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Background: Health assessment for partners of pregnant women has not been routinely offered.

Work in the area of smoking cessation suggests that a partner’s health habits have a strong influence

on the health habits of a pregnant woman. Smoking, alcohol abuse, depression, battering, and household
firearms can adversely affect the health of the expectant mother and the infant.

Methods: Four methods of partner assessment were pilot tested: office visit with a family physician, office
visit with a registered nurse, telephone survey conducted by the registered nurse, and mailed questionnaire.
Written feedback and referrals were provided to all study participants, and verbal feedback and referrals
were provided to those who completed in-person or telephone interviews. A chart review was conducted

to determine participation bias.

Results: Thirty-five pregnant women and 25 partners participated in the study. Self-administered
questionnaires and telephone interviews were preferred by study participants. The study group was
healthier than the general population. Five partners reported troublesome drinking behavior, and

1 reported smoking two packs of cigarettes per day.

Conclusions: Health assessment of partners of pregnant women seems promising for uncovering health
problems that would be likely to have an adverse impact on the health of the family. Further development
of assessment and intervention strategies is needed. (J Am Board Fam Pract 1997;10:192-8.)

Pregnancy is a time when women are focused on
their health and are motivated to improve their
health behavior. Expectant fathers or partners
have not been routinely screened for health prob-
lems. The partner’s behavior has an impact on the
ability of the expectant woman to improve her
health, for example, by quitting smoking or re-
ducing alcohol intake. Some behavior, such as
smoking, is directly harmful to the fetus or to the
child after birth. Expectant parents can also be
motivated to change undesirable behaviors when
they consider that their children are likely to
adopt their habits, whether healthy or unhealthy.
The prospect of becoming a parent can create a
teachable moment for the expectant partner as
well as the pregnant woman.
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Rather than simply telling pregnant women
that their partners should change unhealthy be-
haviors, we propose that health care providers
screen and intervene directly with the partners.
Such an approach could be more effective in
bringing about behavior change that would bene-
fit all members of the family. The US Preven-
tive Services Task Force has described effective
screening, counseling, and preventive measures
appropriate to individuals according to age.! We
believe that the following areas deserve special at-
tention in the context of pregnancy: smoking, al-
cohol abuse and chemical dependency, depression,
sexually transmitted diseases, domestic violence
and risk factors for child abuse, and firearm safety.
In this article we briefly review the literature on
the effects of the partner’s health-related behavior
and report the results of a pilot study comparing
four survey methods for screening partners of
pregnant women.

Impact of Partner’s Health Behavior

Smoking

Partner’s smoking status is an important predic-
tor of smoking cessation among pregnant
women.>3 Smoking during pregnancy is associ-
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ated with an increased risk of having a low-birth-
weight infant and increased infant mortality.*
Smoking is also associated with increased risk of
placenta previa®8 and increased risk of sudden
infant death syndrome (SIDS).” A recent meta-
analysis by DiFranza and Lew!? confirmed that
maternal smoking is responsible for substantial
population attributable risk of fetal and infant
morbidity and mortality, including miscarriage,
low birth weight, need for neonatal intensive
care, perinatal death, and SIDS. In addition,
nonsmoking women exposed to tobacco smoke
during pregnancy have an increased risk of giv-
ing birth to a low-birth-weight infant.!1.12
Parental smoking increases the risk of persistent
middle-ear effusion!® and respiratory ailments in
children. Elevated rates of SIDS have been found
among infants exposed to tobacco smoke, partic-
ularly if the smoking is in the same room with
the child.!4

The smoking status of the pregnant woman’s
partner is also an important predictor of postpar-
tum relapse to smoking. McBride et al'’ found
that 40 percent of women who had quit smoking
during pregnancy relapsed to smoking by 6

months postpartum. The partner’ smoking status -

was one of the strongest predictors of relapse.

Alcobol Abuse

Coles!6 has reviewed the extensive literature on
the adverse impact of prenatal alcohol exposure
on the newborn and child. The use of even small
amounts of alcohol during pregnancy has been
found to have an adverse effect on the infant. Pre-
natal exposure to alcohol is associated with higher
incidences of growth retardation, heart murmurs
and patent ductus arteriosus, hearing and visual
problems, skeletal malformations, cleft palate,
hydronephrosis, and microcephaly. A partner’s
use or abuse of alcohol might hamper a woman’s
effort to decrease or stop consumption of alcohol
during pregnancy.

In addition, excessive drinking or chemical de-
pendency on the part of the parents leads to ad-
verse effects on children that can have a long-
term impact.!”18 If screening and subsequent
intervention can be effectively carried out, sub-
stantial health benefits to the family can be ex-
pected. In one study, 5 percent of the adult popu-
lation met the diagnostic criteria for alcohol
dependence or abuse.!®

Depression

Glassman and others?%-22 have demonstrated an
association between smoking and depression.
Hall et al?} found that adding a mood manage-
ment component to a smoking-cessation inter-
vention improved abstinence rates among smok-
ers who had a history of major depression. It
seems plausible that depression would reduce a
person’s ability to change other adverse health be-
haviors. Depression is common among drug and
alcohol abusers, as well as among those who are
physically abusive toward their partners.’* Men
15 to 40 years old are at higher risk than the gen-
eral population for suicide, especially among Na-
tive Americans.?’ The prevalence of depression in
the general population is about 3 to § percent.!

Domestic Violence
Parker and colleagues?S assessed the impact of
domestic violence during pregnancy on preg-
nancy outcome among 1200 women attending
urban public prenatal clinics. They found an in-
creased relative risk of low birth weight among
women who were abused during pregnancy. Do-
mestic violence can cause maternal injury, anxiety,
depression, and possible death by homicide or
suicide. Injury to the fetus can also occur. Trauma
as a cause of maternal mortality increased four-
fold between 1954 to 1957 and 1982 to 1985,
making it the leading cause of maternal mortality
from 1982 to 1985. (The proportion of injuries
due to domestic violence was not stated.)?” Ap-
proximately 16 percent of couples reported an in-
cident of domestic violence in the preceding year
in a well-designed 1985 national survey. Severe
violence, including biting, kicking, punching,
choking, or use of a weapon, occurred in 3.4 per-
cent of couples.?®

Domestic violence and child abuse are often
found in the same families.?? Child abuse is an
important cause of injury and death, especially
among infants and children younger than 5 years
old. For example, homicide was the fourth most
common cause of death for children 1 to 4 years
old in Washington State in 1993, based on death
certificate reports.’ This number probably un-
derestimates child fatalities caused by child mal-
treatment.>! McClain, et al*? found 85 percent of
child maltreatment deaths were recorded as due
to other causes. Ninety percent of child maltreat-
ment fatalities occurred among children younger
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than § years, and 41 percent were among infants.
The prenatal period therefore seems to be a good
time to begin interventions aimed at preventing

child abuse.

Firearms

Americans own more than 100 million guns.33
Firearms in the home put a family at increased
risk of death as a result of suicide,3* homicide,3’:3¢
or accidental injury.3” A recent study in Oregon
found that 20 percent of homes with children
contained at least one unlocked firearm, and 10
percent of these homes contained a loaded
firearm.38

Previous Research on Expectant Fathers

Much of the research on expectant fathers and
health has focused on the couvade syndrome (in-
crease in somatic complaints among men during
their partner’s pregnancy), which has been re-
viewed by Ferketich and Mercer.?’ No published
information is available providing a comprehen-
sive description of the health habits of expectant
fathers or partners. A small body of research sup-
ports our theory that the health habits of her
partner affect the ability of a pregnant woman to
give up an unhealthy habit. A study of 5724 Dan-
ish women who smoked before pregnancy found
that the strongest predictors of failing to quit
smoking were the partner’s smoking habits, level
of smoking before pregnancy, and coffee con-
sumption.*® Smoking habits of the partner were
found to be one of the most powerful predictors
of smoking cessation in a study of 751 smokers in
an English general practice.’ Evidence from a
third study (hampered by methodologic prob-
lems) suggested that fathers, as well as expectant
mothers, reduced their smoking and drinking
during the prenatal period.*!

Pilot Study

In 1995 we pilot tested four methods of partner
screening to determine the benefits and disadvan-
tages of each method.

Methods

A cohort of 106 women enrolled for prenatal care
in Seattle area clinics of Group Health Coopera-
tive of Puget Sound were invited to participate in
the pilot study. All women who were at 12 to 16
weeks’ gestation at the time the research assistant

visited the study clinic were invited. Five women
subsequently miscarried or terminated the preg-
nancy. Of the 101 eligible women remaining, 35
completed questionnaires, 6 declined to partici-
pate, and 60 did not return the questionnaire and
could not be contacted on three telephone at-
tempts. Of the 35 partners of participating
women, 1 partner declined to participate, 25
completed the questionnaires, and 9 failed to re-
turn questionnaires or keep an appointment. All
of the partners completing the questionnaires
were male. Because of the low participation rate,
we investigated the possibility of selection bias.

An invitation letter was mailed to the pregnant
woman or given to her at a prenatal visit, along
with a copy of the consent form and a question-
naire for her to fill out. She was asked to indicate
her partner’s name and provide information al-
lowing us to contact him or her. An invitation let-
ter and consent form, and in some cases a ques-
tionnaire, were then mailed to the partner. About
1 week after the letters were mailed, we began to
contact potential participants by telephone. We
had planned to randomly assign partners to one
of four methods of screening: mailed self-admin-
istered questionnaire, telephone interview by a
registered nurse, in-person interview by a regis-
tered nurse, and in-person interview by a family
physician. Many of the partners we contacted
stated that they did not want to participate if an
office visit would be required. We therefore be-
gan to mail questionnaires to all partners about
halfway through the study. We also agreed to mail
questionnaires or conduct a telephone interview
if anyone specifically requested that option. The
questionnaire, which was similar to the type often
used for health maintenance visits, included 74
items and was 8 pages long.

After the survey was completed, feedback and
referrals were provided. For telephone and in-per-
son visits, referrals were given both verbally and in
writing. For mailed questionnaires, a written feed-
back form was used, accompanied by pamphlets
addressing specific problem(s) such as smoking or
drinking. All participants were asked to name a pri-
mary care physician. When consent had been
given, we mailed a copy of the feedback form to
the provider. We later conducted a chart review of
150 women for a study of participation bias. All
study methods were reviewed and approved by the
Human Subjects Review Committee.
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Results
Questionnaire completion rate appeared to vary
by type of contact as shown in Table 1.

The median telephone interview time was the
same as the typical office visit time, 25 minutes.
The study nurse reviewed the majority of the
written questionnaires, with an average time of 10
minutes per questionnaire for review, preparation
of the feedback form, and selection of appropriate
educational materials.

The qualitative sense of the study staff was that
the information obtained through a telephone in-
terview was of the same quality as that obtained
through an in-person visit. The mailed question-
naires provided an easier, less expensive way to
reach a larger number of people.

Health Problems Found Among Pariners

All of the 25 participating partners were male.
Median age was 33 years; 96 percent had educa-
tion past the high school level, and 40 percent
had postgraduate training. One participant was
Asian, the rest were white. All (100 percent) of
the study participants described their health as
good.

Smoking and Exercise

Six participating partners had smoked at least 100
cigarettes in their lives. Five had quit smoking,
and 1 participant smoked two packs of cigarettes
per day. He reported that he was planning to quit
smoking in the next few weeks. Nine partners
reported less than the minimum recommended

exercise.

Alcohol Use

Five partners reported episodes of problem
drinking in the preceding month. Problem drink-
ing was defined as having consumed five or more
drinks at a sitting (binge) or driving after consum-
ing more than one drink. One participant re-
ported more than five binges in the preceding
month and more than five episodes of driving af-
ter drinking.

Depression and Injury Prevention

On a six-item depression screening instrument,
none of the partners exceeded the threshold score
of 10 (possible range of scores was 0 to 24). The
highest score was an 8, reported by the man who
also acknowledged having beaten his wife, having

Table 1. Partners’ Survey Participation by Type
of Contact.

Number Number Percent

Type of Contact Completed Invited Completed

Mailed questionnaire 13 20 65

Telephone interview 7 7 100
(registered nurse)

Nurse visit 4 4 100

Physician visit 1 3 33*

*Two out of 3 participants scheduled to see a physician canceled
at the last minute and declined to reschedule.

witnessed spousal abuse between his parents in
childhood, and drinking more than five drinks on
occasion. None of the partners reported having
had suicidal thoughts in the preceding month.

Three partners acknowledged owning a gun.
All 3 indicated that the gun was stored unloaded,
and 1 added that “gun and bullets are in 2 differ-
ent rooms.” None indicated that he kept the gun
locked up.

Two participants indicated that they had been
physically abused as children, and 4 had witnessed
violence between their parents while growing up.
One acknowledged having physically abused his
wife, and 1 reported having been in a violent rela-
tionship previously. Twelve did not know car-
diopulmonary resuscitation for children, and 2
said their homes were lacking smoke detectors.

Parenting

Fifty-two percent were first-time parents, and 92
percent planned to be actively involved in parent-
ing the expected child. Twenty-four percent
planned to raise this child somewhat or very dif-
ferently from the way they were raised.

Participation Bias in Pilot Study
Because of the low participation rate, we con-
ducted a chart review of 150 women selected in
the same way as the study participants to look for
areas of participation bias. The chart review data
were taken from the prenatal records, so these
data were not always specifically comparable to
the survey data. The characteristics of the women
in the comparison group were compared with
those of the 35 women who completed questlon-
naires for our pilot study.

Age of participants was nearly the same as the
comparison group: 30.7 years for the study
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group, 30.1 years for the comparison group.
Eighty-three percent of the study participants
were married, whereas only 75 percent of com-
parison group women were married. The mean
number of children was 0.91 for study partici-
pants, 0.6 for the comparison group.

The racial composition of the comparison
group was 59 percent white, 17 percent Asian, 14
percent African American, 1 percent Hispanic, 1
percent Native American, 5 percent other; 3 per-
cent were missing. The participant group was 86
percent white, 9 percent Asian, and 6 percent
African American (totals add up to 101 percent as
a result of rounding). The study participants had
completed more years of education; 40 percent of
participants had postgraduate training compared
with 14 percent in the other group.

The greatest difference between groups was in
the area of alcohol use. Only 1 (2.9 percent) of the
study participants acknowledged using alcohol,
whereas 29 (19.3 percent) of the comparison
group had a chart notation indicating alcohol use.
Similarly, only 1 (2.9 percent) study participant
reported smoking, whereas 12 (8 percent) of the
comparison group had a chart notation indicating
that they smoked.

Discussion

WEe believe that health assessment for partners of
pregnant women could be a very productive addi-
tion to usual prenatal care. The number of partic-
ipants in our pilot study was too small to permit
generalization about the frequency of health
problems among partners of pregnant women or
the relative importance of screening for each of
the problems discussed. Female participants in
our pilot study appeared to be healthier than the
general population of pregnant women, yet we
found several important health problems among
the partners. Routine screening of partners would
set the stage for intervention to encourage part-
ners to quit smoking, reduce their drinking, or
make other changes to improve their health and
the health of the family.

From the pilot study we also learned that more
care must be taken to reach out to expectant cou-
ples in a way that encourages partners to partici-
pate. We approached all pregnant women about
participation in the study, not just those who were
married. Restricting recruitment to married cou-
ples would have increased our participation rate.

Some patients who would not participate in a for-
mal research study might be willing to visit their
own personal physician.

We are planning another pilot study with an
emphasis on increasing the level of participation.
Specific outreach might be needed to encourage
participation among women from racial or ethnic
minority groups, women with lower educational
levels, women who smoke, and women who use
alcohol. We plan to use a self-administered ques-
tionnaire for screening, with telephone follow-up
for those who do not return questionnaires. Writ-
ten feedback will be provided to all participants,
and we will follow up by telephone when impor-
tant problems are found.

Because partners of pregnant women are non-
volunteers, we plan to apply the transtheoretical,
or stages of change, model to our intervention
work.*? The model acknowledges that individuals
are at different stages of readiness to change be-
havior, from precontemplation (not thinking of
change) to action (making the change). This
model has been used to encourage change in non-
volunteers.¥} Motivational interviewing, an ap-
proach designed to move patients through the
stages of change, will also be used.** It will be im-
portant to evaluate the effectiveness and value of
partner assessment and intervention as a strategy
for improving the health of young families.
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