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Abstract
Economic Hardship and Intimate Partner Violence: Exploring Economic and Social Disparities in
a Pregnant Population
Maria Isabel Carter-Cuadra
Chair of the Supervisory Committee:

N. Jeanie Santaularia, MPH, PhD

Background: Intimate partner violence (IPV) affects over 40% of women in the U.S. and is
associated with serious health risks, including depression, PTSD, substance use, and adverse
birth outcomes. The health consequences of IPV are especially heightened during pregnancy, a
time of increased physical, emotional, and economic vulnerability. Although prior research has
established a link between economic hardship and IPV, few studies have examined multiple
indicators of economic hardship in relation to IPV during pregnancy. Moreover, given
documented disparities in both economic conditions and IPV prevalence across racial/ethnic
groups, evaluating race/ethnicity as an effect modifier can help clarify whether these
associations differ across populations. This study addresses this gap by evaluating how WIC
participation, household income, and insurance type are associated with IPV before and during

pregnancy, and whether these associations vary across racial and ethnic groups.

Methods: We conducted a cross-sectional analysis of 2016-2023 Pregnancy Risk Assessment
Monitoring System (PRAMS) data from 38 U.S. states (N = 177,787). Economic hardship was
measured using WIC eligibility and use, household income relative to the federal poverty level,
and insurance type. IPV was defined as any physical violence from a current or former partner

in the year before or during pregnancy. Survey-weighted logistic regression estimated adjusted



odds ratios (aORs), controlling for maternal age, race/ethnicity, education, and marital status.

Stratified models assessed effect modification by race/ethnicity.

Results: IPV was reported by 2.2% of respondents (n = 3,973). Among those who experienced
IPV, 82.9% lived at or below the FPL, 72.4% had public insurance, and 53.9% used WIC.
Economic hardship was significantly associated with higher odds of IPV. Women with incomes
at or below 100% of the federal poverty level had 5.18 times the odds of experiencing IPV
compared to those with incomes above 185% of the FPL. WIC participants had 2.70 times the
odds of IPV compared to women who were not eligible for the program, and those with public
insurance had 2.36 times the odds compared to women with private insurance. Stratified
models revealed strong associations between economic hardship and IPV across all racial and
ethnic groups, with elevated odds observed when comparing individuals experiencing economic
hardship to their respective higher-income, privately insured, or non-WIC-using counterparts

within each group.

Conclusion: Economic hardship is strongly linked to IPV before and during pregnancy,

underscoring the need for targeted prevention efforts that support low-income women.



Introduction

Intimate partner violence (IPV), defined as experiencing sexual violence, physical violence, or
stalking by an intimate partner in one’s lifetime, affects 41 out of 100 women in the US (Basile et
al., 2022). IPV is associated with numerous health outcomes, including higher rates of diabetes,
hypertension, sexually transmitted infections, substance use, and various mental health
problems such as depression and post-traumatic stress disorder (Stubbs & Szoeke, 2022).
These negative health outcomes are even more pronounced among pregnant individuals, who
face an increased risk of pregnancy complications, premature birth, and low birth weight
(Stubbs & Szoeke, 2022). A previous study using 2016—2018 Pregnancy Risk Assessment
Monitoring System (PRAMS) data from six U.S. states found that approximately 6% of
individuals who had recently given birth reported experiencing some form of IPV during
pregnancy (D’Angelo et al., 2022). Furthermore, in 2022, homicide was the leading cause of
death for pregnant individuals, with many incidents linked to IPV (Lawn & Koenen, 2022). In
order to mitigate the severe consequences of IPV, it is important to understand factors that
contribute to IPV. One such factor that has been associated with IPV is economic hardship
(Benson et al., 2003; Economic Distress, Community Context and Intimate Violence, 2001; Frias

& Angel, 2007; Lucero et al., 2016)

Economic Hardship and Intimate Partner Violence

Prior literature has identified several pathways between economic hardship and IPV among
non-pregnant individuals. These studies suggest that women who experience persistent or high
levels of economic hardship (i.e. employment instability, employment uncertainty, insufficiency of
current income to meet needs, and perceived financial inadequacy) face significantly greater
odds of experiencing IPV, even after controlling for demographic and sociodemographic factors
(Benson & Fox, 2001). For example, Lucero et al. (2016) found that women reporting ongoing

economic hardship had the highest likelihood of IPV, while those who never experienced



hardship had the lowest risk (Lucero et al., 2016). Additionally, both Benson et al. (2003) and
Frias et al. (2007) found that reported financial strain by individuals experiencing IPV was
associated with an increased likelihood of continued violence at the hands of an intimate partner

(Benson et al., 2003; Frias & Angel, 2007).

However, few studies have explored the direct associations between economic hardship and
IPV during pregnancy. Pregnancy is a period marked by increased physical and psychological
vulnerability, which may heighten susceptibility to both economic hardship and IPV (Cochran et
al., 2023; Taylor et al., 2021). Pregnant women who experience IPV are already at an elevated
risk of experiencing adverse health effects such as sexually transmitted infections, depression,
post-traumatic stress disorder, and various birth complications (Boy & Salihu, 2004; Chisholm et
al., 2017). Prior research has found that pregnant individuals who experience economic
hardship are more likely to experience IPV victimization. One study, conducted by Morgan et al.,
found that individuals from an Australian cohort who had been pregnant in the last 12 months
and identified as economically insecure (i.e., inability to pay essential expenses on time, went
without medical treatment or dental treatment when required, pawned or sold something, went
without meals, or inability to heat or cool their home) were more likely to experience physical
and sexual IPV than their non-pregnant counterparts (Morgan & Boxall, 2022). Another study
found that reported economic hardship (i.e. food insecurity and other money problems) was

associated with an increased risk of experiencing IPV during pregnancy (Cochran et al., 2023).

Reduction in economic and household stress is theorized to decrease the amount of conflict in
the household that may lead to incidents of IPV (D’Inverno et al., 2018). This conflict may be
exacerbated during pregnancy given that pregnancy can be a time of heightened economic
stress, resulting from increased resource strain that comes with welcoming a new child to a

home (Benson et al., 2003; Stanczyk, 2020). According to the Family Stress Model, financial



strain is linked to caregiver psychological distress and relationship conflict, which can contribute
to IPV risk, implying that reduced financial strain may reduce the risk of IPV (Conger et al.,
1994; Lucero et al., 2016). Furthermore, improved economic support may provide
victim-survivors with the financial independence to leave abusive situations (Frias & Angel,
2007; Matjasko et al., 2013). Economic policies that offer financial support can provide new
mothers with increased economic empowerment and financial independence that can provide
them with resources to remove themselves from violent environments (D’Inverno et al., 2018;

Eggers del Campo & Steinert, 2022).

Understanding specific measures of economic hardship can strengthen the evidence supporting
the Family Stress Model and help identify which types of financial strain are most strongly
associated with increased risk of IPV. This study focuses on three distinct measures of
economic hardship as indicators of financial strain among pregnant individuals: (1) food
insecurity, (2) income level, and (3) insurance type. Each measure reflects a different aspect of
economic vulnerability. Food insecurity captures immediate material hardship, income level
reflects broader financial resources and stability, and insurance type serves as a proxy for
access to healthcare (Braveman et al., 2010; Taylor et al., 2020; Zinga et al., 2022). Examining
all three measures allows for a more comprehensive understanding of how economic hardship

contributes to IPV and may reveal distinct pathways through which financial strain operates.

Food insecurity, defined as limited or uncertain access to sufficient food, has been consistently
linked to increased IPV risk (Carlson et al., 1999). Prior research has consistently shown that
food insecurity is associated with a more than twofold increase in IPV during pregnancy
(Cochran et al., 2023; Laraia et al., 2022; Melchior et al., 2009; Waterman et al., 2024). Given
the established role of food insecurity in shaping IPV risk during pregnancy, participation in the

Special Supplemental Nutrition Program for Women, Infants, and Children (WIC), a nutritional



services program for low-income mothers and children, can serve as a proxy to examine food
insecurity and economic vulnerability in this population (WIC Eligibility Requirements | Food and

Nutrition Service, 2025).

Beyond food insecurity, income level provides a broader indicator of economic resources and
stability. Several studies have noted significant differences in the prevalence of IPV across
income levels (Ahmadabadi et al., 2020). For example, pregnant women who reported an
income of less than $20,000 experienced significantly higher levels of psychological abuse than
those with higher incomes (Johnson, 2021). Similarly, a study using the California’s Maternal
and Infant Health Assessment (MIHA) found that women living below the federal poverty level,
experienced significantly higher rates of maternal hardship, including IPV, compared to their

higher-income counterparts (Braveman et al., 2008).

Insurance type serves as a marker of economic vulnerability and access to essential health
services. Public insurance coverage, or lack of insurance altogether, often reflects underlying
financial hardship and reduced access to supportive resources. Analysis of rural U.S. residents
who gave birth between 2016 and 2020 found that individuals covered by Medicaid at the time
of childbirth reported significantly higher rates of IPV (7.7%) compared to those with private
insurance or no insurance (both 1.6%) (Kozhimannil et al., 2024). Similarly, a population-based
study in California demonstrated that pregnant individuals enrolled in Medicaid were three times
more likely to be hospitalized for assault-related injuries during pregnancy than their privately

insured counterparts (Aizer, 2011).

Furthermore, the current body of literature on IPV has consistently shown that IPV prevalence
varies across different racial/ethnic groups. Studies have found that Black, American Indian/

Alaska Native, and Latina women experience disproportionately higher rates of IPV compared



to their non-Hispanic white counterparts, even after accounting for socioeconomic factors
(Basile et al., 2022; Stockman et al., 2015). In addition to disparities in IPV victimization,
minority groups are also more vulnerable to economic hardship due to a long history of racial
injustices across the US. Prior literature finds that minority women who are impoverished are at
an increased risk of IPV than their wealthier, white counterparts (Bonomi et al., 2009; Gillum,
2019). These disparities likely exist as a result of structural racism that has historically reduced

access to IPV support through increased barriers (Hulley et al., 2023).

Current Study

In this study, we draw on the Family Stress Model to examine the relationship between
economic hardship and IPV before and during pregnancy (Conger et al., 1994; Lucero et al.,
2016). We assess this relationship using three indicators of economic hardship: WIC eligibility
and use, household income relative to the federal poverty level, and insurance type (private,
public, or uninsured). While several studies have been conducted on the relationship between
economic hardship and IPV, few have directly examined the relationship between multiple
indicators of economic hardship, such as WIC, income, and insurance type as individual factors
that may be linked to IPV, particularly before and during pregnancy. Existing research often
includes these indicators as covariates in larger models rather than examining them as primary
exposures of interest, thereby limiting our understanding of their distinct contributions to IPV risk
(Cha & Masho, 2014; Cochran et al., 2023; Kapaya et al., 2019). Moreover, studies that
examine WIC participation or insurance type in relation to IPV often focus on whether
individuals were screened for IPV, rather than whether they actually experienced IPV (Cha &
Masho, 2014; Halpern-Meekin et al., 2019). For aim one we will measure the association
between economic hardship and IPV using unadjusted and adjusted logistic regression models.
Given prior literature documenting racial and ethnic disparities in IPV prevalence, this study’s

second aim examines whether the relationship between economic hardship and IPV differs



across racial and ethnic groups, to assess whether similar disparities are present among

pregnant women in our sample.

Methods

Study Setting

This study analyzed data from the Pregnancy Risk Assessment Monitoring System (PRAMS)
Phase 8 data, which covers years 2016-2022, to measure the association between measures
of economic hardship and IPV among women who recently experienced a live birth across 38
states. States were included if they asked about economic hardship and IPV in their
questionnaire (Figure 1). Puerto Rico was excluded from the analysis because, as a U.S.
territory rather than a state, it operates under different legal, administrative, and healthcare
systems. These systemic differences could introduce heterogeneity that would complicate

comparisons with U.S. states, limiting the interpretability and generalizability of study findings.

Figure 1. Study Sample

Study Sample

Data Available




The Pregnancy Risk Assessment Monitoring System (PRAMS), developed by the CDC and
state health departments in 1987, is an ongoing population-based survey of individuals with a
recent live birth. Conducted in 46 states and two U.S. territories, PRAMS uses birth certificate
records to draw a representative annual sample of 1,000 to 3,000 respondents per state. Data
are collected through mailed surveys and phone follow-ups and cover topics such as prenatal
care, maternal health, stress, substance use, and infant care. PRAMS data are weighted to
ensure generalizability to each state's maternal population and help address gaps in maternal
and child health research. Additional details on PRAMS methodology are available from the

CDC (CDC, 2025).

Study Subjects

States and territories participating in PRAMS follow a standard data collection protocol to
ensure that a representative sample of the population is included in the study. Participants are
identified through state birth certificate records. Once a random sample has been selected, a
series of invitations to complete the survey are sent out 2-4 months after delivery, allowing
mothers time to respond to questions regarding the postpartum period. Data collection
combines surveys completed via mailed questionnaire, telephone interview, and telephone
follow-ups for non-respondents to maximize response rates. PRAMS currently uses a minimum
response rate of 50% for state release of data (CDC, 2025). Our total sample size after filtering

for the given exposure and outcome variables is 177,787.

Exposures
In order to measure economic hardship, we quantified three measures of economic hardship:
WIC eligibility and use, household income relative to the federal poverty line, and health

insurance.



WIC eligibility and use. We used the question “During your most recent pregnancy, were you
on WIC (the Special Supplemental Nutrition Program for Women, Infants, and Children)?” with
response options being “Yes” and “No.” We created a new categorical variable using this WIC
variable, household income (described below), and an additional variable that measured the
number of dependents which we used as a proxy for household size. Since each fiscal year had
a new federal poverty line limit, we calculated our WIC variable to reflect the timing of income
eligibility. Our new variable measures WIC eligibility and use, resulting in the following three

categories: (1) WIC eligible + used, (2) WIC eligible + not used, and (3) Not WIC eligible.

Household income. We used the question “During the 12 months before your new baby was
born, what was your yearly total household income before taxes?” Income was originally
reported as a categorical variable, with each response corresponding to a predefined income
range (e.g., $20,001-$24,000). To facilitate comparison to year-specific federal poverty line
(FPL) thresholds, each income category was assigned a midpoint value (e.g., $22,500 for the
$20,001-%$24,000 category), allowing income to be approximated as a continuous variable. This
estimated income was then divided by the FPL threshold corresponding to the mothers' reported
survey year and household size (as indicated by the number of income dependents), reflecting
established practices (Braveman et al., 2008). The resulting income-to-poverty ratios were used
to classify women into standardized income categories relative to the FPL. We categorized
income into three levels: <100% FPL, 101-185% FPL, and >185% FPL. These categories align
with income-based eligibility criteria for federal assistance programs such as WIC and allow for
consistent classification across survey years despite the absence of exact income values. This

was adjusted for each year since the FPL threshold changes on a yearly basis.

Health insurance. We used the question “During your most recent pregnancy, what kind of

health insurance did you have for your prenatal care?” with response options including: “Private



health insurance from my job or the job of my husband or partner,” “private health insurance

” o«

from my parents,” “private health insurance from the <State> Health Insurance Marketplace or

<state website> or HealthCare.gov,” “Medicaid (required: state Medicaid name),” “state-specific

”

option (Other government plan or program such as SCHIP/CHIP),” “state-specific option (Other

government plan or program not listed above such as MCH program, indigent program or family

” o«

planning program),” “state-specific option (TRICARE or other military health care),”

“state-specific option (IHS or tribal),” “other health insurance,” and “I did not have any health
insurance for my prenatal care.” These response options were categorized into “Private,”

“Public,” or “Uninsured.” Private insurance consisted of “Private health insurance from my job or

the job of my husband or partner,” “private health insurance from my parents,” “private health
insurance from the <State> Health Insurance Marketplace or <state website> or
HealthCare.gov.” Public insurance consisted of all other insurance types aside from “I did not

have any health insurance for my prenatal care” which was categorized as uninsured.

Outcome

The outcome of interest is IPV, assessed using two PRAMS questions: (1) “During the 12
months before you got pregnant with your new baby, did your husband or partner push, hit, slap,
kick, choke, or physically hurt you in any other way?” and (2) “During your most recent
pregnancy, did your husband or partner push, hit, slap, kick, choke, or physically hurt you in any
other way?” For both questions, response options included “Yes” or “No” for “My husband or
partner,” “My ex-husband or ex-partner,” “Another family member,” and “Someone else.” We set
response options of “Another family member,” and “Someone else” to be missing, given our
focus on IPV. We combined the two questions to create a single binary outcome variable
indicating whether women experienced any physical IPV in the year prior to (i.e., before)

pregnancy or during pregnancy.



Confounders

Confounders in this model include variables that impact both economic hardship and IPV. All
variables are self-reported and come from the PRAMS phase 8 dataset. Key confounders in this
analysis include maternal age, maternal race, maternal Hispanic ethnicity, maternal education,
and marital status. Maternal age has been shown throughout the literature to impact likelihood
of IPV victimization, with younger women being at a higher risk for IPV (Bachman, 1994,
Hairston, 2017). Maternal age also impacts economic hardship, with prior literature finding that
younger mothers suffer from a loss in long-term income (Leung et al., 2016). Maternal
race/ethnicity plays a role in shaping educational and economic opportunities, which can in turn
affect both economic hardship and IPV exposure through structural inequities (Bhopal, 2017;
Dohrmann et al., 2022; Dohrmann et al., 2022). Maternal education may act as a confounder in
the relationship between economic hardship and IPV, as women with lower levels of education
are more likely to experience economic hardship, and independently, lower educational
attainment has been linked to higher rates of IPV, possibly due to limited access to resources,
social support, or employment opportunities (Smith et al., 2019; Tankard & lyengar, 2018;
Tankard & lyengar, 2018). Marital status influences both economic hardship and IPV risk, as
married women may have greater financial stability, which can affect both their access to
economic security and is associated with decreased likelihood of experiencing IPV.??" Given
these relationships, adjusting for these confounders is necessary to validly estimate the

association between economic hardship and IPV.

Effect Modifiers

Race/ethnicity were combined and assessed as an effect modifier. Race/ethnicity were
self-reported using a multi-select format. The maternal race variable listed the following
categories: non-Hispanic white, non-Hispanic Black, American Indian, Alaska Native, Asian,

Hawaiian/Other Pacific Islander, Other/Multiple Race, and Unknown. Women with unknown race



were not included in the analysis. Hispanic ethnicity was assessed using a separate variable,
with response options: Hispanic, non-Hispanic, and Unknown. Women with unknown ethnicity
were not included in the analysis. We collapsed Asian and Pacific Islander (Asian/Pl, n=15,477)
and American Indian and Alaska Native (AlI/AN, n=8,100) for simplicity of analysis. Our final
categories were: non-Hispanic white, non-Hispanic Black, Hispanic (any race), non-Hispanic

Asian/PI, non-Hispanic Al/AN, and non-Hispanic Other/Multiple.

Data analysis

Data analysis was conducted using RStudio Version 2024.12.1+563. The primary analysis used
logistic regression models to examine the association between the economic hardship variables
(i.e., WIC eligibility and use, income relative to the federal poverty line, and insurance type) and

IPV. All analyses used survey weights.

For aim one, we used unadjusted and adjusted logistic regression models to assess the
association between economic hardship (measured by WIC eligibility and use, household
income relative to the federal poverty level, and insurance type) and IPV before and during
pregnancy. We ran separate models for each economic hardship exposure variable: (1) WIC
eligibility and use during pregnancy (WIC eligible + used, WIC eligible + not used, and not WIC
eligible), (2) type of health insurance coverage during pregnancy (public only, private only, or
uninsured), and (3) household income relative to the federal poverty level (categorized as
<100%, 101-185%, and >185%). All models were adjusted for the same set of confounders:
maternal age (continuous), maternal race/ethnicity (categorical), maternal education
(categorical), and marital status (binary). Categorical variables were included using indicator
coding, with reference groups selected based on theoretical relevance and distribution in the
sample. Reference groups included “20-24" for maternal age, “non-Hispanic white” for maternal

race/ethnicity, “>12 years” for maternal education, “Not WIC eligible” for WIC eligibility and use,



“Private only” for insurance type, and “>185%” for income. For aim two, we stratified by
race/ethnicity (i.e. non-Hispanic white, non-Hispanic Black, Hispanic (any race), non-Hispanic
Asian/PI, non-Hispanic Al/AN, and non-Hispanic Other/Multiple) for each of these three models

to assess effect modification.

Results

Table 1 presents the distribution of demographic and socioeconomic characteristics stratified by
IPV status. Among women who experienced IPV, nearly a third (31.8%) were aged 25-29,
35.7% were non-Hispanic white, and 27.6% were non-Hispanic Black. Regarding maternal
education, nearly half (47.0%) of women who experienced IPV had more than 12 years of
education compared to 35.5% with 12 years of education / high school diploma and 17.5% with
less than 12 years of education. Additionally, 78.0% of women who experienced IPV were

unmarried, while 22.0% were married.

Furthermore, among those who experienced IPV, the majority experienced economic hardship
based on WIC eligibility and use, household income relative to the federal poverty level, and
insurance type. Nearly half (53.9%) of women who experienced IPV were eligible for and used
WIC, and 28.5% were eligible but did not use WIC. Only 17.6% of women who experienced IPV
were not eligible for WIC. Nearly three fourths (72.4%) of those who experienced IPV had public
insurance, 18.1% had private insurance, and 9.4% were uninsured. Furthermore, 82.9% of
women who experienced IPV lived at or below the federal poverty level (£100% FPL), while only

5.6% lived in households earning above 185% FPL.

Table 1. Demographic Variables by IPV Status

Overall Experienced IPV Didn’t Experience
(N=177,787) (N=3,973) IPV




(N=173,814)

Maternal Age
<20
20-24
25-29
30-34
35+

Maternal
Race/Ethnicity

Hispanic (any race)

Non-Hispanic AI/AN

Non-Hispanic
Asian/PI

Non-Hispanic Black

Non-Hispanic
Other/Multiple

Non-Hispanic white
Maternal Education
<12 years

12 years / HS
Diploma

>12 years

Marital status
Married
Other

WIC Eligibility & Use

Eligible + Not Used
Eligible + Used
Not Eligible

Income Relative to

Federal Poverty Level

>185% FPL

101-185% FPL

<100% FPL
Insurance Type

Private

Public

Uninsured

2,650 (1.5%)
28,115 (16.1%)
51,728 (29.6%)
56,687 (32.4%)
35,704 (20.4%)

24,816 (14.0%)
5,902 (3.3%)
12,420 (7.0%)

28,828 (16.3%)
9,603 (5.4%)

95,652 (54.0%)

16,838 (9.5%)
39,512 (22.4%)

120,065 (68.1%)

113,352 (63.8%)
64,312 (36.2%)

31,596 (17.8%)
46,736 (26.3%)
99,455 (55.9%)

59,825 (33.6%)
38,663 (21.7%)
79,299 (44.6%)

97,632 (54.9%)
66,805 (37.6%)
13,350 (7.5%)

112 (2.9%)
1,105 (29.0%)
1,212 (31.8%)
892 (23.4%)
489 (12.8%)

575 (14.5%)
404 (10.2%)
98 (2.5%)

1,095 (27.6%)
374 (9.4%)

1,415 (35.7%)

690 (17.5%)
1,396 (35.5%)

1,851 (47.0%)

870 (22.0%)
3,091 (78.0%)

1,131 (28.5%)
2,141 (53.9%)
701 (17.6%)

222 (5.6%)
458 (11.5%)
3,293 (82.9%)

721 (18.1%)
2,878 (72.4%)
374 (9.4%)

2,538 (1.5%)

27,010 (15.8%)
50,516 (29.5%)
55,795 (32.6%)
35,215 (20.6%)

24,241 (14.0%)
5,498 (3.2%)
12,322 (7.1%)

27,733 (16.0%)
9,229 (5.3%)

94,237 (54.4%)

16,148 (9.4%)
38,116 (22.1%)

118,214 (68.5%)

112,482 (64.8%)
61,221 (35.2%)

30,465 (17.5%)
44,595 (25.7%)
98,754 (56.8%)

59,603 (34.3%)
38,205 (22.0%)
76,006 (43.7%)

96,911 (55.8%)
63,027 (36.8%)
12,976 (7.5%)




* Table shows unweighted n’s

Unadjusted Odds Ratios

In unadjusted models, women who were eligible but did not use WIC had 4.29 (95% CI: 3.74,
4.91) times the odds of experiencing IPV compared to those not eligible for WIC. Those who
were eligible and used WIC had 5.25 (95% ClI: 4.66, 5.90) times the odds of experiencing IPV
compared to those who were not eligible. Women with the lowest income levels (£100% FPL)
had 11.23 (95% CI: 9.16, 13.77) times the odds of experiencing IPV compared to those with
incomes greater than 185% of the FPL. Those with 101-185% FPL also had elevated odds of
experiencing IPV (OR: 3.13, 95% ClI: 2.45, 3.98) compared to women who had incomes >185%
FPL. Compared to women with private insurance, those with public insurance had 5.26 times
the odds of experiencing IPV (95% ClI: 4.63, 5.97), while uninsured women had 3.54 times the

odds (95% Cl: 2.91, 4.30).

Table 2. Economic Factors Associated with IPV Prevalence

Economic Factor Unadjusted OR [95% CI] Adjusted OR [95% CI]

WIC Eligibility & Use

Not Eligible 1.00 1.00
Eligible + Not Used 4.29[3.74, 4.91] 2.57 [2.21, 2.99]
Eligible + Used 5.25 [4.66, 5.90] 2.70 [2.35, 3.11]

Income Relative to Federal Poverty Level

>185% FPL 1.00 1.00
101-185% FPL 3.13[2.45, 3.98] 2.21[1.72, 2.83]
<100% FPL 11.23 [9.16, 13.77] 5.18 [4.10, 6.55]

Insurance Type

Private 1.00 1.00



Public 5.26 [4.63, 5.97] 2.36 [1.99, 2.79]

Uninsured 3.54 [2.91, 4.30] 2.09[1.66, 2.63]

Adjusted Odds Ratios

After adjusting for sociodemographic characteristics (e.g. maternal age, race/ethnicity,
education, and marital status), women who were eligible for WIC but did not use it had 2.57
times the odds of experiencing IPV (95% Cl: 2.21, 2.99), while those who used WIC had 2.70
times the odds, relative to women who were not eligible for WIC. The association between
income and IPV showed that women living at <100% of the FPL had 5.18 (95% CI: 4.10, 6.55)
times the odds of experiencing IPV compared to those with incomes above 185% FPL. Those
with 101-185% FPL also had significantly higher odds of IPV (aOR: 2.21, 95% CI: 1.72, 2.83)
when compared to women with incomes above 185% FPL. In the adjusted model examining
insurance type and IPV, those with public insurance had 2.36 (95% CI: 1.99, 2.79) times the
odds of experiencing IPV and women who were uninsured had 2.09 (95% ClI: 1.66, 2.63) times

the odds of experiencing IPV compared to women with private insurance .

Table 3. Economic Factors Associated with IPV Prevalence Stratified by Race/Ethnicity

Adjusted OR [95% CI]

Economic  NH-white NH-Black Hispanic Asian/PI Al/AN Other/
Factor Multiple

WIC Eligibility & Use
Not Eligible  1.00 1.00 1.00 1.00 1.00 1.00

Eligible + 3.23[2.57, 1.78[1.33, 1.78[1.29, 1.96[0.78, 3.78[2.32, 2.45[1.41,
NotUsed  4.07] 2.37] 2.44] 4.91] 6.17] 4.27]

Eligible + 345[2.75, 1.89[1.48, 1.60[1.22, 1.71[0.7,  4.74[2.97, 3.6[2.20,
Used 4.33] 2.40] 2.11] 4.16] 7.56] 5.89]

Income Relative to Federal Poverty Level



>185% FPL  1.00 1.00 1.00 1.00 1.00 1.00

101-185% 1.89[1.36, 2.70 [1.62, 1.37 [0.67, 3.09[1.30, 18.55[4.11, 1.13[0.44,

FPL 2.65] 4.50] 2.82] 7.32] 83.62] 2.89]
<100% FPL 5.82[4.27, 3.75[2.35, 2.32[1.18, 3.83[1.59, 66.78 4.64[1.95,
7.92] 5.98] 4.54] 9.23] [15.64, 11.07]
285.16]

Insurance Type

Private 1.00 1.00 1.00 1.00 1.00 1.00
Public 2.74[2.15, 1.56[1.14, 1.67[1.17, 211[1.18, 1.50[0.62, 2.25[1.27,
3.51] 2.15] 2.41] 3.76] 3.65] 4.00]
Uninsured  2.34[1.65, 2.09[1.29, 1.34[0.89, 2.08[0.69, 2.09[0.74,  1.36[0.58,
3.33] 3.38] 2.01] 6.24] 5.93] 3.18]
WIC Eligibility and Use

Across all racial/ethnic groups, individuals who were eligible for WIC had higher odds of
experiencing IPV compared to those who were not eligible, regardless of WIC usage. Among
non-Hispanic white women, WIC-eligible participants who did not use WIC had 3.23 (95% CI:
2.57, 4.07) times the odds of experiencing IPV, while those who used WIC had slightly higher
odds of experiencing IPV (aOR: 3.45; 95% CI: 2.75, 4.33) compared to those non-Hispanic
white women who were not eligible for WIC. A similar pattern was observed among
non-Hispanic Black participants (aOR: 1.78; 95% CI: 1.33-2.37 for WIC eligible non-users;
aOR: 1.89; 95% CI: 1.48, 2.40 for WIC eligible users) and Hispanic participants (aOR: 1.78;
95% CI: 1.29, 2.44 for WIC eligible non-users; aOR: 1.60; 95% CI: 1.22, 2.11 for WIC eligible
users). The strongest associations were observed among Al/AN individuals, where WIC eligible
users had over four times the odds of experiencing IPV compared to non-eligible individuals
(aOR: 4.74; 95% CI: 2.97, 7.56). In the Other/Multiple race category, both eligible non-users
(aOR: 2.45; 95% Cl: 1.41, 4.27) and eligible users (aOR: 3.60; 95% ClI: 2.20, 5.89) had elevated

odds of IPV compared to women who were not WIC eligible.



Income Relative to Federal Poverty Level

Lower income was consistently associated with substantially increased odds of IPV across most
racial/ethnic groups. Among non-Hispanic white participants, individuals with incomes <100% of
the FPL had nearly six times the odds of IPV compared to those with incomes >185% FPL
(aOR: 5.82; 95% ClI: 4.27, 7.92).Higher odds of IPV were also observed among non-Hispanic
Black (aOR: 3.75; 95% CI: 2.35, 5.98) and American Indian/Alaska Native individuals (aOR:
66.78; 95% CI: 15.64, 285.16) with incomes at or below 100% of the federal poverty level,
relative to others of the same racial/ethnic group with incomes above 185% of the FPL. Among
Hispanic and Asian/PI participants, the associations were more modest but still elevated
(Hispanic <100% FPL: aOR: 2.32; 95% ClI: 1.18, 4.54; Asian/Pl <100% FPL: aOR: 3.83; 95%
Cl: 1.59, 9.23). Among Other/Multiple race participants, those with incomes £100% FPL had
4.64 times the odds of IPV (95% CI: 1.95, 11.07), while those at 101-185% FPL had slightly

elevated odds (aOR: 1.13; 95% ClI: 0.44, 2.89) compared to women above 185% of the FPL.

Insurance Type

Compared to individuals with private insurance, public insurance coverage was associated with
increased odds of IPV across most groups. Among non-Hispanic white women, those with
public insurance had nearly three times the odds of IPV compared to non-Hispanic white
women with private insurance (aOR: 2.74; 95% CI: 2.15, 3.51). Similar within-group
associations were observed for non-Hispanic Black (aOR: 1.56; 95% CI: 1.14, 2.15), Hispanic
(aOR: 1.67; 95% CI: 1.17, 2.41), Asian/Pacific Islander (aOR: 2.11; 95% CI: 1.18, 3.76), and
American Indian/Alaska Native women (aOR: 1.50; 95% CI: 0.62, 3.65). A comparable pattern
was seen for uninsured individuals. Within each racial/ethnic group, women without insurance
had higher odds of experiencing IPV relative to their privately insured counterparts. For
example, uninsured non-Hispanic white women had more than twice the odds of IPV compared

to those with private insurance (aOR: 2.34; 95% CI: 1.65, 3.33), with similarly elevated odds



among non-Hispanic Black (aOR: 2.09; 95% ClI: 1.29, 3.38), Asian/Pl (aOR: 2.08; 95% CI: 0.69,

6.24), and AlI/AN women (aOR: 2.09; 95% CI: 0.74, 5.93).

Discussion

The aim of this study was to assess the relationship between three measures of economic
hardship and IPV before and during pregnancy using PRAMS data. After adjusting for
confounders, we found that income relative to FPL was the strongest predictor of IPV among
pregnant women, with those beneath the FPL experiencing significantly higher odds of IPV. All
other measures of economic hardship (i.e., WIC eligibility and use and insurance type)
consistently resulted in more than a twofold increase in the odds of experiencing IPV, relative to
their respective reference groups. Results were similar across both unstratified (all women) and

stratified models by race/ethnicity.

Income may outweigh our other measures of economic hardship because of the role it plays in
the other two measures. For example, WIC eligibility is dependent on an applicant’s income
relative to FPL (WIC Eligibility Requirements | Food and Nutrition Service, 2025). Furthermore,
an individual’s insurance type is also strongly dependent on their income level, with public
insurance programs such as Medicaid and the Children’s Health Insurance Program (CHIP)
being specifically designed to provide coverage for low-income individuals (WIC Eligibility
Requirements | Food and Nutrition Service, 2025). The strong association between income and
IPV observed in our study reflects prior research. Analyses using the National Crime
Victimization Survey (NCVS) found that women with lower household income are at increased
risk for IPV (Bachman, 1994). Numerous other studies have similarly identified low income as a
consistent risk factor for IPV (Ahmadabadi et al., 2020; Hairston, 2017; Matjasko et al., 2013;
Norén et al., n.d.). These findings align with the Family Stress Model, which posits that

economic hardship, particularly low income, can increase relationship conflict and the risk of IPV



through heightened financial stress and associated psychosocial pressures (Conger et al.,
1994, Lucero et al., 2016). Given these findings, future IPV prevention efforts should target
low-income communities and individuals through the increase of interventions that improve

financial stability and social support.

Strong associations between economic hardship and IPV were observed across all racial and
ethnic groups when comparing individuals experiencing hardship to their respective
higher-income, privately insured, or non-WIC-using counterparts. While the magnitude of these
associations varied by group, the consistent direction of findings suggest a robust relationship
between economic hardship and IPV regardless of racial/ethnic identity. However, the variations
in strength of association across different racial/ethnic groups suggest that the strength of the
relationship between economic hardship and IPV may be shaped by group-specific risk and
protective factors. Although risk factors such as lower income, limited education, unemployment,
and substance use are common across all racial/ethnic groups (Cho, 2012; Walton-Moss et al.,
2005), their impact may differ by group. In addition to risk factors, protective factors may help

explain the variation observed in our findings.

One such protective factor that has been measured in the literature is social support, with
studies indicating that increased social support is associated with decreased IPV victimization
and increased resilience (Baumgartner, 1993; Howell et al., 2018). In fact, there is a negative
relationship between victimization and social support, with victimization decreasing as women’s
social networks increase (Baumgartner, 1993). Various studies have found that individuals who
identify as non-Hispanic Black, Asian, or Hispanic report higher levels of social support and
greater satisfaction within their relationships compared to those who identify as non-Hispanic

white (Sabri et al., 2018; Sabina et al., 2015; Sagrestano et al., 1999). The unique impact of risk



and protective factors on each racial/ethnic group may explain some of the variation in

magnitude of association between economic hardship and IPV.

Strengths and Limitations

One primary strength of this study is that we use national-level data collected from the CDC’s
PRAMS. The use of PRAMS data allows for the generation of weighted estimates that are
generalizable to the population of women with recent live births in participating states.
Additionally, the large sample size enabled us to assess how race/ethnicity modifies the
relationship between economic hardship and IPV, providing a more nuanced understanding of
how economic hardship relates to IPV risk across different population subgroups. Furthermore,
this study uses three measures of economic hardship, providing a more comprehensive

analysis of economic hardship.

This study is also subject to limitations. First, PRAMS data are cross-sectional, which limits our
ability to draw causal inferences about the relationship between economic hardship and IPV. It
is likely that our exposure and outcome have a bidirectional relationship, with economic
hardship impacting IPV and IPV impacting economic hardship, making it difficult to understand
causality. Second, IPV is measured via self-report, which may result in underreporting due to
stigma, fear of retaliation, or cultural differences in willingness to disclose abuse. This
underreporting may be differential across racial and ethnic groups, potentially biasing our
estimates (Espinoza et al., 2022; Holliday et al., 2020; Monterrosa, 2021; Rizo & Macy, 2011).
However, this limitation is difficult to overcome as self-reporting is the most widely used
measure for IPV, with it being used in nearly all scales that measure IPV (Bender, 2017). Data
used in this study only included self-reported physical IPV, which excludes several other types
of IPV (e.g., sexual, psychological/emotional, financial) that are also prevalent and harmful to

victim-survivors. Third, the racial and ethnic composition of the sample, particularly the



overrepresentation of non-Hispanic white women, may have limited the precision of estimates
for smaller subgroups, such as AlI/AN women. Finally, while we adjusted for several
sociodemographic variables, there may be unmeasured confounders that influence both
economic hardship and IPV. For example, several studies have included measures of substance
abuse, social support, and neighborhood context as additional confounders, none of which were
included in this study (Economic Distress, Community Context and Intimate Violence, 2001;

Benson et al., 2003; Frias & Angel, 2007).

Future Research

Future research should continue to explore the complex and intersecting relationships between
economic hardship, race/ethnicity, and IPV before and during pregnancy. While this study
stratified by race/ethnicity to better understand how race/ethnicity shape IPV risk, additional
work is needed to unpack the underlying mechanisms driving these associations. Given that
non-Hispanic white women had stronger associations between economic hardship and IPV than
many of the other racial/ethnic minority groups, additional research should be conducted to
assess differences in risk and protective factors among these minority groups. Qualitative
research may offer valuable insights into how women from different racial and socioeconomic
backgrounds experience and interpret economic strain, IPV, and access to support services

during pregnancy.

Conclusions

This study provides evidence that economic hardship is a key predictor of IPV before and during
pregnancy, with WIC eligibility and use, household income relative to the federal poverty level,
and insurance type all strongly associated with increased IPV risk. While overall prevalence
patterns align with existing literature, models that assess race/ethnicity as an effect modifier

suggest that the relationship between economic hardship and IPV varies by race/ethnicity. The



strongest associations between economic hardship and IPV were observed among Al/AN
women, followed by non-Hispanic white women, suggesting that other racial and ethnic minority
groups may require targeted support. These findings provide evidence that support advocating
for policies and practices that offer economic support and financial assistance to pregnant
individuals and new mothers, which may help reduce financial-related household conflict and

provide autonomy to victim-survivors in abusive relationships (Matjasko et al., 2013).
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