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The Intergenerational Effects of Intimate Partner Violence in Pregnancy: Mediating 

Pathways and Implications for Prevention 

Abstract 

Intimate partner violence during pregnancy (P-IPV) can have significant adverse impacts on 

both mother and foetus. Existing P-IPV interventions focus on the safety of the mother and 

reducing re-victimisation; yet expanding these to address the adverse impact on the foetus has 

considerable potential for preventing long term negative developmental outcomes. In this 

review, we draw together evidence on major pathways linking exposure to P-IPV and child 

outcomes, arguing that these pathways represent potential targets to improve P-IPV 

intervention efforts.  Using a narrative review of 113 articles, we discuss candidate pathways 

linking P-IPV to child outcomes, as well as their implications for intervention. Articles were 

identified via keyword searches of social science and medical databases and by inspection of 

reference lists of the most relevant articles, including recent reviews and meta-analyses. 

Articles were included if they addressed issues relevant to understanding the effects of P-IPV 

on child outcomes via six core pathways:  maternal stress and mental illness, maternal-foetal 

attachment, maternal substance use, maternal nutritional intake, maternal antenatal healthcare 

utilisation, and infection. We also included articles relevant for linking these pathways to P-

IPV interventions. We conclude that developing comprehensive P-IPV interventions that 

target immediate risk to the mother as well as long-term child outcomes via the candidate 

mediating pathways identified have significant potential to help reduce the global burden of 

P-IPV. 

Keywords: intimate partner violence, pregnancy, prenatal development, maternal mental 

health, substance use, stress
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The Intergenerational Effects of Intimate Partner Violence in Pregnancy: Mediating 

Pathways and Implications for Prevention 

Defined as physical, sexual, or psychological harm by a current or former partner or 

spouse, intimate partner violence during pregnancy or ‘prenatal IPV’ (P-IPV) represents a 

significant global challenge. It is estimated that 13.8% of women are exposed to physical 

violence during pregnancy, 8% to sexual abuse, and 28.4% to emotional abuse (e.g. Devries 

et al., 2010; James, Brody, & Hamilton, 2013). IPV can have significant adverse effects on 

victims at any time in their life (e.g., Black, 2011) but has special significance during 

pregnancy because of the added potential harms to the unborn child. It is well known that the 

prenatal period is one of particular sensitivity to the effects of insults such as infective agents, 

substance use, stress, poor nutrition, and inadequate healthcare (e.g. Bale et al., 2010; 

Flinkkilä, Keski-Rahkonen, Marttunen, & Raevuori, 2016; Kim, Bale, & Epperson, 2015; 

Monk, Georgieff, & Osterholm, 2013). These exposures increase the risk of a range of child 

developmental outcomes including neurodevelopmental disorders, mental illness, and lower 

intellectual functioning (e.g., Bale, 2015; Flinkkilä et al. 2016; Kim et al., 2015; Simanek & 

Meier, 2015; Singer et al., 2016). While P-IPV is known to be associated with many of these 

same exposures andchild developmental outcomes (e.g., Alhusen, Lucea, Bullock & Sharps, 

2013; Devries et al., 2013; Flach et al., 2011; Islam, Broidy, Baird, & Mazerolle, 2017; 

Martinez-Torteya et al., 2016; Silverman, Decker, Reed, & Raj, 2006), the intervention 

potential of these apparent links is yet to be fully exploited.  

 Illuminating the pathways by which P-IPV impacts on the developing foetus and 

consequent long-term developmental outcomes is critical for informing interventions to 

ameliorate its effects. At present, P-IPV interventions focus primarily on the immediate 

safety and well-being of the expectant mother, with only a few additionally considering 

intergenerational impacts of P-IPV (i.e., the impacts on the unborn child; Howell, Miller-
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Graff, Hasselle & Scrafford, 2017). A primary focus on maternal safety and wellbeing is 

important; however, an exclusive focus on these outcomes misses valuable opportunities to 

improve outcomes for the developing foetus. This is particularly so because, while P-IPV 

interventions have made some gains in preventing P-IPV, many randomised controlled trials 

do not show significant reductions in victimisation (Howell et al., 2017; Van Parys, 

Verhamme, Temmerman, & Verstraelen, 2014).  Sexual P-IPV appears particularly resistant 

to intervention (Van Parys et al., 2014). Thus, although there are some promising indications, 

eradicating P-IPV is likely to be a lengthy and challenging process. While P-IPV persists, 

current interventions leave room for further steps to be taken to at least minimise its effects 

on the unborn child. As such, P-IPV interventions that include components that aim to 

ameliorate the negative impacts of P-IPV on the foetus alongside their P-IPV reduction 

efforts are thus important for reducing its collective harmful effects. Identifying the 

mediating pathways that link P-IPV to child developmental outcomes will be central to 

identifying appropriate targets for intervention. An expanded focus of P-IPV interventions 

that emphasises pathways by which the development of the unborn child can be optimised 

could have the added benefit of helping to reduce stigma associated with P-IPV interventions.  

Research into the pathways that link P-IPV exposure to long term outcomes for the 

child has, however, remained somewhat fragmented. Partly this is due to the issue of P-IPV 

effects on child outcomes falling in the gap between the research traditions concerned with 

violence against children (VAC), violence against women and girls (VAWG), and prenatal 

exposures. In this review we draw together extant research on the effects of P-IPV on child 

developmental outcomes. We present the current state of knowledge and provide 

recommendations for a research agenda that can provide a robust evidence base to best 

support interventions aimed at minimising the impacts of P-IPV on the long-term health, 

wellbeing and functioning of the child.  In particular, we review core candidate pathways 
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from P-IPV to child developmental outcomes, highlighting areas for future research as well 

as opportunities to incorporate existing knowledge into P-IPV interventions.  

Method 

Our primary research question concerned the pathways by which P-IPV impacts child 

developmental outcomes and the implications of these pathways for intervention. We focused 

on psychosocial developmental outcomes, which we defined as encompassing mental health, 

neurodevelopmental, and behavioural issues. We began by conducting an initial scoping 

search to determine the main pathways by which P-IPV can impact child developmental 

outcomes. The scoping search highlighted five key inter-linked pathways: maternal stress and 

mental illness, maternal-foetal attachment, maternal substance use, maternal nutritional 

intake, and maternal antenatal healthcare utilisation. It also identified the heterogeneity of 

study types with the potential to contribute to illuminating these pathways, including 

randomised controlled trials, epidemiological studies, genetic and epigenetic human studies, 

and animal studies. A second scoping search was used to identify the number and nature of 

previous studies evaluating P-IPV interventions. Following the initial identification of 

mediating pathways and P-IPV interventions a narrative review was used to synthesise and 

connect these two literatures.  

 We elected to use a narrative rather than a systematic review methodology because 

while the latter is valuable when specific, well-researched questions using shared paradigms 

can be defined, illuminating the issue of the effects of P-IPV on child developmental 

outcomes draws on a diversity of research areas and methodological designs. Further, 

narrative reviews can be particularly valuable for identifying gaps and overlooked issues in 

the literature and for suggesting future research. Given the greater flexibility for including 

evidence diverse in terms of research area and methodology afforded by narrative reviews 



INTIMATE PARTNER VIOLENCE IN PREGNANCY                                                        5 

5 
 

(e.g., Guedes, Bott, Garcia-Moreno, & Colombini, 2016) and our goal of developing a new 

research agenda, we thus determined that a narrative review was best suited to our aims.  

As we used a narrative review methodology, our search terms and inclusion/exclusion 

were not strictly defined a priori but evolved in a flexible manner as required to 

accommodate the heterogeneity of research approaches that emerged from early findings. We 

targeted English-language publications. Databases searched included PsycINFO, Medline, 

PubMed, Web of Science, and Google Scholar. Searches were typically of the form: (intimate 

partner violence OR domestic violence) AND (pregnancy OR prenatal OR antenatal OR 

perinatal) AND (“pathway”), where “pathway” represented keywords related to one of the 

five identified pathways. Separately, we searched for articles which met search criteria of the 

form: (“pathway”) AND (“child outcome”),  where “pathway” again represents keywords 

related to one of the five identified pathways and “child outcome” represented post-natal and 

long-term outcomes such as gestational age at birth, weight at birth, weight for gestational 

age at birth, neurodevelopmental conditions such as ADHD or autism spectrum disorder, and 

mental health issues such as externalising problems, internalising problems and psychosis. 

We conducted separate searches for, on the one hand P-IPV and the prenatal exposures 

representing the candidate pathways and, on the other, the same prenatal exposures and child 

outcomes because our initial scoping search identified only a handful of articles which 

addressed all the intersection of P-IPV, exposure, and outcome. Finally we conducted a 

search of the form: (intimate partner violence OR domestic violence) AND (pregnancy OR 

prenatal OR antenatal OR perinatal) AND (intervention OR prevention) in order to identify 

studies evaluating prevention programmes for P-IPV. Our database searches were 

supplemented by examining the reference lists and citing articles of key papers.  
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  Several previous reviews and meta-analyses were identified in relation to specific 

sub-topics of our over-arching research question. These represented priority studies to include 

in our narrative review. No specific restrictions were placed on study methodology but 

decisions regarding which primary studies to include were typically based on identifying the 

studies with the strongest research designs from a given area. In addition, all else being equal, 

recent studies were prioritised for inclusion over older studies.  

P-IPV and Child Developmental Outcomes 

 Many studies have documented an association between P-IPV and pregnancy 

complications and birth outcomes (e.g., Donovan, Spracklen, Schweizer, Ryckman, & 

Saftlas, 2016; Hillis, Mercy, Amobi & Kress, 2016; Shah & Shah, 2010; Shamu, Abrahams, 

Zarowsky, Shefer, & Temmerman, 2013).  In a meta-analysis of 50 primary studies, for 

example, Donovan and colleagues (2016) reported that women who experienced P-IPV were 

approximately twice as likely to give birth prematurely and to an infant with a low birth 

weight. These birth outcomes are known, in turn, to be associated with a range of child 

developmental outcomes such as mental health, behavioural, emotional and 

neurodevelopmental problems (e.g. Arpi & Ferrari, 2013; Cassiano, Gaspardo, & Linhares, 

2016; Class et al., 2014; Fjørtoft et al., 2015; Groen-Blokhuis et al., 201; Losh et al., 2012; 

Patton, Coffey, Carlin, Olsson, & Morley, 2004; Talge et al., 2006) 

In contrast, only a small number of studies have directly addressed the effects of P-

IPV exposure on nascent dimensions of psychosocial functioning in infancy and their 

developmental outcomes in childhood, adolescence and beyond. Most of these studies have 

identified an association between P-IPV and child psychosocial dimensions, including 

insecure attachment, internalising problems, externalising problems, dissociative symptoms, 

and language and neurological delay (Flach et al., 2011; Lannert et al., 2014; Levendosky, 

Leahy, Bogat, Davidson, & von Eye, 2006; Martinez-Torteya, Bogat, Levendosky, & Von 
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Eye, 2016; Udo, Lewis, Tobin, & Ickovics, 2016; Yalch, Black, Martin, & Levendosky, 

2016). Martinez-Torteya and colleagues (2016), for example, used a prospective longitudinal 

design to examine the associations between P-IPV exposure and internalising and 

externalising problems in 119 ten-year old children. Controlling for post-natal exposure to 

violence, they found associations between P-IPV and child-reported internalising (𝛽=0.28) 

and externalising problems (𝛽=0.28) and mother-reported child externalising problems 

(𝛽=0.29). Further studies are needed to rule out alternative explanations for the association, 

especially genetic confounding; however, current evidence certainly suggests that the links 

between P-IPV exposure and long-term psychosocial health deserve greater attention.  

Pathways from P-IPV to Child Outcomes 

  A number of potential pathways linking P-IPV exposure to long term child 

developmental outcomes can be identified. Major candidate pathways include: maternal 

stress and mental illness, foetal attachment, health-related behaviours including substance 

use, nutrition, and healthcare utilisation, and infection. As we discuss below, these pathways 

are not only inter-connected but likely interactive in their effects on child developmental and 

behavioural outcomes.  

Maternal Stress and Mental Illness 

Maternal stress is arguably the best-researched pathway linking P-IPV to child 

outcomes. There is little doubt that P-IPV is stressful for an expectant mother, making P-IPV 

an important cause of prenatal stress exposure. At the same time, decades of research on 

prenatal development make it clear that prenatal stress is an important risk factor for child 

developmental outcomes such as ADHD, lower intellectual functioning, externalising 

problems and internalising problems (e.g., Bergman, Sarkar, O'connor, Modi, & Glover, 

2007; Betts, Williams, Najman, & Alati, 2014; Laplante et al., 2004; O'connor, Heron, 

Golding, & Glover, 2003). Through triangulation across animal studies, human 
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epidemiological, and ‘natural experiment’ methodologies, there is reasonable confidence in 

the field that there are causal and practically significant effects of prenatal stress exposure on 

the child (e.g. Monk et al., 2013; Ping et al., 2015). In particular, complementing the suite of 

epidemiological associations, studies such as those from Project Ice Storm (King & Laplante, 

2005) and the Iowa Flood Study (Ping et al., 2015) have evaluated the effects of prenatal 

stress exposures independent of maternal characteristics to rule out potential confounding 

factors. For example, Laplante and colleagues (2004) analysed data on 150 children whose 

mothers were affected by a major ice storm while pregnant and found that children prenatally 

exposed to higher levels of objective stress deriving from the event had poorer cognitive 

development at age 2. Objective stress accounted for 11.4%, 12.1% and 17.3% of the 

variation in Bayley mental development index (MDI), productive language, and receptive 

language scores respectively.  

Prenatal stress is proposed to be linked to child outcomes primarily via the activation 

of the maternal hypothalamic-pituitary-adrenocortical (HPA) axis, resulting in foetal 

exposure to glucocorticoids (Bale, 2015; Cao-Lei, Laplante, & King, 2016; Kim et al., 2015; 

Tobon, Stransky, Ross, & Stevens, 2016). In turn, foetal cortisol exposure is assumed to lead 

to changes to the foetal HPA axis, including epigenetic modification of genomic sites 

relevant for HPA axis functioning which ultimately put the child at greater risk of mental 

health difficulties (e.g. Sosnowski et al., 2018). Indeed, P-IPV exposure has been associated 

with methylation in the promoter binding site of the NR3C1 gene, which codes for 

glucocorticoid receptors, a key component of the stress response system (Radtke et al., 2011).  

This 2011 study by Radtke and colleagues compared youth (n=25, aged 10-19) whose 

mothers were exposed to P-IPV to those whose mothers were exposed to IPV before or after 

their pregnancy. Though this particular study was small, its results are consistent with 

findings from the general prenatal stress literature (Sosnowski et al., 2018). Foetal exposure 



INTIMATE PARTNER VIOLENCE IN PREGNANCY                                                        9 

9 
 

to cortisol is also thought to be augmented by the effects of stress in suppressing the activity 

of the HSDB11B2 enzyme, which normally converts maternal cortisol to inactive 

corticosterone before it is transferred to the foetus (see Cao-Lei et al., 2016). Thus, under 

stress the foetus is also less insulated from cortisol exposure. Collectively, early calibrations 

of the HPA axis resulting from prenatal stress exposure are assumed to put the child at risk of 

poorer developmental outcomes in the psychosocial functioning domain, with HPA axis 

dysregulation been implicated as a risk for mental health problems (Baumeister, Lightman, & 

Pariente, 2014). 

However, given that maternal cortisol levels may be only weakly associated with 

prenatal mood, recent work has also begun to explore the involvement of additional pathways 

mediating the effects of prenatal stress on child developmental outcomes (e.g., see Glover, 

2014). Pathways mediated by the immune system are under investigation, with some studies 

reporting increased levels of inflammatory markers in pregnant women affected by stress 

(e.g., Coussons-Read, Okun & Nettles, 2007).  Other studies have suggested that down-

regulation of placental monoamine oxidase A (MAO-A) due to stress exposure may play a 

role, resulting in greater foetal exposure to serotonin and impacts on neurodevelopment 

(Bonnin et al., 2011; Blakeley, Capron, Jensen, O’Donnell & Glover, 2013). Finally, a role 

for noradrenaline has been suggested, with some evidence from animal studies that it 

contributes to the down-regulation of HSDB11B2 (Mairese et al., 2007).  

Stress pathways are also relevant when considering the effects of P-IPV on child 

outcomes through maternal mental disorders.  P-IPV has shown a robust association with 

maternal mental illness during pregnancy; an association that likely reflects a reciprocal 

relation between violent victimisation and mental health problems (Devries et al., 2013; 

Howard, Oram, Galley, Trevillion, & Feder, 2013). Evidence suggests that prenatal maternal 

mental illness may be associated with and affect child outcomes via the activation of the 
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same stress responses described above (O’Connor, Monk, & Burke, 2016).  Flach and 

colleagues (2011) provided evidence for maternal mental illness as a mediator of the link 

between P-IPV and child behavioural outcomes. Using data from the Avon Longitudinal 

Study of Parents and Children (ALSPAC), they found that P-IPV was associated with higher 

levels of antenatal depression (OR=4.02 after adjustment for confounders) and child 

behavioural problems at 42 months (OR=1.52 after adjustment for confounders). Entering 

antenatal depression in the model reduced the odds ratio for behavioural problems to non-

significance, leading the authors to conclude that depression mediates the association 

between P-IPV and child behavioural outcomes.  

However, significant gaps remain in the evidence linking stress associated with P-IPV 

with child outcomes. Among the wealth of studies on the effects of prenatal stress and 

maternal mental illness, few studies include a measure of IPV (see e.g. Bergman et al., 2007 

and Radtke et al., 2011 for exceptions).  This is important because although studies of 

prenatal stress exposure are indicative of the likely impacts of P-IPV, IPV can be more 

chronic, unpredictable and severe than commonly studied stressful exposures during 

pregnancy (e.g., see Martinez-Torteya et al. 2016 for a discussion). Thus, the impact of P-IPV 

on child developmental outcomes could be greater than estimates extrapolated from the 

general literature on prenatal stress might suggest. Second, though HPA axis functioning and 

epigenetic modification of HPA (Martinez-Torteya et al., 2016; Radtke et al., 2011) have 

both been linked to P-IPV exposure, these measures were taken in late childhood or 

adolescence. Linking P-IPV with early post-natal measures of HPA axis functioning and 

associated epigenetic modifications will be essential to rule out post-natal confounds. 

Addressing these evidence gaps would further strengthen the arguments for prioritising P-

IPV prevention as well as maternal stress and mental illness screening and treatment in 

exposed women. Finally, several potential modifiers of the effects of stress have been 
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identified in the general stress literature.  These include: stressor timing, chronicity, type, and 

subjective impact, as well as the sex of the child (e.g. Bale, 2015; Kim et al., 2015; Tobon et 

al., 2016). Understanding the implications of these factors in the context of P-IPV will be 

important for targeting and enhancing P-IPV interventions.  

Maternal-foetal Attachment  

A pathway likely closely related to maternal stress and mental health is mother-foetus 

attachment. Mother-foetus attachment is typically operationalised in terms of how an 

expectant mother mentally represents the foetus as well as their role as a mother.  On average, 

women who experience IPV during pregnancy express less adaptive maternal representations 

of their foetus and of themselves as mothers (e.g. Huth-Bocks et al., 2004; Pires de Almeida 

et al., 2013; Quinlivan & Evans, 2005; Theran, Levendosky, Bogat, & Huth-Bocks, 2005). 

For example, based on structured interview data, Huth-Bocks et al. (2004) found that IPV-

exposed pregnant women were more likely to be display ‘disengaged’ or ‘distorted’ foetal 

representations, while unexposed women were more likely to display ‘securely attached’ or 

‘balanced’ representations.  

Disrupted mother-foetal attachment during pregnancy is important because of its 

long-term impact on bonding with the child (Foley & Hughes, 2018).  Mother-foetal bonding 

is considered the foundation for post-natal mother-infant bonding, with weak or maladaptive 

bonding prenatally increasing the risk for poor attachment post-natally (e.g. Benoit, Parker & 

Zeanah, 1997; Huth-Bocks et al., 2011; Zeitlin, Dhanjal, & Colmsee, 1999). Early attachment 

problems have, in turn, been linked to a range of developmental outcomes for the child, with 

less secure forms of attachment (ambivalent, avoidant, disorganised) associated with 

outcomes such as child internalising and externalising problems (e.g. Groh et al., 2017). 



INTIMATE PARTNER VIOLENCE IN PREGNANCY                                                        12 

12 
 

However, in order to support mother-foetus attachment in the context of P-IPV, more 

needs to be known about how P-IPV affects foetal bonding. Several factors likely contribute. 

Mothers who experience P-IPV may have more trouble bonding with their child due to stress 

or mental illness associated with victimisation (e.g. Kita et al., 2016). Mothers may also come 

to resent their unborn child if they perceive that the behaviour of the abusive partner is related 

to hostility towards the unborn child (e.g. Zeitlin et al., 1999).  This could also occur when 

the abusive partner is the father and the unborn child evokes unpleasant reminders of the 

abusive partner. Similarly, mothers whose own attachment-related emotions and cognitions 

are affected by exposure to dysfunctional relationships or interpersonal trauma may lack the 

appropriate internal working models to successful form adaptive attachment relationships 

their foetus (e.g., Schwerdtfeger & Goff, 2007).  Finally, the association may be explained by 

a higher proportion of unwanted pregnancies in women who experience P-IPV as a result of 

coercion or lack of control over contraception (e.g., Pallitto et al., 2013). The above 

explanations require further testing and disentangling in future research.  

 Substance use 

 Exposure to P-IPV is associated with increased substance use in pregnancy (e.g. 

Alhusen, Lucea, Bullock, & Sharps, 2013; Bailey & Daughtery, 2007; Cheng, Salimi, 

Terplan, & Chisolm, 2015; Martin, Beaumont, & Kupper, 2003; Udo et al., 2016). The effect 

is typically explained in terms of a method of coping with the psychological and physical 

distress of IPV victimisation (e.g. Devries et al., 2014; Taillieu & Brownridge, 2010). Thus, 

substance use is likely to be closely linked to the above-outlined stress and mental illness 

pathway. 

Effects of substance use on the developing child depend on the chemical composition 

of the drug and- to some extent- its method of delivery. However, almost all commonly used 
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illicit and legal drugs are thought to have teratogenic effects (e.g. Flak et al., 2014; Huizink & 

Mulder, 2006; Wright, Schuetter, Tellei, & Sauvage, 2015; Richardson, Hester, & 

McLemore, 2016; Singer et al., 2016). Particularly well-characterised are the effects of 

prenatal alcohol exposure, which represents the leading cause of preventable intellectual 

disability (American Academy of Pediatrics Committee on Substance Abuse and Committee 

on Children with Disabilities, 2000). However, evidence also implicates other drugs 

including tobacco, cannabis, opiates and amphetamines and other psychostimulants in 

adverse developmental outcomes (e.g. Flak et al., 2014; Huizink & Mulder, 2006; Wright et 

al., 2015; Parris, 2016; Richardson et al., 2016).  

There are some challenges in attributing causality to the use of particular substances 

and in ultimately tracing this back to P-IPV. These include the commonality of poly-drug use 

(making individual drug pathways difficult to disentangle), stigma surrounding admitting 

drug use during pregnancy (e.g. Glass & Mattson, 2016), and the presence of confounding 

with psychosocial characteristics of the mother and family (e.g. D’Onofrio et al., 2014; 

Singer et al., 2016).  Moreover, no study has to our knowledge yet examined whether 

substance use is a mediator of the effects of P-IPV on the child. Demonstrating mediation of 

P-IPV effects by substance use in a well-controlled longitudinal design that includes both 

objective and self-report measures of substance use (e.g. from hair samples; Lendoiro et al., 

2013) would provide a strong argument for ensuring that substance use is screened for and 

targeted in P-IPV interventions. 

Maternal nutrition 

 A second health-related behaviour pathway from P-IPV to child outcomes is maternal 

nutrition during pregnancy. The role and importance of this pathway is more ambiguous than 

that of substance use. Many authors have argued that P-IPV is likely to impact nutrition 
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through stress-related factors such as loss of appetite, comfort eating, or stress-induced 

changes in metabolism (e.g. Alhusen, Geller, Dreisbach, Constantoulakis, & Siega-Riz, 

2017), but the empirical evidence is unclear. Of the small number of studies to examine the 

association between gestational weight and IPV, some report an association with inadequate 

weight gain, some with excessive weight gain, and some with neither. Part of the issue may 

be – as Alhusen and colleagues. (2017) argue - that most studies do not adequately control for 

potential confounds such as poverty. Perhaps more importantly, however, weight and its 

derivations (e.g., BMI) do not provide information on the specific nutritional deficiencies and 

imbalances that are likely to matter most for healthy prenatal development. These have been 

little-studied in the context of P-IPV.  

 The neglect of more direct measures of maternal nutrition in the context P-IPV is 

unfortunate. Despite some inconsistencies (e.g., Christian et al., 2016; Leung et al., 2011) a 

general link has been established between nutrient deficiencies and imbalances during 

pregnancy and infant outcomes. Here, animal studies and human epidemiological, 

randomised controlled trials and natural experiment studies converge in suggesting that an 

insufficiency of key macro- and micro-nutrients during pregnancy can adversely affect 

offspring neurodevelopment (e.g. Monk et al., 2013). Animal studies have, for example, 

identified biological effects of caloric restriction that are similar to those of prenatal stress, 

including increased cortisol (Lingas, Dean, & Matthews, 1999). Trials in humans have 

meanwhile shown positive effects of supplementation of key nutrients such as DHA during 

pregnancy on offspring neurocognitive performance in early childhood (Helland et al., 2003). 

Similarly, balanced protein energy supplementation programmes have shown promising 

effects on birth outcomes (e.g. Stevens et al., 2015) and by extension, for neurocognitive 

outcomes.  
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The role of nutrition in mediating the effects of P-IPV on the offspring should, we 

thus argue, be further explored as a number of gaps remain. It is unfortunate, for example, 

that in studies linking P-IPV to low birth weight (e.g., see Donovan et al., 2016 for a review), 

maternal nutrition has not been investigated as a mediator.  Further, maternal nutrition 

represents a pathway that may be particularly amenable to intervention, given past success of 

programmes such as those designed to encourage prenatal folic acid intake. Future research in 

this area should focus on assessing not just maternal weight but also specific nutritional 

intake and absorption in the context of P-IPV. Moreover, as nutritional intake may interact 

with stress, affecting not only food choices but also nutrient absorption and metabolism (Coe 

et al., 2007), obtaining biomarkers of nutrition that reflect the prenatal milieu will be 

particularly important. As such, approaches combining food frequency questionnaires and 

assays for biomarkers of nutritional status (e.g., using dried blood spots) may hold particular 

potential for illuminating the role of nutrition in mediating the effects of P-IPV on the child 

(e.g., Hoeller et al., 2016).  

Antenatal healthcare utilisation 

 A final health-related behaviour pathway by which P-IPV may affect the unborn child 

concerns receipt of adequate healthcare during pregnancy. The World Health Organisation 

(WHO) recommends that women attend at least 4 antenatal visits, but the actual number of 

visits varies considerably across and within countries. Those who experience P-IPV are more 

likely to initiate antenatal care later or to attend fewer appointments overall (e.g., Bailey & 

Daugherty, 2007; Chambliss, 2008; Goodwin et al., 2000; Islam, Broidy, Baird, & Mazerolle, 

2017; Rahman, Nakamura, Seino, & Kizuki, 2012; Subramanian et al., 2012). Reasons may 

include restriction of access to healthcare by abusive partners (e.g. Taggart & Mattson, 1996; 

Dietz et al., 1997; Koski et al., 2011; Islam et al., 2017; Zakar et al., 2012), fear of exposing 

physical signs of IPV to medical practitioners (Dietz et al., 1997; Taggart & Mattson, 1996), 
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and isolation of women from support systems which may be a critical source of information 

or practical support in prompting and facilitating the uptake of antenatal care. There is 

currently no strong evidence that mental illness associated with P-IPV can explain healthcare 

under-utilisation (Bitew et al., 2016), but the scarcity of studies with evidence bearing on the 

question means that this possibility cannot currently be ruled out.  

Antenatal healthcare uptake matters because women who attend fewer antenatal 

appointments experience more pregnancy complications and adverse birth outcomes, both of 

which are associated with later child developmental outcomes (e.g. Asundep et al., 2014; 

Gumede, Black, Naidoo, & Chersich, 2017; Raatikainen, Heiskanen, & Heinonen, 2007; 

Tucker, Ogutu, Yoong, Nauta, & Fakokunde, 2010). By failing to attend antenatal 

appointments, women also miss opportunities to address other pathways that link P-IPV with 

poorer child outcomes (e.g., infection, nutrition, mental illness, substance use disorders and 

injury). Contact with health services at this juncture provides a key opportunity to address 

IPV, provided that there are appropriate referral pathways in place (e.g. Chisholm et al., 

2017). For some women this may be one of the few times in their life where they have health 

service contact. 

Infection 

 Effects of P-IPV on child outcomes are also likely to be mediated by health problems, 

with infection during pregnancy being of particular concern. Women exposed to P-IPV are at 

substantially increased risk of urinary tract, kidney and sexually transmitted infections 

(Silverman, Decker, Reed, & Raj, 2006). Silverman and colleagues (2006), for example, 

compared women exposed versus not exposed to P-IPV in the US-based Pregnancy Risk 

Assessment Monitoring System (PRAMS) study of n=118,579 women, and reported an odds 

ratio of 30 for kidney/urinary tract infection. 
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 One reason that women who experience IPV are more likely to contract an infection is 

that stress compromises immune function, increasing vulnerability to novel infectious agents 

and reducing both vaccine response and control of latent infections (e.g., Simanek & Meier, 

2015). However, P-IPV can also be related to infections more directly.  In particular, sexually 

transmitted infection risk is related to ‘risky sexual practices’ associated with P-IPV. For 

example, in a meta-analysis of 27 studies, Coker (2007) reported that 23 studies showed a 

significant association between sexual risk taking (there defined as inconsistent condom use, 

sexual risk taking of women and partners, and partner non-monogamy) and physical IPV. It 

should be borne in mind, however, that women may report engaging in risky sexual practices 

not because they themselves prefer to take risks but because their partner has primary control 

over when and how they engage in sexual practices.  

 Infection during pregnancy, especially in the second trimester, has been linked to a 

range of offspring neurodevelopmental and mental health outcomes, including ADHD, 

schizophrenia spectrum disorders, mood disorders and ASD (see Flinkkilä et al., 2016 and 

Simanek & Meier, 2015 for reviews). Diverse maternal bacterial and viral infections, 

including cytomegalovirus, herpes simplex, influenza, tonsillitis, and toxoplasma gondii all 

appear linked to these child outcomes, suggesting mechanisms that transcend specific 

infective agents.  

Animal models have helped illuminate these mechanisms by showing that both the 

transmission of the infection and the maternal responses to infection (especially 

immunoglobulin antibodies and pro-inflammatory cytokines) can affect brain development 

(e.g., Estes & McAllister, 2016; Simanek & Meier, 2015). Infections may also indirectly 

affect risk of neurodevelopmental and affective disorders by programming an inflammatory 

immune phenotype. At the same time, maternal infection is thought to contribute to prenatal 

programming of the HPA axis. Similar to the effects of psychological stress discussed above, 
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maternal infection can inhibit the production of HSDB11B2 and so increase exposure to 

cortisol (see Simanek & Meier, 2015). This makes infection in the context of P-IPV a 

situation of particular risk for adverse offspring outcomes. Finally, alongside these general 

mechanisms, particular infective agents can have specific effects on neurodevelopment, for 

example, in the cases of cytomegalovirus (CMV) and zika virus (e.g. Navti et al., 2016).  

Like many prenatal exposures related to P-IPV, no study has to our knowledge yet 

examined the extent to which infection mediates the association between P-IPV and child 

outcomes. However, unlike exposures such as stress, substance use, and diet which are likely 

to be chronic across pregnancy, infection can occur for a more circumscribed period. This is 

important because timing of infection appears to be an important determinant of outcome 

with the second trimester representing a time of particular risk (e.g. Mednick et al., 1994). 

Future studies could thus explore the utility of screening for common infections in women 

who may be experiencing P-IPV, especially sexual P-IPV, especially in the prenatal phases of 

highest risk.  

Cross-Cutting Issues and Recommendations for Future Research 

 We have argued that there are a multitude of inter-connected and potentially 

interacting pathways linking P-IPV to child psychosocial outcomes. For example, stress 

associated with P-IPV may impact on health behaviours, foetal attachment, and infection 

susceptibility while also potentially moderating the effects of nutritional deficits and 

infection. These mediators could act at various points along multiple pathways from P-IPV. 

For example, stress could impact foetal attachment as a secondary mediator directly, or 

indirectly via increasing the risk of mental illness or substance abuse. At the same time, 

healthcare under-utilisation can reduce the likelihood that mental and physical health issues 

associated with P-IPV including depression and anxiety, substance use, nutrition, and 

infection are addressed in a timely manner. However, studies of the effects of P-IPV and of 
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prenatal exposures have traditionally focused on specific effects and neglected the broader 

links within and between the pathways that connect P-IPV to child outcomes. Integrative 

analyses of how factors such as stress, attachment, health behaviour and health connect and 

interact as mediators of the effects of P-IPV on child outcomes will be important for 

advancing knowledge in this area and optimising interventions. 

 A second issue concerns study design for the attribution of causality. Studies of P-IPV 

exposure are primarily observational, leaving open the possibility that associations between 

P-IPV and child outcomes reflect the effects of confounders that contribute to both risk of P-

IPV exposure and child outcomes. An example is the transmission of genes from mother or 

father to child that influence risk both of P-IPV and of child psychosocial problems. For 

example, a father who perpetrates P-IPV may pass on a genetic risk for externalising 

behaviour. This kind of genetic confounding via passive gene-environment correlation is a 

common concern in studies seeking to illuminate the effects of prenatal exposures (e.g., 

D’Onofrio et al., 2014).   Another challenge to causality attribution is the strong continuity of 

IPV into the post-natal period (e.g., Flach et al., 2011), making it difficult to separate the 

effects of P-IPV from post-natal violence exposures where the latter could include IPV 

effects mediated through the mother, the child bearing direct witness to IPV or the child 

themselves becoming a victim. Taking the example of maternal-foetal attachment, owing to 

the stability of IPV, it is difficult to disentangle the effects of prenatal IPV on post-natal 

attachment mediated via foetal attachment from the concurrent effects of post-natal IPV on 

post-natal attachment. Similarly, given that attachment is a dyadic construct driven by both 

mother and child, P-IPV effects via maternal attachment are also difficult to disentangle from 

the effects of child exposure to domestic violence on mother-child attachment (e.g., 

Carpenter & Stacks, 2009).  Greater use of matching-based, sibling-comparison, surrogacy-
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based, and intervention designs can help address issues surrounding the attribution of 

causality regarding the pathways discussed in this review.  

 Another issue concerns the locations in which research on P-IPV and child outcomes 

research is conducted. Even though P-IPV is an issue in both high and low- and middle- 

income countries (e.g. Devries et al., 2010; James et al., 2013), research remains heavily 

focused on high income countries.  Expanding the field to include low- and middle- income 

countries is essential to understand society- and culture-specific linkages between P-IPV and 

child outcomes and to ensure evidence is available where it is most needed. Societies differ in 

a number of relevant features including availability and use of particular substances, gender 

inequality, service availability, family structures and norms around P-IPV. It thus cannot be 

assumed that the research that has been conducted in high income countries generalises to the 

range of contexts that are under-represented in this area of research.  

 A final recommendation concerns research incorporating the above-discussed 

pathways into P-IPV interventions. Few P-IPV interventions have been rigorously evaluated. 

Van Parys and colleagues (2014) identified only 9 randomised controlled trials; six in the US, 

one in Peru, one in China, and one in Australia. The most recent systematic review of P-IPV 

interventions identified only 17 evaluation studies in totality, with the majority of these being 

in the high-income countries (Howell et al., 2017). These interventions varied widely in their 

aims, approach, duration and intensity, mode of delivery, and effectiveness. The majority of 

interventions targeted the prevention of re-victimisation; however, some also addressed the 

mental health effects of P-IPV and a small number of interventions addressed risks to the 

unborn child. Some involved only a single brief session, while others involved multiple 

sessions with follow-up in the post-natal periods. Intervention components included 

psychoeducation, counselling, empowerment and safety planning, advocacy, home visitation, 

and parenting training. Generally, the biggest focus was on the immediate safety of the 
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mother.   Mental health of the mother and/or the well-being of the unborn child were 

sometimes an additional target of intervention but this was relatively uncommon, especially 

the latter outcome. 

 Overall, there was little evidence for the effectiveness of P-IPV interventions, with the 

majority of interventions failing to show significant reductions on victimisation and related 

outcomes (Van Parys et al., 2014). One implication is that P-IPV interventions require further 

modification to improve effectiveness and previous reviews have discussed potentially 

fruitful strategies (e.g. Howell et al., 2017). However, in addition to the essential focus on 

reducing victimisation of the mother, integrated interventions that also target the pathways 

reviewed above may have benefits in minimising harm to the unborn child. Some 

interventions target some of these pathways already, including maternal mental health (e.g. 

Taft et al., 2011); health-related behaviours (e.g. Calderon et al., 2008; Eckenrode et al., 

2000; El-Mohandes et al., 2008; Joseph et al., 2009); and attachment (Lavi et al., 2015) with 

at least some evidence of intervention-related improvements on these outcomes. However, at 

present, comprehensive interventions that address the full suite of possible effects of P-IPV 

on a woman and her unborn child are generally lacking. Adding brief screens for P-IPV and 

providing information on services and/or referrals for the range of problems associated with 

P-IPV that can impact the unborn child would be an appropriate first step to explore and have 

shown some promise in the broader IPV field (Feder & Sardinha, 2015).  

Another key future direction in P-IPV interventions concerns their implementation 

and delivery. The widespread use of healthcare systems in P-IPV interventions has a number 

of advantages, such as reduced stigma associated with their utilisation (e.g. Howell et al., 

2017). However, as discussed above, women exposed to P-IPV may present at health services 

later in their pregnancy and attend fewer appointments overall. A dissemination model that 

exclusively delivers interventions through the healthcare system is liable to miss these most 
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vulnerable women. Providers may need to explore alternative options to reach those who may 

be unable or unwilling to participate via health services.  

Conclusion 

 Though there has been little work directly examining the pathways that link P-IPV 

with child outcomes, evidence points to harmful effects of prenatal P-IPV exposure mediated 

by maternal stress and mental illness, health-related behaviours, infection, and problems with 

mother-foetal attachment. The evidence for the harmful effects on exposed children - as well 

as their mothers - reinforces the idea that addressing P-IPV should be a public health priority. 

These pathways are, however, only partially reflected in existing P-IPV interventions. Further 

exploration of the utility of incorporating these as targets of interventions could potentially 

ultimately lead to significantly reducing the overall negative impact of P-IPV. Future 

research using rigorous designs that bring together the various mediators of its effects can 

help inform comprehensive P-IPV intervention approaches that maximise intervention 

benefits for both mother and child.  



INTIMATE PARTNER VIOLENCE IN PREGNANCY                                                        23 

23 
 

References 

Alhusen, J. L., Lucea, M. B., Bullock, L., & Sharps, P. (2013). Intimate partner violence, substance 

use, and adverse neonatal outcomes among urban women. The Journal of Pediatrics, 163(2), 

471-476. 

Alhusen, J. L., Geller, R., Dreisbach, C., Constantoulakis, L., & Siega-Riz, A. M. (2017). Intimate 

partner violence and gestational weight gain in a population-based sample of perinatal 

women. Journal of Obstetric, Gynecologic & Neonatal Nursing, 46(3), 390-402. 

Arpi, E., & Ferrari, F. (2013). Preterm birth and behaviour problems in infants and preschool‐age 

children: A review of the recent literature. Developmental Medicine & Child 

Neurology, 55(9), 788-796. 

American Academy of Pediatrics Committee on Substance Abuse and Committee on Children 

with Disabilities. (2000). Fetal alcohol syndrome and alcohol-related neurodevelopmental 

disorders. Pediatrics, 106 (2), 358–361. 

Asundep, N. N., Jolly, P. E., Carson, A., Turpin, C. A., Zhang, K., & Tameru, B. (2014). Antenatal 

care attendance, a surrogate for pregnancy outcome? The case of Kumasi, Ghana. Maternal 

and Child Health Journal, 18(5), 1085-1094. 

Bailey, B. A., & Daugherty, R. A. (2007). Intimate partner violence during pregnancy: Incidence and 

associated health behaviors in a rural population. Maternal and Child Health Journal, 11(5), 

495. 

Bale, T. L., Baram, T. Z., Brown, A. S., Goldstein, J. M., Insel, T. R., McCarthy, M. M., ... & 

Nestler, E. J. (2010). Early life programming and neurodevelopmental disorders. Biological 

Psychiatry, 68(4), 314-319. 



INTIMATE PARTNER VIOLENCE IN PREGNANCY                                                        24 

24 
 

Bale, T. L. (2015). Epigenetic and transgenerational reprogramming of brain development. Nature 

Reviews Neuroscience, 16(6), 332-344. 

Baumeister, D., Lightman, S. L., & Pariante, C. M. (2014). The interface of stress and the HPA axis 

in behavioural phenotypes of mental illness. In Behavioral Neurobiology of Stress-related 

Disorders (pp. 13-24). Springer, Berlin, Heidelberg. 

Benoit, D., Parker, K. C., & Zeanah, C. H. (1997). Mothers' representations of their infants assessed 

prenatally: Stability and association with infants' attachment classifications. Journal of Child 

Psychology and Psychiatry, 38(3), 307-313. 

Bergman, K., Sarkar, P., O'connor, T. G., Modi, N., & Glover, V. (2007). Maternal stress during 

pregnancy predicts cognitive ability and fearfulness in infancy. Journal of the American 

Academy of Child & Adolescent Psychiatry, 46(11), 1454-1463. 

Betts, K. S., Williams, G. M., Najman, J. M., & Alati, R. (2014). Maternal depressive, anxious, and 

stress symptoms during pregnancy predict internalizing problems in adolescence. Depression 

and Anxiety, 31(1), 9-18. 

Bitew, T., Hanlon, C., Kebede, E., Medhin, G., & Fekadu, A. (2016). Antenatal depressive 

symptoms and maternal health care utilisation: a population-based study of pregnant women 

in Ethiopia. BMC Pregnancy and Childbirth, 16(1), 301. 

Black, M. C. (2011). Intimate partner violence and adverse health consequences: implications for 

clinicians. American journal of lifestyle medicine, 5(5), 428-439. 

Blakeley, P. M., Capron, L. E., Jensen, A. B., O'Donnell, K. J., & Glover, V. (2013). Maternal 

prenatal symptoms of depression and down regulation of placental monoamine oxidase A 

expression. Journal of Psychosomatic Research, 75(4), 341-345. 



INTIMATE PARTNER VIOLENCE IN PREGNANCY                                                        25 

25 
 

Bonnin, A., Goeden, N., Chen, K., Wilson, M. L., King, J., Shih, J. C., ... & Levitt, P. (2011). A 

transient placental source of serotonin for the fetal forebrain. Nature, 472(7343), 347. 

Cao-Lei, L., Laplante, D. P., & King, S. (2016). Prenatal maternal stress and epigenetics: Review of 

the human research. Current Molecular Biology Reports, 2(1), 16-25. 

Calderón, S. H., Gilbert, P., Jackson, R., Kohn, M. A., & Gerbert, B. (2008). Cueing Prenatal 

Providers. American Journal of Preventive Medicine, 34(2), 134-137. 

Carpenter, G. L., & Stacks, A. M. (2009). Developmental effects of exposure to intimate partner 

violence in early childhood: A review of the literature. Children and Youth Services 

Review, 31(8), 831-839. 

Cassiano, R. G., Gaspardo, C. M., & Linhares, M. B. M. (2016). Prematurity, neonatal health status, 

and later child behavioral/emotional problems: A systematic review. Infant Mental Health 

Journal, 37(3), 274-288. 

Chambliss, L. R. (2008). Intimate partner violence and its implication for pregnancy. Clinical 

Obstetrics and Gynecology, 51(2), 385-397. 

Cheng, D., Salimi, S., Terplan, M., & Chisolm, M. S. (2015). Intimate partner violence and maternal 

cigarette smoking before and during pregnancy. Obstetrics and Gynecology, 125(2), 356. 

Chisholm, C. A., Bullock, L., & Ferguson, J. E. J. (2017). Intimate partner violence and pregnancy: 

screening and intervention. American Journal of Obstetrics & Gynecology, 217(2), 145-149. 

Christian, P., Kim, J., Mehra, S., Shaikh, S., Ali, H., Shamim, A. A., ... & West Jr, K. P. (2016). 

Effects of prenatal multiple micronutrient supplementation on growth and cognition through 

2 y of age in rural Bangladesh: the JiVitA-3 Trial, 2. The American Journal of Clinical 

Nutrition, 104(4), 1175-1182. 



INTIMATE PARTNER VIOLENCE IN PREGNANCY                                                        26 

26 
 

Class, Q. A., Rickert, M. E., Larsson, H., Lichtenstein, P., & D’Onofrio, B. M. (2014). Fetal growth 

and psychiatric and socioeconomic problems: population-based sibling comparison. The 

British Journal of Psychiatry, 205(5), 355–361. 

Coe, C. L., Lubach, G. R., & Shirtcliff, E. A. (2007). Maternal stress during pregnancy predisposes 

for iron deficiency in infant monkeys impacting innate immunity. Pediatric Research, 61(5, 

Part 1), 520. 

Coker, A. L. (2007). Does physical intimate partner violence affect sexual health? A systematic 

review. Trauma, Violence, & Abuse, 8(2), 149-177. 

Coussons-Read, M. E., Okun, M. L., & Nettles, C. D. (2007). Psychosocial stress increases 

inflammatory markers and alters cytokine production across pregnancy. Brain, Behavior, and 

Immunity, 21(3), 343-350. 

Devries, K. M., Child, J. C., Bacchus, L. J., Mak, J., Falder, G., Graham, K., ... & Heise, L. (2014). 

Intimate partner violence victimization and alcohol consumption in women: a systematic 

review and meta‐analysis. Addiction, 109(3), 379-391. 

Devries, K. M., Kishor, S., Johnson, H., Stöckl, H., Bacchus, L. J., Garcia-Moreno, C., & Watts, C. 

(2010). Intimate partner violence during pregnancy: analysis of prevalence data from 19 

countries. Reproductive Health Matters, 18(36), 158-170. 

Devries, K. M., Mak, J. Y., Bacchus, L. J., Child, J. C., Falder, G., Petzold, M., ... & Watts, C. H. 

(2013). Intimate partner violence and incident depressive symptoms and suicide attempts: a 

systematic review of longitudinal studies. PLoS Medicine, 10(5), e1001439. 

Dietz, P. M., Gazmararian, J. A., Goodwin, M. M., Bruce, F. C., Johnson, C. H., & Rochat, R. W. 

(1997). Delayed entry into prenatal care: effect of physical violence. Obstetrics & 

Gynecology, 90(2), 221-224. 



INTIMATE PARTNER VIOLENCE IN PREGNANCY                                                        27 

27 
 

D’Onofrio, B., Class, Q., Lahey, B., & Larsson, H. (2014). Testing the developmental origins of 

health and disease hypothesis for psychopathology using family‐based, quasi‐experimental 

designs. Child Development Perspectives, 8(3), 151-157. 

Donovan, B. M., Spracklen, C. N., Schweizer, M. L., Ryckman, K. K., & Saftlas, A. F. (2016). 

Intimate partner violence during pregnancy and the risk for adverse infant outcomes: A 

systematic review and meta‐analysis. BJOG: An International Journal of Obstetrics & 

Gynaecology, 123(8), 1289-1299. 

Eckenrode, J., Ganzel, B., Henderson Jr, C. R., Smith, E., Olds, D. L., Powers, J., ... & Sidora, K. 

(2000). Preventing child abuse and neglect with a program of nurse home visitation: The 

limiting effects of domestic violence. JAMA, 284(11), 1385-1391. 

El-Mohandes, A. A., Kiely, M., Joseph, J. G., Subramanian, S., Johnson, A. A., Blake, S. M., ... & 

El-Khorazaty, M. N. (2008). An Integrated intervention in pregnant African Americans 

reduces postpartum risk: A randomized trial. Obstetrics and Gynecology, 112(3), 611. 

Estes, M. L., & McAllister, A. K. (2016). Maternal immune activation: implications for 

neuropsychiatric disorders. Science, 353(6301), 772-777 

Feder, D., & Sardinha, L. (2015). Preventing intimate partner violence through advocacy and support 

programmes.  In P.D. Donnelly & C.L. Ward (Eds.), The Oxford Textbook of Violence 

Prevention: Epidemiology, Evidence and Policy (pp. 193-200).  Oxford, UK: Oxford 

University Press. 

Fjørtoft, T., Grunewaldt, K. H., Løhaugen, G. C. C., Mørkved, S., Skranes, J., & Evensen, K. A. I. 

(2015). Adaptive behavior in 10-11 year old children born preterm with a very low birth 

weight (VLBW). European Journal of Paediatric Neurology, 19(2), 162-169. 



INTIMATE PARTNER VIOLENCE IN PREGNANCY                                                        28 

28 
 

Flach, C., Leese, M., Heron, J., Evans, J., Feder, G., Sharp, D., & Howard, L. M. (2011). Antenatal 

domestic violence, maternal mental health and subsequent child behaviour: A cohort 

study. BJOG: An International Journal of Obstetrics & Gynaecology, 118(11), 1383-1391. 

Flak, A. L., Su, S., Bertrand, J., Denny, C. H., Kesmodel, U. S., & Cogswell, M. E. (2014). The 

association of mild, moderate, and binge prenatal alcohol exposure and child 

neuropsychological outcomes: A meta‐analysis. Alcoholism: Clinical and Experimental 

Research, 38(1), 214-226. 

Flinkkilä, E., Keski-Rahkonen, A., Marttunen, M., & Raevuori, A. (2016). Prenatal inflammation, 

infections and mental disorders. Psychopathology, 49(5), 317-333. 

Foley, S. & Hughes, C. (2018).  "Great Expectations? Do Mothers' and Fathers' Prenatal Thoughts 

and Feelings about the Infant Predict Parent-Infant Interaction Quality? A Meta-Analytic 

Review. Developmental Review. Online First. 

Glover, V. (2015). Prenatal stress and its effects on the fetus and the child: possible underlying 

biological mechanisms. In Perinatal programming of neurodevelopment (pp. 269-283). 

Springer, New York, NY. 

Goodwin, M. M., Gazmararian, J. A., Johnson, C. H., Gilbert, B. C., Saltzman, L. E., & PRAMS 

Working Group. (2000). Pregnancy intendedness and physical abuse around the time of 

pregnancy: Findings from the pregnancy risk assessment monitoring system, 1996–

1997. Maternal and Child Health Journal, 4(2), 85-92. 

Glass, L., & Mattson, S. N. (2016). Fetal Alcohol Spectrum Disorders: Academic and Psychosocial 

Outcomes. In Pediatric Neurotoxicology (pp. 13-49). Springer, Cham. 



INTIMATE PARTNER VIOLENCE IN PREGNANCY                                                        29 

29 
 

Groen-Blokhuis, M. M., Middeldorp, C. M., van Beijsterveldt, C. E., & Boomsma, D. I. (2011). 

Evidence for a causal association of low birth weight and attention problems. Journal of the 

American Academy of Child & Adolescent Psychiatry, 50(12), 1247-1254. 

Groh, A. M., Fearon, R. M., IJzendoorn, M. H., Bakermans‐Kranenburg, M. J., & Roisman, G. I. 

(2017). Attachment in the early life course: Meta‐analytic evidence for its role in 

socioemotional development. Child Development Perspectives, 11(1), 70-76. 

Guedes, A., Bott, S., Garcia-Moreno, C., & Colombini, M. (2016). Bridging the gaps: A global 

review of intersections of violence against women and violence against children. Global 

Health Action, 9(1), 31516. 

Gumede, S., Black, V., Naidoo, N., & Chersich, M. F. (2017). Attendance at antenatal clinics in 

inner-city Johannesburg, South Africa and its associations with birth outcomes: Analysis of 

data from birth registers at three facilities. BMC Public Health, 17(3), 29. 

Helland, I. B., Smith, L., Saarem, K., Saugstad, O. D., & Drevon, C. A. (2003). Maternal 

supplementation with very-long-chain n-3 fatty acids during pregnancy and lactation 

augments children’s IQ at 4 years of age. Pediatrics, 111(1), e39-e44. 

Howell, K. H., Miller-Graff, L. E., Hasselle, A. J., & Scrafford, K. E. (2017). The unique needs of 

pregnant, violence-exposed women: a systematic review of current interventions and 

directions for translational research. Aggression and Violent Behavior, 34, 128-138. 

Huizink, A. C., & Mulder, E. J. (2006). Maternal smoking, drinking or cannabis use during 

pregnancy and neurobehavioral and cognitive functioning in human offspring. Neuroscience 

& Biobehavioral Reviews, 30(1), 24-41. 

James, L., Brody, D., & Hamilton, Z. (2013). Risk factors for domestic violence during pregnancy: A 

meta-analytic review. Violence and Victims, 28(3), 359-380. 



INTIMATE PARTNER VIOLENCE IN PREGNANCY                                                        30 

30 
 

Huth‐Bocks, A. C., Levendosky, A. A., Theran, S. A., & Bogat, G. A. (2004). The impact of 

domestic violence on mothers' prenatal representations of their infants. Infant Mental Health 

Journal, 25(2), 79-98. 

Huth‐Bocks, A. C., Theran, S. A., Levendosky, A. A., & Bogat, G. A. (2011). A social‐contextual 

understanding of concordance and discordance between maternal prenatal representations of 

the infant and infant–mother attachment. Infant Mental Health Journal, 32(4), 405-426. 

Hillis, S., Mercy, J., Amobi, A., & Kress, H. (2016). Global prevalence of past-year violence against 

children: A systematic review and minimum estimates. Pediatrics, 137(3), e20154079. 

Hoeller, U., Baur, M., Roos, F. F., Brennan, L., Daniel, H., Fallaize, R., ... & Hartwig, K. (2016). 

Application of dried blood spots to determine vitamin D status in a large nutritional study 

with unsupervised sampling: the Food4Me project. British Journal of Nutrition, 115(2), 202-

211. 

Howard, L. M., Oram, S., Galley, H., Trevillion, K., & Feder, G. (2013). Domestic violence and 

perinatal mental disorders: A systematic review and meta-analysis. PLoS Medicine, 10(5), 

e1001452. 

Islam, M. J., Broidy, L., Baird, K., & Mazerolle, P. (2017). Exploring the associations between 

intimate partner violence victimization during pregnancy and delayed entry into prenatal 

care: Evidence from a population-based study in Bangladesh. Midwifery, 47, 43-52. 

Joseph, J. G., El-Mohandes, A. A., Kiely, M., El-Khorazaty, M. N., Gantz, M. G., Johnson, A. A., ... 

& Subramanian, S. (2009). Reducing psychosocial and behavioral pregnancy risk factors: 

results of a randomized clinical trial among high-risk pregnant African American women. 

American Journal of Public Health, 99(6), 1053-1061. 



INTIMATE PARTNER VIOLENCE IN PREGNANCY                                                        31 

31 
 

Kim, D. R., Bale, T. L., & Epperson, C. N. (2015). Prenatal programming of mental illness: Current 

understanding of relationship and mechanisms. Current Psychiatry Reports, 17(2), 1-15. 

King, S., & Laplante, D. P. (2005). The effects of prenatal maternal stress on children's cognitive 

development: Project Ice Storm. Stress, 8(1), 35-45. 

Kita, S., Haruna, M., Matsuzaki, M., & Kamibeppu, K. (2016). Associations between intimate 

partner violence (IPV) during pregnancy, mother-to-infant bonding failure, and postnatal 

depressive symptoms. Archives of Women's Mental Health, 19(4), 623-634. 

Koski, A. D., Stephenson, R., & Koenig, M. R. (2011). Physical violence by partner during 

pregnancy and use of prenatal care in rural India. Journal of Health, Population, and 

Nutrition, 29(3), 245. 

Lannert, B. K., Garcia, A. M., Smagur, K. E., Yalch, M. M., Levendosky, A. A., Bogat, G. A., & 

Lonstein, J. S. (2014). Relational trauma in the context of intimate partner violence. Child 

Abuse & Neglect, 38(12), 1966-1975. 

Laplante, D. P., Barr, R. G., Brunet, A., Du Fort, G. G., Meaney, M. L., Saucier, J. F., ... & King, S. 

(2004). Stress during pregnancy affects general intellectual and language functioning in 

human toddlers. Pediatric Research, 56(3), 400-410. 

Lavi, I., Gard, A. M., Hagan, M., Van Horn, P., & Lieberman, A. F. (2015). Child-parent 

psychotherapy examined in a perinatal sample: Depression, posttraumatic stress symptoms 

and child-rearing attitudes. Journal of Social and Clinical Psychology, 34(1), 64-82. 

Lendoiro, E., González-Colmenero, E., Concheiro-Guisán, A., de Castro, A., Cruz, A., López-

Rivadulla, M., & Concheiro, M. (2013). Maternal hair analysis for the detection of illicit 

drugs, medicines, and alcohol exposure during pregnancy. Therapeutic Drug Monitoring, 

35(3), 296-304. 



INTIMATE PARTNER VIOLENCE IN PREGNANCY                                                        32 

32 
 

Leung, B. M., Wiens, K. P., & Kaplan, B. J. (2011). Does prenatal micronutrient supplementation 

improve children's mental development? A systematic review. BMC Pregnancy and 

Childbirth, 11(1), 12. 

Levendosky, A. A., Leahy, K. L., Bogat, G. A., Davidson, W. S., & von Eye, A. (2006). Domestic 

violence, maternal parenting, maternal mental health, and infant externalizing 

behavior. Journal of Family Psychology, 20(4), 544-552. 

Lingas, R., Dean, F. & Matthews, S. G. (1999). Maternal nutrient restriction (48 h) modifies brain 

corticosteroid receptor expression and endocrine function in the fetal guinea pig. Brain 

Research. 846(2), 236–242. 

Losh, M., Esserman, D., Anckarsäter, H., Sullivan, P. F., & Lichtenstein, P. (2012). Lower birth 

weight indicates higher risk of autistic traits in discordant twin pairs. Psychological Medicine, 

42(5), 1091-1102. 

Mairesse, J., Lesage, J., Breton, C., Bréant, B., Hahn, T., Darnaudéry, M., ... & Maccari, S. (2007). 

Maternal stress alters endocrine function of the feto-placental unit in rats. American Journal 

of Physiology-Endocrinology and Metabolism, 292(6), E1526-E1533. 

Martin, S. L., Beaumont, J. L., & Kupper, L. L. (2003). Substance use before and during pregnancy: 

Links to intimate partner violence. The American Journal of Drug and Alcohol Abuse, 29(3), 

599-617. 

Martinez-Torteya, C., Bogat, G. A., Levendosky, A. A., & Von Eye, A. (2016). The influence of 

prenatal intimate partner violence exposure on hypothalamic–pituitary–adrenal axis reactivity 

and childhood internalizing and externalizing symptoms. Development and 

Psychopathology, 28(1), 55-72. 



INTIMATE PARTNER VIOLENCE IN PREGNANCY                                                        33 

33 
 

Mednick, S. A., Huttunen, M. O., & Machón, R. A. (1994). Prenatal influenza infections and adult 

schizophrenia. Schizophrenia Bulletin, 20(2), 263. 

Monk, C., Georgieff, M. K., & Osterholm, E. A. (2013). Research review: Maternal prenatal distress 

and poor nutrition–mutually influencing risk factors affecting infant neurocognitive 

development. Journal of Child Psychology and Psychiatry, 54(2), 115-130. 

Navti, O., Hughes, B. L., Tang, J. W., & Konje, J. (2016). Comprehensive review and update of 

cytomegalovirus infection in pregnancy. The Obstetrician & Gynaecologist, 18(4), 301-307. 

O'connor, T. G., Heron, J., Golding, J., & Glover, V. (2003). Maternal antenatal anxiety and 

behavioural/emotional problems in children: A test of a programming hypothesis. Journal of 

Child Psychology and Psychiatry, 44(7), 1025-1036. 

O’Connor, T. G., Monk, C., & Burke, A. S. (2016). Maternal affective illness in the perinatal period 

and child development: Findings on developmental timing, mechanisms, and 

intervention. Current Psychiatry Reports, 18(3), 24. 

Pallitto, C. C., García‐Moreno, C., Jansen, H. A., Heise, L., Ellsberg, M., & Watts, C. (2013). 

Intimate partner violence, abortion, and unintended pregnancy: Results from the WHO Multi‐

country Study on Women's Health and Domestic Violence. International Journal of 

Gynecology & Obstetrics, 120(1), 3-9. 

Patton, G. C., Coffey, C., Carlin, J. B., Olsson, C. A., & Morley, R. (2004). Prematurity at birth and 

adolescent depressive disorder. The British Journal of Psychiatry, 184(5), 446-447. 

Parris, L. (2016). Opiates and Marijuana Use During Pregnancy: Neurodevelopmental Outcomes. In 

Pediatric Neurotoxicology (pp. 77-89). Springer, Cham. 



INTIMATE PARTNER VIOLENCE IN PREGNANCY                                                        34 

34 
 

Ping, E. Y., Laplante, D. P., Elgbeili, G., Hillerer, K. M., Brunet, A., O’Hara, M. W., & King, S. 

(2015). Prenatal maternal stress predicts stress reactivity at 2½ years of age: The Iowa Flood 

Study. Psychoneuroendocrinology, 56, 62-78. 

Pires de Almeida, C., Sá, E., Cunha, F., & Pires, E. P. (2013). Violence during pregnancy and its 

effects on mother–baby relationship during pregnancy. Journal of Reproductive and Infant 

Psychology, 31(4), 370-380. 

Quinlivan, J. A., & Evans, S. F. (2005). Impact of domestic violence and drug abuse in pregnancy on 

maternal attachment and infant temperament in teenage mothers in the setting of best clinical 

practice. Archives of Women's Mental Health, 8(3), 191-199. 

Raatikainen, K., Heiskanen, N., & Heinonen, S. (2007). Under-attending free antenatal care is 

associated with adverse pregnancy outcomes. BMC Public Health, 7(1), 268. 

Radtke, K. M., Ruf, M., Gunter, H. M., Dohrmann, K., Schauer, M., Meyer, A., & Elbert, T. (2011). 

Transgenerational impact of intimate partner violence on methylation in the promoter of the 

glucocorticoid receptor. Translational Psychiatry, 1(7), e21. 

Rahman, M., Nakamura, K., Seino, K., & Kizuki, M. (2012). Intimate partner violence and use of 

reproductive health services among married women: Evidence from a national Bangladeshi 

sample. BMC Public Health, 12(1), 913. 

Richardson, K. A., Hester, A. K., & McLemore, G. L. (2016). Prenatal cannabis exposure-The “first 

hit” to the endocannabinoid system. Neurotoxicology and Teratology, 58, 5-14. 

Schwerdtfeger, K. L., & Goff, B. S. N. (2007). Intergenerational transmission of trauma: Exploring 

mother–infant prenatal attachment. Journal of Traumatic Stress, 20(1), 39-51. 



INTIMATE PARTNER VIOLENCE IN PREGNANCY                                                        35 

35 
 

Shah, P. S., & Shah, J. (2010). Maternal exposure to domestic violence and pregnancy and birth 

outcomes: a systematic review and meta-analyses. Journal of Women's Health, 19(11), 2017-

2031. 

Shamu, S., Abrahams, N., Zarowsky, C., Shefer, T., & Temmerman, M. (2013). Intimate partner 

violence during pregnancy in Zimbabwe: A cross‐sectional study of prevalence, predictors 

and associations with HIV. Tropical Medicine & International Health, 18(6), 696-711. 

Silverman, J. G., Decker, M. R., Reed, E., & Raj, A. (2006). Intimate partner violence victimization 

prior to and during pregnancy among women residing in 26 US states: Associations with 

maternal and neonatal health. American Journal of Obstetrics and Gynecology, 195(1), 140-

148. 

Simanek, A. M., & Meier, H. C. (2015). Association between prenatal exposure to maternal infection 

and offspring mood disorders: a review of the literature. Current Problems in Pediatric and 

Adolescent Health Care, 45(11), 325-364. 

Singer, L. T., Min, M. O., Lang, A., & Minnes, S. (2016). In Utero Exposure to Nicotine, Cocaine, 

and Amphetamines. In Pediatric Neurotoxicology (pp. 51-76). Springer, Cham. 

Sosnowski, D. W., Booth, C., York, T. P., Amstadter, A. B., & Kliewer, W. (2018). Maternal 

prenatal stress and infant DNA methylation: A systematic review. Developmental 

psychobiology. 

Stevens, B., Buettner, P., Watt, K., Clough, A., Brimblecombe, J., & Judd, J. (2015). The effect of 

balanced protein energy supplementation in undernourished pregnant women and child 

physical growth in low‐and middle‐income countries: a systematic review and meta‐analysis. 

Maternal & Child Nutrition, 11(4), 415-432. 



INTIMATE PARTNER VIOLENCE IN PREGNANCY                                                        36 

36 
 

Subramanian, S., Katz, K. S., Rodan, M., Gantz, M. G., El-Khorazaty, N. M., Johnson, A., & Joseph, 

J. (2012). An integrated randomized intervention to reduce behavioral and psychosocial risks: 

Pregnancy and neonatal outcomes. Maternal and Child Health Journal, 16(3), 545-554. 

Taft, A. J., Small, R., Hegarty, K. L., Watson, L. F., Gold, L., & Lumley, J. A. (2011). Mothers' 

AdvocateS In the Community (MOSAIC)-non-professional mentor support to reduce 

intimate partner violence and depression in mothers: a cluster randomised trial in primary 

care. BMC Public Health, 11(1), 178. 

Taggart, L., & Mattson, S. (1996). Delay in prenatal care as a result of battering in pregnancy: Cross‐

cultural implications. Health Care for Women International, 17(1), 25-34 

Taillieu, T. L., & Brownridge, D. A. (2010). Violence against pregnant women: Prevalence, patterns, 

risk factors, theories, and directions for future research. Aggression and Violent 

Behavior, 15(1), 14-35. 

Talge, N. M., Holzman, C., Wang, J., Lucia, V., Gardiner, J., & Breslau, N. (2010). Late-preterm 

birth and its association with cognitive and socioemotional outcomes at 6 years of age. 

Pediatrics, 126(6), 1124-1131. 

Theran, S. A., Levendosky, A. A., Anne Bogat, G., & Huth-Bocks, A. C. (2005). Stability and 

change in mothers' internal representations of their infants over time. Attachment & Human 

Development, 7(3), 253-268. 

Tobon, A. L., Stransky, A. D., Ross, D. A., & Stevens, H. E. (2016). Effects of maternal prenatal 

stress: Mechanisms, implications, and novel therapeutic interventions. Biological 

Psychiatry, 80(11), e85. 



INTIMATE PARTNER VIOLENCE IN PREGNANCY                                                        37 

37 
 

Tucker, A., Ogutu, D., Yoong, W., Nauta, M., & Fakokunde, A. (2010). The unbooked mother: A 

cohort study of maternal and foetal outcomes in a North London Hospital. Archives of 

Gynecology and Obstetrics, 281(4), 613-616. 

Udo, I. E., Lewis, J. B., Tobin, J. N., & Ickovics, J. R. (2016). Intimate partner victimization and 

health risk behaviors among pregnant adolescents. American Journal of Public 

Health, 106(8), 1457-1459. 

Van Parys, A. S., Verhamme, A., Temmerman, M., & Verstraelen, H. (2014). Intimate partner 

violence and pregnancy: A systematic review of interventions. PloS One, 9(1), e85084. 

Wright, T. E., Schuetter, R., Tellei, J., & Sauvage, L. (2015). Methamphetamines and pregnancy 

outcomes. Journal of Addiction Medicine, 9(2), 111-117. 

Yalch, M. M., Black, J. A., Martin, L. F., & Levendosky, A. A. (2016). Effects of prenatal and 

postbirth intimate partner violence on preschool-age children’s dissociative 

symptoms. Journal of Aggression, Maltreatment & Trauma, 25(7), 741-752. 

Zakar, R., Zakar, M. Z., Mikolajczyk, R., & Krämer, A. (2012). Intimate partner violence and its 

association with women's reproductive health in Pakistan. International Journal of 

Gynecology & Obstetrics, 117(1), 10-14 

Zeitlin, D., Dhanjal, T., & Colmsee, M. (1999). Maternal-foetal bonding: The impact of domestic 

violence on the bonding process between a mother and child. Archives of Women's Mental 

Health, 2(4), 183-189. 

  



INTIMATE PARTNER VIOLENCE IN PREGNANCY                                                        38 

38 
 

Tables 

Table 1: Summary of Key Findings 

 Prenatal exposure to maternal intimate partner violence (P-IPV) has important 

adverse effects on child outcomes 

 Key pathways include maternal stress and mental illness, maternal substance use, 

maternal infection, mother-foetal attachment, maternal nutrition, and maternal 

healthcare under-utilisation 

 Current P-IPV interventions only partly or obliquely address these pathways 

 Expanding the scope of current P-IPV interventions to address these pathways has 

significant potential to ameliorate the effects of P-IPV on the exposed child 

 

Table 2: Implications for policy, practice and research 

 More research is needed to examine the pathways by which P-IPV affects children 

exposed prenatally and how these pathways can be targeted in interventions 

 This research should particularly focus on maternal substance, maternal infection, 

mother-foetal attachment, maternal nutrition, and maternal healthcare under-

utilisation, identified as core pathways in the current review 

 Current P-IPV interventions could be expanded to target these pathways in order to 

ameliorate the negative effects of P-IPV on the unborn child 

 


