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Abstract

Intimate partner victimization (IPV) during the perinatal period is associated with adverse outcomes for the woman, her devel-
oping fetus, and any children in her care. Maternal mental health concerns, including depression and anxiety, are prevalent during
the perinatal period particularly among women experiencing IPV. Screening and interventions for IPV targeting women seeking
mental health treatment are lacking. In the current study, we examine the feasibility, acceptability, and the preliminary efficacy of
a brief, motivational computer-based intervention, SURE (Strength for U in Relationship Empowerment), for perinatal women
with IPV seeking mental health treatment. The study design was a two-group, randomized controlled trial with 53 currently
pregnant or within 6-months postpartum women seeking mental health treatment at a large urban hospital-based behavioral
health clinic for perinatal women. Findings support the acceptability and feasibility of the SURE across a number of domains
including content, delivery, and retention. All participants (100%) found the information and resources in SURE to be helpful.
Our preliminary results found the degree of IPV decreased significantly from baseline to the 4-month follow-up for the SURE
condition (paired #-test, p <0.001), while the control group was essentially unchanged. Moreover, there was a significant
reduction in emotional abuse for SURE participants (p = 0.023) relative to participants in the control condition. There were also
reductions in physical abuse although non-significant (p = 0.060). Future work will test SURE in a larger, more diverse sample.
ClinicalTrials.gov Identifier: NCT02370394
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Introduction

Rates of intimate partner victimization (IPV) involving phys-
ical abuse within the past year prior to pregnancy are 5.3 and
3.6% during pregnancy (Chu et al. 2010). For postpartum
women, research has found that rates for physical and
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emotional abuse within the past year are 7.4% (Certain et al.
2007). Although there is no conclusive evidence that perinatal
women are at higher risk for I[PV than non-perinatal women,
IPV during the perinatal period presents unique challenges. In
addition to health risks for the woman (Gottlieb 2008), peri-
natal IPV can compromise the health of the developing fetus
(e.g., preterm delivery and low birthweight (Shah and Shah
2010; Sarkar 2008)) and the infant (e.g., poor infant general
health, difficult temperament (Burke et al. 2008), and dis-
turbed attachment relations (Boris and Zeanah 1999)).
Currently, there is insufficient evidence to support univer-
sal screening of IPV (Machisa et al. 2017). The World Health
Organization ( 2013) recommends screening when factors
known to be associated with [PV are present, such as depres-
sion and posttraumatic stress disorder (PTSD). Given the high
rates of maternal mental health problems including depres-
sion, anxiety, and PTSD found among perinatal women with
IPV (Cerulli et al. 2011), that a staggering 30% of patients
seeking mental health treatment disclose IPV (Oram et al.
2013), and that IPV is a significant predictor of mental health
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symptoms, reduces the likelihood of engaging with treatment,
and increases premature termination of mental health care
(Johnson and Zlotnick 2007; Wilson et al. 2007; Creech et
al. 2012), screening and interventions for IPV should target
perinatal women seeking mental health treatment.
Furthermore, untreated psychiatric disorders are associated
with partner revictimization (Chang et al. 2008; Iverson et
al. 2011). Thus, mental health clinics compared to other med-
ical settings (e.g., primary care) could be more effective sites
for focused case-finding and intervention.

There are several obstacles that contribute to low rates of
IPV screening and intervention among female patients seek-
ing mental health treatment. For example, compared to other
physicians, psychiatrists exhibit less supportive attitudes to-
wards victims of IPV (Garimella et al. 2000); I[PV training and
knowledge of resources is limited among psychiatric residents
(Currier et al. 1996); and 60% of mental health professionals
report that they lack adequate knowledge of IPV (Nyame et al.
2013). Thus, there are much needed but inadequate systems in
place for mental health clinics or providers to respond to wom-
en with IPV.

Currently, there are only three IPV-focused interventions
that have demonstrated efficacy in reducing IPV by a RCT,
two of which were conducted with pregnant women in the US
(Kiely et al. 2010; Sharps et al. 2016) and the other in China
(Tiwari et al. 2010). These studies included health care pro-
fessionals and the interventions consisted of 4, 6, or 12 ses-
sions, raising concerns regarding costs and sustainability of
these interventions. Computer-delivered screening and inter-
vention could overcome a number of barriers and may facili-
tate the disclosure of IPV. In a recent qualitative study of 26
perinatal women, a computer tablet was found to be a safe,
confidential and non-judgmental mode of disclosing IPV
(Bacchus et al. 2016). A systematic review of methods of
screening for IPV found that self-administered computer
screening outperformed other screening methods (Hussain et
al. 2015), including face-to-face by 37%, and self-adminis-
tered, paper and pencil screeners by 23%.

The purpose of the current study is to test the feasibility and
acceptability of a brief computer-based intervention (Strength
for U in Relationship Empowerment; SURE) for perinatal
women seeking mental health treatment who report IPV risk
within the past year. We also examine IPV outcomes as a
preliminary evaluation of potential responses to treatment to
inform future larger-scaled trials of the SURE intervention.

Methods
Participants/procedure

Perinatal women (currently pregnant or within 6-months post-
partum) seeking mental health treatment at an urban hospital-
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based behavioral health clinic for perinatal women were invit-
ed to a “Health Survey,” a survey to help moms have healthier
pregnancies and be healthy during the postpartum period. The
survey was self-administered on a tablet PC. For safety rea-
sons, only women who were unaccompanied while waiting
for their appointment were approached by the research assis-
tant to complete the health survey. Perinatal women who were
18 years of age or older, English-speaking, and reported
experiencing IPV in the past 12 months were eligible and
recruited into the study. The 8-item Woman Abuse
Screening Tool (WAST) (Brown et al. 2000) was used to
screen for past-year IPV (i.e., physical, sexual, and emotional
abuse), and is consistent with the definition of IPV by
American College of Obstetricians and Gynecologists
(Brown et al. 2000). It has correctly classified 100% of non-
abused women and 92% of abused women in a known-group
analysis (Brown et al. 2000) and has adequate psychometrics,
even with minorities (Fogarty and Brown 2002). Consistent
with similar studies, IPV status was positive if a woman ob-
tains a score of 4 or more on the WAST.

All women who met study criteria whether they chose to
participate in the study or not were offered information and
community resources for IPV. Eligible patients who provided
informed consent were enrolled in the study. After completion
of the baseline assessment, the (computer) narrator “flipped a
coin” and participants were randomized into the control or
SURE intervention. Participants were given gift certificates
for $5.00 for participation in the screening survey and finan-
cial incentive $30 for the baseline and 4-month follow-up
assessment. The Institutional Review Board of the participat-
ing hospital approved all study procedures.

Intervention condition

SURE is a computerized intervention (30—40 min) delivered
on a small tablet computer and was adapted and delivered
using an intervention software platform, Computerized
Intervention Authoring Software (CIAS, Interva, Inc.;
Ondersma et al. 2005). The SURE includes a parrot avatar
with a female voice that addresses the participant by name,
serves as a guide and narrator for the program, and reads all
content aloud, allowing low-literacy participants to complete
the program. Participants completed the intervention in a pri-
vate and confidential setting. Feedback from informant inter-
views and participants of a small open trial of SURE was used
to refine SURE’s content and usability. These results are de-
scribed elsewhere (Hill et al. 2015). Briefly, participants re-
ported that the intervention was educational, interesting, and
realistic.

SURE is theory driven and consistent with motivational
interviewing (MI) principles. MI has wide dissemination and
demonstrated efficacy for a range of clinical problems (Burke
et al. 2003) and different populations, including low-income
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urban women (Weir et al. 2009; Carey et al. 1997). The MI-
based SURE adopts a collaborative and non-confrontational
approach and emphasizes increasing participants’ awareness
to successful steps towards their own well-being, an approach
that is in line with the empowerment model of care for IPV.
SURE presents information and education regarding types of
IPV; associated risks for the woman, fetus, and offspring;
potential health problems associated with relationship abuse;
and risks of untreated mental health problems. The SURE
emphasizes the bidirectional relationship between mental
health and IPV and the narrator assessed the participant’s read-
iness to utilize resources (e.g., remain in mental health treat-
ment, use [PV hotlines, talk to health care provider/support
person about IPV and IPV resources). Participants had the
option to create a personalized safety plan that offered tailored
advice for decision-making that maximizes their safety. They
were given the option of selecting from a menu of potential
personal change goals (autonomy) to learn more about specif-
ic topics, such as building support for IPV, building self-es-
teem, safety planning for IPV, breaking up with an abusive
partner, and how to talk to mental health care provider about
seeking IPV resources and/or managing anger towards abuser.
These topics were presented as a series of empowerment
videos that depicted women presenting on a topic, how they
managed (or skills they used for) a specific IPV-related issue,
and related positive outcome. All women in the pilot study
viewed at least one of these videos, with building self-esteem
being the most viewed video (47%) and then building support
(46%). Women were provided with optional printouts of re-
lated materials from the intervention as a resource as well as
empowerment messages reinforcing the video content.

Within 1 month of the baseline intervention, participants
completed a telephone or in-person 10—15-min booster ses-
sion to bolster the effects of the intervention. A trained inter-
ventionist reviewed goals and motivators, identified any bar-
riers to increasing safety behaviors and achieving goals,
solved problem, provided support and resources, and rein-
forced empowerment concepts and skills.

Control condition

Participants randomized to the control group also
interacted with the computer software and were guided
by the same narrator. The content of the control condition
included watching brief segments of popular television
shows and following up with questions for ratings of their
preference. This control condition was matched for time
and has been found to be acceptable in previous behavioral
trials (Tzilos et al. 2018; Ondersma et al. 2005). There was
no follow-up booster session for the control condition.
Participants in both conditions received information on
IPV and community resources for IPV.

Measures

All assessments consisted of self-report measures, which were
computer-delivered. Demographic information included edu-
cation level, employment status, income level, number of
weeks of gestation or delivery date, and marital status. The
following measures assessed the acceptability of the computer
software and of the SURE intervention: The satisfaction with
CIAS software scale (Ondersma et al. 2005) was administered
to both conditions to assess for participant satisfaction on
items tapping likeability, ease of use, level of interest, and
respectfulness. The 8-item Client Satisfaction Questionnaire-
Revised (CSQ-8-R) was administered to assess satisfaction
with the SURE intervention.

The Composite Abuse Scale (CAS) (Hegarty and Valpied
2013) was administered to assess for IPV. The CAS is a wide-
ly used, 30-item self-report behaviors that assess the frequen-
cy of psychological, physical, sexual, and combined severe
victimization within an intimate relationship over a specified
period of time (i.e., previous 3 months at baseline and
4 months since baseline). The items are presented in a six-
point format requiring respondents to answer “never,” “only

” “several times,” “monthly,” “weekly,” or “daily” in a
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once,
12-month period (Hegarty et al. 2005). The CAS has demon-
strated face, content, criterion, and construct validity. The
scale as a whole and its four subscales have all demonstrated
good internal consistency reliability (Hegarty and Valpied
2013).

Results
Participant flow

A total of 443 women were approached during recruitment for
the screening phase of the study. Of those approached, 142
women (32%) declined the screener for reasons including be-
ing previously approached, too busy, not interested, or not
eligible based on study criteria (see Fig. 1, CONSORT
diagram). An additional 213 women were not approached,
the majority of which were not approached for safety reasons
as they were accompanied by a partner or unknown adult.
Overall, 53 women were enrolled for the randomized trial
(18% of the women who were assessed for eligibility), and
all 53 women (100%) completed a baseline assessment and
intervention session. Of the 28 women randomized to the
intervention condition, 26 (93%) completed a booster session.
Forty-nine women (92%) completed the follow-up assess-
ment. Of the 28 women randomized to the intervention con-
dition, 26 (93%) completed a follow-up session. Of the 25
women randomized to the control condition, 23 (92%) com-
pleted a follow-up session. One woman (2%) withdrew from
the study after enrollment, and 3 women (6%) dropped out of
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Not Approached (n=213)

e Already approached (n=76)
e Filling out paperwork/called
immediately (n=28)
e On the phone (n=3)
e Accompanied (n=106)
o By boyfriend/partner (n=24)
o By Unknown/other (n=82)

Approached (n=443)

Declined to take screener (n=142):
e Already approached (n=12)

Too busy (n=24)

Not interested (n=50)

No reason given (n=10)

Not eligible for screener (not pregnant
or 6 months postpartum, minor, not
English-speaking) (n=46)

Assessed for eligibility (n=301)

Excluded (n=248):
e Did not meet inclusion criteria (n=209):
o Minor (n=1)
o Over 6 months postpartum (n=28)
o Not seeking/in mental health
treatment (n=6)

Enroliment

Fig. 1 CONSORT Diagram

the study and did not complete the follow-up assessment.
There were a total of 22 serious adverse events that were
classified as unrelated to the study.

Participant characteristics

Demographics of participants are described in Table 1.
Participants enrolled in the study (N = 53) were an average
age of 28 years old (SD =5.3; range 18-37 years). Of the 53
women enrolled in the randomized trial, 17 women (32%)
identified themselves as Hispanic/Latina. Six women (11%)
identified themselves as Black or African American, 27 wom-
en (51%) identified as White, 5 (9%) identified as Bi-racial or
Multi-ethnic, and 15 women (28%) identified as “Other.”

@ Springer

o Did not meet inclusion criteria for
IPV in the past year (n=174)
e Dropped out before enrollment (n=17)
e Withdrew before enrollment (n=22)
o Too busy (n=13)
o Notinterested (n=8)
o Lives too far away (n=1)

Acceptability of SURE

Participant self-reported ratings of both the computer soft-
ware as well as aspects of the SURE intervention were con-
sistently high. With regard to the overall utility of the inter-
vention, 100% of the women reported that information and
resources presented were helpful. Mean ratings of individual
questions tapping satisfaction with the computer software
ranged from a low of 3.2 (out of 5) to a high of 3.9. Mean
ratings of the specific components of the SURE content
ranged from a low of 5.7 (out of 7) (for the parrot avatar) to
a high of 6.8 for the component that provided information on
partner abuse and a high of 6.4 for the component on steps to
increase your safety (See Table 2). With respect to the Client
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Consented and enrolled (n=53)

Excluded after enrollment (n=0) ‘

| Randomized (n=53) ‘

|

Allocated to intervention (n=28):
e Received allocated intervention
and booster session (n=26)
e Did not receive allocated
intervention (n=0)
e Did not receive allocated booster
session (n=2):
o Missed (n=2)

Allocation

Lost to follow-up (n=2):
e No-show for the follow-up (n=2)
e Withdrew (n=0)

Follow-Up
(3-Month Assessment)

Analyzed (n=28)
Excluded from analysis (n=0)

Analysis

Fig. 1 continued.

Satisfaction Questionnaire-Revised (CSQ-8-R), the total
score mean was 26.2 (SD =3.29). All women (100%) found
that the SURE helped them to deal more effectively with
problems, and 96% rated the quality of the SURE as excellent
or good (see Table 2).

During the in-person/telephone booster session, 22
women (out of 26 who completed a booster) noted that
they used techniques mentioned in the intervention in
working on making changes and found these techniques
to be helpful (e.g., reminding themselves of their reasons
for change, speaking to counselor or relative/close friend
about their safety plan, and reminding themselves that
change is difficult but possible). Twenty-three of the 26
women reported in the booster session that they were still
in counseling and 18 of those reported that they had shared
aspects of the SURE intervention and their IPV experiences
with their counselor. The remaining women reported that

l

Allocated to control condition (n=25):
e Received allocated control
condition (n=25)
e Did not receive allocated control
condition (n=0)

Lost to follow-up (n=2):
e No-show for the follow-up (n=1)
e Withdrew (n=1)

Analyzed (n=25)
Excluded from analysis (n=0)

they planned to share their IPV experiences with their
counselor.

IPV outcomes

There were no significant differences between the two con-
ditions on the IPV at risk scores (i.e., WAST scores) at
screening with SURE participants obtaining a mean of
6.18 (SD=1.79) and the control a mean score of 6.04
(SD =2.05) (t-test p=0.794). Total CAS victimization
scores for women in the intervention condition decreased
by 14.8 points at 4-month follow-up assessment, which
was significant (paired #-test p < 0.001), while scores for
women in the control group were essentially unchanged
(paired #-test p =0.933; see Table 3). The change in total
CAS scores from baseline to follow-up assessment was
significant for women in the SURE condition as compared
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Table 1 Participant

characteristics Variable All randomized
Total (n=53) Intervention (n = 28) Control (n=25)
Age in years, mean (SD) 27.64 (5.30) 27.04 (5.76) 28.32 (4.75)
Range 18-37 18-37 18-36
Hispanic/Latino ethnicity, n (%)
Yes 17 (32.08) 8 (28.57) 9 (36.00)
No 36 (67.92) 20 (71.43) 16 (64.00)
Race, n (%)
Caucasian/White 27 (50.94) 17 (60.71) 10 (40.00)
Black 6 (11.32) 2(7.14) 4 (16.00)
Bi-Racial 5(9.43) 1(3.57) 4 (16.00)
Other 15 (28.30) 8 (28.57) 7 (28.00)
Currently pregnant, n (%)
Yes 22 (41.51) 15 (53.57) 7 (28.00)
No 31 (58.49) 13 (46.43) 18 (72.00)
Marital status, n (%)
Married 8 (15.09) 5(17.86) 3 (12.00)
Separated 5(9.43) 2(7.14) 3 (12.00)
Divorced 23.77) 1(3.57) 1 (4.00)
Single, no relationship 15 (28.30) 8 (28.57) 7 (28.00)
Single, in a relationship 21 (39.62) 10 (35.71) 11 (44.00)
Single, same-sex partner 2(3.77) 2(7.14) 0 (0)
Education, n (%)
Did not graduate high school 6 (11.32) 4(14.29) 2 (8.00)
High school graduate 17 (32.08) 9 (32.14) 8 (32.00)
Technical/trade school 3 (5.66) 2(7.14) 1 (4.00)
Some college 17 (32.08) 6(21.43) 11 (44.00)
College graduate 8 (15.09) 6(21.43) 2 (8.00)
Postgraduate 2 (3.77) 1(3.57) 1 (4.00)
Employment, n (%)
Full-time 15 (28.30) 7 (25.00) 8 (32.00)
Part-time 9 (16.98) 6(21.43) 3 (12.00)
Student 3 (5.66) 0 (0) 3 (12.00)
Housewife 10 (18.87) 6(21.43) 4 (16.00)
Unemployed 16 (30.19) 9 (32.14) 7 (28.00)
Any public aid, n (%)
Yes 46 (86.79) 24 (85.71) 22 (88.00)
No 7 (13.21) 4 (14.29) 3 (12.00)

to women in the control condition (z-test p <0.01). This
change score was still significant when controlling for
pregnancy status.

Each subscale score of the CAS showed the same pat-
tern of greater decrease in score (improvement) for the
intervention group and nearly no change for the control
as the total CAS scores. The emotional abuse subscale
scores for women in the SURE condition, as compared to
women in the control condition, were significantly reduced
from baseline to the 4-month follow-up There was a strong
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trend for the SURE condition demonstrating greater chang-
es, as compared to the control condition, in scores on the
physical abuse subscale (see Table 3).

Discussion

The current study demonstrated the feasibility, acceptability,
and preliminary efficacy of a brief computer-delivered inter-
vention, SURE, targeting IPV reduction among perinatal
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Table 2 Mean ratings on
satisfaction questions, N =52

M (SD)
Ratings of computer software®
How much did you like working with the computer? 3.48 (0.85)
How easy was it to use? 3.87 (0.44)
How interesting was it? 3.19 (0.89)
How respectful of you was it? 3.87 (0.49)
How much did it bother you? 1.35(1.2)
Ratings of SURE intervention”
Overall intervention 6.14 (1.04)
Videos of testimonials 6.46 (0.74)
Information about women and abuse 6.75 (0.52)
Information to increase safety 6.39 (0.83)
Safety planning 6.32 (0.82)
Ratings on Client Satisfaction Questionnaire (CSQ-8)°
How would you rate the quality of the service you received? 3.43 (0.57)
Did you get the kind of services you wanted? 3.29 (0.60)
To what extent has our program met your needs? 3.07 (0.66)
If a friend were in need of similar help, would you recommend our program? 3.43 (0.57)
How satisfied are you with the amount of help you received? 3.25(0.59)
Have the services you received helped you to deal more effectively with your problems? 3.25(0.44)
In an overall, general sense, how satisfied are you with the services you received? 3.32(0.67)
If you were to seek help again, would you come back to our program? 3.14 (0.65)

Ratings were based on a 1-5 Likert scale, where 1 = not at all, and 5 = very much

®Ratings were based on a 1-7 Likert scale, where 1 = not at all helpful, and 7 = very helpful

¢ Ratings were based on a 1-4 Likert scale, where higher scores indicate greater satisfaction

women who sought mental health treatment. All participants
(100%) found the information and resources presented in
SURE to be helpful. These high satisfaction scores are also
reflected in our high completion rate of the intervention and
booster session. Given the obstacles that women with [PV
face, such as their abuser sabotaging access to care, resources,
and support (Warshaw and Sullivan 2013), as well as their
difficulty in utilizing mental health treatment (Johnson and
Zlotnick 2007; Wilson et al. 2007), the high completion rate
for SURE and our finding that 92% of our sample returned to
complete the 4-month follow-up assessment suggests that our
intervention was feasible to conduct in a mental health setting
with women with IPV seeking mental health treatment.

One aim of pilot studies is to determine if the effects of
treatment appear promising (Kistin and Silverstein 2015). Our
results are encouraging with regard to the effect of SURE on
the reduction of IPV victimization, with significant changes in
scores reflecting the degree of emotional abuse over a 4-
month follow-up period, and a trend towards significance in
scores reflecting the degree of physical abuse. The physical
abuse scores contributed to the difference overall in IPV
scores but by itself, the difference was not large enough to
be significant. Thus, the effect size for physical abuse was
smaller than for emotional abuse. Since the power was too

low in the current sample to detect differences between the
two conditions, future studies will need a larger sample to
determine if SURE significantly reduces physical abuse. The
lack of significant findings for the harassment subscale may
have been due to the low variability in scores, given that this
subscale had only 4 items (compared to the CAS emotional
abuse subscale that has 11 items). Another explanation is that,
unless the woman had left the relationship, some items in this
CAS subscale may not necessarily be considered as harass-
ment by participants (e.g., hung around outside my house).
Future studies should include a comprehensive measure of
harassment by an intimate partner.

Another finding of the current study is that women ran-
domized to the SURE had significant changes in overall [PV
over a 4-month period, whereas the control group remained
for the most part unchanged. Even though the present study
had a relatively short follow-up period (i.e., 4 months), any
reduction of IPV during the perinatal period has the potential
to be significant in its impact on the health and functioning of
the fetus and infant.

There are a number of strengths in the current study. Our
completion and retention rates were very high—92% of the
women completed the 4-month follow-up assessment—dem-
onstrating our ability to recruit and retain a high-risk, and
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Table 3 Main outcomes of composite abuse scale (CAS), N =49

Score Intervention Control p-
value

Baseline

N 26 23

Mean (SD) 27.2 (18.1) 16.8 (12.1) 0.025
Follow-up

N 26 23

Mean (SD) 12.4 (12.4) 16.5 (20.2) 0.402
Change score

N 26 23

Mean (SD) 14.8 (18.6) 0.30 (17.2) 0.007

Paired t-test p=0.0004 p=0.933
Baseline—excluding outlier

N 25 23

Mean (SD) 25.1 (15.1) 16.8 (12.1) 0.043
Follow-up—excluding outlier

N 25 23

Mean (SD) 12.9 (12.4) 16.5 (20.2) 0.462
Change score—excluding outlier

N 25 23

Mean (SD) 12.2 (13.5) 0.30(17.2) 0.010

Paired ¢-test »=0.0001 p=0.933

Subscale scores—excluding outlier

Severe combine abuse

Baseline

N 25 23

Mean (SD) 0.84 (1.34) 0.70 (1.11) 0.833
Follow-up

N 25 23

Mean (SD) 0.28 (0.89) 0.74 (1.36) 0.127
Change score

N 25 23

Mean (SD) 0.56 (1.45) —0.04 (1.58) 0.161

Wilcoxon signed rank p=0.056 p=0.957
Physical abuse
Baseline

N 25 23

Mean (SD) 3.80(5.02) 2.96 (4.41) 0.511
Follow-up

N 25 23

Mean (SD) 1.28 (3.23) 2.57 (4.61) 0.655
Change score

N 25 23

Mean (SD) 2.52 (3.50) 0.39 (4.90) 0.061

Wilcoxon signed rank p=0.004 p=0.836
Emotional abuse
Baseline

N 25 23

Mean (SD) 7.4 (10.5) 10.3 (6.68) 0.007
Follow-up
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Table 3 (continued)

Score Intervention Control -
value
N 25 23
Mean (SD) 9.64 (8.92) 10.3 (11.7) 0.814
Change score
N 25 23
Mean (SD) 7.80 (10.0) —0.09 (8.67) 0.006
Paired #-test p=0.0007 p=0.962
Harassment
Baseline
N 25 23
Mean (SD) 3.00 (3.12) 2.91 (3.00) 0.925
Follow-up
N 25 23
Mean (SD) 1.68 (2.50) 2.87 (4.35) 0.701
Change score
N 25 23
Mean (SD) 1.32 (3.35) 0.04 (4.52) 0.253
Wilcoxon signed rank »=0.089 p=0.963

NOTE: The outlier was one patient in the intervention condition with a baseline score of 79 and follow-up score of 0. All subscale change scores, except
for emotional abuse, exhibited skewed distributions and were compared by nonparametric statistical tests

racially and ethnically diverse sample. Compared to US inter-
vention studies that reduced IPV among perinatal women,
participants were only modestly invested in attending the in-
tervention or the intervention attendance was unknown. In our
study, women reported high ratings of acceptability with the
specific intervention components, which may have been due
to the iterative design of SURE and that SURE is theoretically
driven and supported by the literature. We included a well-
validated and reliable outcome measure, the CAS and the use
of computer-delivered assessment may have facilitated
disclosure.

We also acknowledge limitations of the study. Our sample
size is small (N =53) yet adequate for a pilot feasibility trial
(Rounsaville et al. 2001). Women in our sample were recruit-
ed from a hospital in the Northeast and our results may not be
generalizable to all perinatal women. Our sample was also a
select sample of perinatal women in that the majority of wom-
en who were not approached for the study were accompanied.
It is possible that these women were with a partner who was
particularly controlling and abusive. Further, 58% of the
women screened reported no IPV experiences. It is unknown
as to what percent of these women may have had IPV experi-
ences and if participants in the study were representatives of
women with IPV seeking mental health treatment. Another
limitation was that our booster session was conducted either
by telephone or in person, rather than completed on the com-
puter, which may have led to biased responses. Moreover,

because our control condition did not include a booster ses-
sion, we cannot be certain that the significant reduction in IPV
outcomes for women in the SURE condition was not associ-
ated with the additional contact of the booster session. We did
not include a measure of mental health outcomes.

While 28% of our sample endorsed being single and not
currently in a relationship, the literature suggests (Kuijpers et
al. 2012) that these women are still at high risk for I[PV based
on their endorsement of IPV during the past 12 months (i.e.,
WAST score in the screener). This places them at risk for
revictimization in the future, regardless of current partner sta-
tus, thus, making the SURE a relevant preventive intervention.

The findings of the current pilot study are encouraging
and represent the first study to develop and test an inter-
vention specifically for perinatal women with [PV seeking
mental health treatment, a vulnerable group of women. In
addition, few, if any, interventions incorporate content on
IPV and linkages to IPV services and resources along with
mental health services. Our study is also unique in its brev-
ity for an IPV intervention. A larger trial with a longer
follow-up period is necessary in order to determine if our
findings are robust and can be sustained over time. Future
studies should include a cost estimate of SURE in a real-
life clinical setting to inform the feasibility of disseminat-
ing and implementing it on a large scale.
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