< .000 1). The Abuse
Screen was not included in 15% ofthe charts
at the 12-month audit after the protocol
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was introduced at the intervention clinics,
which was a 9% decrease from the 3-month
audit (P = .013). The decrease in the propor-
tion ofcharts that contained completed Abuse
Screen forms was not significant.

Fifteen months after the protocol was
introduced, 96% of the Abuse Screens were
completed in those charts that contained the
forms. All were completed at the first prenatal
visit. The final 12-month audit showed that
85% ofthe charts contained a completed form.

The intervention clinics had signifi-
cantly higher reported rates of abuse than the
comparison clinic (7% vs 0%; P< .0001)
after the protocol was introduced. The pro-
portion of women identified as abused was
significantly higher at the intervention clinics
after the protocol was introduced than before
(7.22% vs 0.83%; P<.0001). Women were 7
times more likely to be identified as abused
after the protocol was in place than before
(odds ratio = 6.78; 95% confidence inter-
val=2.35, 19.56).

The 17 abused women identified during
the 12-month audit at the intervention clinics
ranged in age from 18 to 36 years, the gesta-
tional age ranged from 6 to 27 weeks, and the
number of prenatal visits ranged from 2 to
11. There was no significant difference in
age, gestational age, or number of prenatal
visits between abused women and women
not abused.

During the 15 months before introduc-
tion of the protocol, there were no referrals
documented in the charts at either the inter-
vention clinics or the comparison clinic.
After introduction ofthe protocol at the inter-
vention clinics, documentation of referral
was included in 67% of the charts of abused
women at 3 months and in 53% of the charts
ofabused women at 12 months.

In the 15 months before introduction of
the protocol, 3 of the 4 cases of documented
abuse in the medical records indicated which
provider identified the abuse; in 2 cases it
was a registered nurse and in the other it was
a physician. In the audit of charts 3 months
immediately after introduction of the proto-
col, the provider was documented for all 9
cases of documented abuse. In each case, a
registered nurse made the assessment and
referral (referrals were made to the on-site
abuse counselor). At the 12-month audit, a
registered nurse made the assessment in 16 of
the 17 cases (1 was assessed by a provider
other than a physician).

On the basis of the number ofwomen
who were identified as abused in the audited
medical records and the annual number of
new maternity patients, the prevalence of
abuse at the intervention clinics can be pro-
jected (assuming that each woman had the
opportunity to be screened). In the fmal 12-

month period, a total of 312 (7%) of the
women may have been abused.

Discussion

This study demonstrated that imple-
mentation of an abuse assessment protocol
in the prenatal clinics of a public health
department resulted in (1) more pregnant
women being assessed and referred for
abuse and (2) increased documentation
of abuse in maternity medical records.
Increased assessment, referral, and docu-
mentation continued for 15 months after the
protocol was initiated.

The results of this study appear to be
more positive than the results of previous
abuse assessment protocol studies.1923 How-
ever, the apparent differences in results may
have been due to differences in research
design, setting, or measurement instruments.
The research reported here included a simul-
taneous nonintervention comparison group,
whereas the other studies used historical com-
parisons. The other studies were conducted
in hospital emergency departments,19'2' a

clinic,22 an internal medicine clinic,20 or a

voluntary agency clinic23 rather than in public
health department clinics. Only 1 ofthe stud-
ies22 focused on patients receiving routine
prenatal care, as did the research presented
here. With the exception of 1 study that
included a 20-month follow-up period,20 the
sample size reported here was larger, and the
follow-up period longer, than that ofthe other

studies. Only 1 of the studies'9 also reported
using the Abuse Screen.

In addition to the research design differ-
ences noted above, the protocol evaluated
here addressed some ofthe known barriers to
assessment and intervention in health care

settings.' 11,27 The protocol was integrated
into routine clinic procedures by including
the Abuse Screen form in all new prenatal
patient charts and by incorporating abuse
assessment and referral into the routine first
prenatal visit intake interview. Time was

made available for both the professional and
clinic support staff to obtain education about
the protocol. Providing the protocol in the
language (Spanish) of the maternity patient
population may have contributed to the
acceptance of the protocol by the clinic
patients28 and staff.

The decline in implementation of the
protocol from the 3-month audit to the 12-
month audit suggests that continuing educa-
tion, modification of clinic procedures, or

reinforcement may be needed to maintain
implementation. Information about abuse
could be included periodically in staff meet-
ings. Data about the number of abused
women identified and referred could be
included in the routine monthly clinic activ-
ity reports. Despite researchers' efforts to
provide training to all new prenatal nurses,
staff turnover may have contributed to a

decline in implementation. Additional
research is needed on how to maintain the

highest level of routine implementation of

abuse protocols.
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TABLE 1-Audit of Maternity Patient Medical Records at Intervention and
Comparison Public Health Prenatal Clinics 3 Months and 12 Months
Following Introduction of an Abuse Assessment Protocol

Intervention, n (%) Comparison, n (%)

New maternity patients
3 mo 1269 633
12 mo 4451 2272

Charts audited
3 mo 1 10 (9) 55 (9)
12 mo 250 (6) 125 (6)

Abuse Screens in charts
3 mo 104 (95) 0 (0)
12 mo 213 (85) 0 (0)

Completed Abuse Screens
3 mo 103 (99) ...

12 mo 200 (94) ...

Women abused
3 mo 9 (8) 0 (0)
12 mo 17 (7) 0 (0)

Referrals for abuse
3 mo 6 (67) 0 (0)
12 mo 9 (53) 0 (0)

Note. The audits for the 3-month and 12-month periods after the protocol was introduced
were sequential, not overlapped, for a total follow-up of 15 months.
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Considering the procedures specified in
the protocol, the finding that the docu-
mented assessment and referral was done by
nurses rather than physicians or other staff is
not surprising. Although the chart audit
found no such documentation, perhaps the
Abuse Screen served as a cue to clinic physi-
cians when they examined or advised abused
women. Physicians or other staff may have
verbally reinforced the nurses' message
without documentation in the chart. Addi-
tional research is needed on coordinated
abuse protocols, such as those described by
McFarlane and Parker10 and Warshaw,"1 that
specify roles for all health professionals who
interact with patients.

There was documentation that referrals
were made for one half to two thirds of the
abused women at the intervention clinics
after the protocol was introduced. For the
remainder ofthe abused women, it is unclear
whether referrals were not made or were not
documented. Assessment and documenta-
tion is insufficient if women do not receive
assistance to end abuse. Also, less than opti-
mal use of an on-site abuse counselor could
be a burden on public health department
budgets. Additional research is needed to
assess the effectiveness of having an abuse
counselor on-site in public health clinics and
to develop ways of increasing referral and/or
documentation of referral to that counselor.

The prevalence of abuse estimated for
the population of maternity patients in this
study is consistent with the rates of abuse
reported in the literature27'29 and with the
reported prevalence rates for abuse among
Hispanics compared with other groups.3>33
One study conducted in public prenatal clin-
ics found a 13.1% prevalence ofabuse among
pregnant Hispanic women,34 while another
study on public health clinics found a 10.3%
incidence among Hispanic patients.27 Rates
ofabuse may vary because ofdiffering assess-
ment methods rather than a true difference in
the prevalence rates.35

Conclusions

The conclusions that can be drawn
from the results of this study are limited,
because only 3 clinics were included in the
study and they were neither randomly
assigned to intervention and control condi-
tions nor randomly selected. Although
matching the clinics on key characteristics
increased comparability, there may have
been factors unique to each clinic, such as
the level of administrator or nurse support
and staff turnover, that could have influ-
enced the results. However, the analysis
showed that assessment was not carried out

selectively based on income differences of
women.

The ability to generalize the results of
this study is limited since the protocol was
implemented in a large, urban public health
department that may have types of clinics,
procedures, or resources different from those
of smaller or rural health departments. Also,
since most of the patients were Latina, the
protocol included some adaptations that
might differ from those in protocols of other
clinics. However, the adaptations necessary
to implement the abuse protocol were proba-
bly no more difficult (or unique) than those
necessary with other protocols (e.g., HIV
testing and counseling) introduced into pub-
lic health clinics. Therefore, it seems feasible
for similarly organized public health depart-
ment prenatal clinics to adopt an abuse proto-
col similar to the one evaluated in this study.

This study shows that an abuse protocol
integrated into the routine procedures of a
public health prenatal clinic can lead to
increased detection of abuse, referral, and
documentation in the maternity medical
record. This research supports recommenda-
tions that assessment and intervention for
abuse be incorporated into health care. Pre-
natal care provides a "window of opportu-
nity" to implement abuse protocols in public
health clinics. Abuse assessment, referral,
and documentation should be a routine part
of maternity care. D
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