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CHAPTER I

Much of the violence that occurs in American society
takes place within the home. The family is the setting for
between 35-50% of all homicides (Allen & Allen, 1981;
Wolfgang, 1958), and according to Gelles (1979), one is more
likely to be murdered by a member of one's family than by
anyone else. Violence between husbands and wives forms the
largest single category of police calls (Straus £ Gelles,
1979) . Violence is more often a pattern of behavior within
a family system than an isolated event (Allen & Allen, 1981;
Gelles, 1976; Rounsaville, 1978). It is manifested in sev-
eral ways within family relationships such as parent and
child, husband and wife, or siblings, and often exists within
more than one relationship (Gayford, 1975; Roy, 1977). Vio-
lence has been found to be a learned behavior; exposure
within the family of origin predisposes the individual to
violence as an adult, both within the family of procreation
and outside the family as well (Gelles, 197&4; Steinmetz,
1980) .

In addition to the exposure to violence as a child,
several factors have been cited as contributing to family
violence. Alcohol abuse, mental illness, low socioeconomic
status, and a patriarchal society have all been linked to

violence between family members (Dobash & Dobash, 1979;



Hanks & Rosenbaum, 1977; Straus, Gelles & Steinmetz, 1980).
Although major social changes are necessary in order to
effectively reduce violence, changes at the family level can
interrupt the pattern of learned violent behavior. A major
step in this process of change is the recognition of victims
of family violence. However, the concept that the family is
a private institution helps hide the family's violence from
public scrutiny. In the.situation of women abused by their
partners, violence is often undetected or ignored. The
structure of society which often seems to define man as ddm—
inant and independent and woman as subordinate and dependent
may contribute to society's acceptance of violence towards
women (Stark, Flitcraft, and Frazier, 1979; Walker, 1981).
‘Also, womén themselves may not admit to abuse because of
fear or guilt (Gayford, 1975; Roy, 1977). Further, the
reluctance of outsiders to interfere in the private affairs
of couples implies consent and allows violence to continue
(Dobash & Dobash, 1979; Gelles, 1976).

The health care system can be an important setting for
the recognition of and intervention with women who are vic-
tims of domestic violence. The emergency department ié often
the setting for abused women immediately after a violent
episode. Abused women also seek the help of primary health
care providers in non-emergency settings for either direct
results or related symptoms of their abuse.

The private practitioner, who often sees a woman over

an extended period of time, is in a particularly good



position for the detection of abused women. The potential
exists for intervening before or offsetting severe conse-
quences of abuse. If violence occurs within a marital or
cohabitating relationship, it is most likely a recurrent
feature, usually cyclical rather than an isolated event, and
escalating in severity (Straus, Gelles, & Steinmetz, 1980;
Rounsaville, 1978; Walker, 1981). Rounsaville suggests that
women who do not seek help are at a risk for continued abuse.
Further, there is a suggestion that women who are subjected
to continued abuse may become depressed and suicidal and
abuse drugs and alcohol ({Stark, et al., 1979; Gayford, 1975).
Women who are battered during pregnancy are at a greater
risk for spontaneous abortion (Gelles, 1975; Roy, 1977;
Rounsavilie, 19792 Stark, =t 4l.; 1979). Btrase; et al.,
(1980) found that many members of violent families suffer
from chronic health problems. Homicide can be another tra-
gic result of chronic abusive relationships (Allen & Allen,
1981; Boudouris, 1971; Wolfgang, 1958).

Rather than helping reduce the incidence of the abuse
of women, it has been suggested that the health care system
contributes to the continued pattern of abuse through ﬁonde—
tection or avoidance, and through improper intervention
(Stark, et al., 1979: Pahl, 1979; Dobash & Dobash, 1979;
Drake, 1982). Based on anecdotal evidence, some women would
like to be more open with their health care providers about
their abusive situations (Drake, 1982), although more often

they hide or deny the problem (Dobash & Dobash, 1979;



Rounsaville, 1978). This study will help determine factors
which contribute to the non-detection and improper treatment
of abused women within the health care system. In addition,
the issue of whether abused women desire identification by
health care providers will be explored.

The outcome of this study has particular significance
for nurses with whom abused women come into contact. Nurses
within the emergency department setting are often the first
to see womeﬁ who present with injuries due to abuse. Women's
‘health care practitioners and nurse midwives have the oppor-
tunity of developing relationships with women who are sus-
pected to be abused when they seek routine gynecological or
obstetrical care. Nurses within these settings are poten-—
tially important resources for abused women, offering either
counseling or referral.

Review of the Literature

The following is a review of the literature on wife
abuse related to the current study. The term wife abuse is
used, although included is the physical abuse of women by
their partners in either a marital or cohabiting relation-
ship. Three areas will be discussed. First, the inciéence
of women abused by their partners will be discussed. Next,
reasons for the non-detection of abused women will be
reviewed, and in conclusion there will be a review of the
role of the health care system in detecting and intervening

with abused women.



Incidence of Wife Abuse

It is difficult to determine accurately the incidence
of wife abuse. Indirect measures have been used to obtain
estimates of the prevalence of the problem. These measures
include obtaining reports of domestic violence in police
records, court cases, and emergency departments. Incidence
figures have been extrapolated from these inconclusive find-
ings. The majority of studies on wife abuse involve small
samples of self-admitting abused women. For this reason it
has been difficult to generalize the results.

One study which attempts an estimate of the prevalence
of wifenabuse is that conducted by Straus, Gelles, and
Steinmetz (1980) including the largest random sample to date.
They intefviewed 2,143 adult members of families selected
through a cluster method of sampling. The sample included
960 men and 1,183 women. Respondents were questioned regard-
ing the previous 12-month period and the duration of their
marriages. The authors found that in one year, one out of
every six couples (16%) had committed at least one violent
act against his or her partner; and in the entire marriage,
the figure increased to 28% of all marriages. Straus,\et al.,
estimate that 1 out of every 26 wives is severely beaten
each year. It was found that battering was not an isolated
incident; 47% of the men who beat their wives did so three
or more times during a year. Although women were sometimes
found to be violent, the data did not describe what propor-

tion of violent acts were in self-defense or in response to
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blows. Men were found to have higher rates of the most dan-
gerous and injurious forms of violence. The data are based
upon self-reports of the individual family members, so it
is likely that they underrepresent the true level of violence.

Another study that gives an indication of the prevalence
of wife abuse was conducted by Rounsaville (1978). This
study took place in a hospital emergency department that
serves an urban and subufban population of 400,000. 1In a
30-day period, each woman who presented with either a surgi-
cal or psychiatric complaint was directly asked whether she
had been recently abused by an intimate male partner.
Thirty-seven women were identified within this period. The
authors then projected this figure to 450 annually. As it
is not knéWn whether this was an average month, and with the
likelihood that some abused women did not acknowledge their
abuse, this projected figure must be questioned. Tt was
found that violence was frequently longstanding; 70% of the
women had been abused longer than one year, and 80% more
than three times throughout the relationship. This was the
first abusive incident in only 16% of the cases. {

Using this same hospital setting, Stark, Flitcrafé, and
Frazier (1979) analyzed the records of 481 women who were
seen within the emergency room over a one-month period. They
found a total of 1,419 trauma events ranging from a fre-
quency of 1 to over 20 per woman. These were classified
into four groups indicating a relationship to battering:

positive, probable, suggestive, or reasonably negative.



During one month they found 14 women (2.8%) with positive
injuries, with an additional 72 women (16%) presenting with
injuries considered probable or suggestive of abuse. From
the complete medical records of these women, 10% of 481
could be positively identified as having been battered at
least once; and an additional 15% had trauma pointing to
abuse. They also found abuse to be an ongoing process, esti-
mating that 92% of the women who had ever been in an abusive
relationship were still subjected to violence.

Abuse of women by their partners has been found to be
prevalent in every socioeconomic class (Straus, et al.,
1980). vGelles (1974) notes that it occurs more frequently
in families with less education, lower occupational status,
and low iﬁcome. Steinmetz (1980) agrees with this finding,
but suggests that underrepresentation of reports in the mid-
dle class may be due to greater privacy and access to more
resources. Similarly, Stark and MacEvoy (1970) suggest that
altercations among the poor are more likely to become police
matters and that middle class persons have the recourse of
friends and professional counselors. They also suggest that
there is greater privacy in the middle class. ‘

It is difficult and probably impossible to give an
accurate figufe on the incidence of women abused by their
partners. 1In every study reviewed, it was emphasized that
the figures are most likely underrepresentations. Straus,
et al., (1980) state that it seems likely that the true rate

is 50 to 60% of all couples. Stark, et al., (1979) suggest



that whereas physicians in their study determined 1 out of
35 of their patients were battered, a more accurate approxi-
mation may have been one in four. They believe that wife
abuse is probably ten times more frequent than the acknow-
ledged incidence.

Non-detection of Abused Women

Based on the literature, there seems to be two major
reasons proposed for therunderreporting'of the number of
women who are abused by their partners. The first category
is that society may at times be negligent in detecting vio-
lence towards women (Dobash & Dobash, 1979; Walker, 1980).
The secdnd category is that for many subtle and interrelated
reasons, women may be reluctant to admit that they are
abused (Gelles, 1976; Roy, 1977; Drake, 1982).

Gelles (1976) offers two reasons for society's neglect
in detection of abuse: its attitude of official acceptance
of violence between consenting adults, and the belief that
violence is a private affair between couples. Because of
these attitudes, many agencies that have direct contact with
victims of abuse do not ask women about violence. Often if
violence is known to have occurred, it is not recorded\which
contributes to the underrepresentation in recorded incidence.

The health care system has been identified as one of
the institutions that contributes to the non-detection of
abused women. Stark, et al., (1979) attributed the under-
representation of women that are positive victims of abuse

to the response of the physicians. These investigators
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believe that abused women who present without obvious physi-
cal injuries are many times labeled only as depressed, sui-
cidal, alcoholic, or hypochondriacal and are treated sympto-
matically rather than taking the abusive situation into
consideration. Whether this is a misdiagnosis or an overt
avoidance of the issue, it contributes to keeping the extent
of wife abuse hidden.

Dobash and Dobash (i979) agree that the physician's
response contributes to underrepresentation. They obtained
retrospective data in the emergency department of an English
hospital in 1974. Over a three-month period, medical stu-
dents récorded 200 cases of women who spontaneously reported
that they had received injuries from their partners. 1In a
subsequent three-month period, the students interviewed each
injured woman who sought treatment and asked whether she had
been assaulted by her husband. By asking specifically about
abuée, there was a threefold increase of identification.
Although this was an informal, unpublished study, it gives
some indication of the number of abused women who remain
undetected within the health care system.

In a pilot study conducted by Drake (1982), 12 woﬁen
within a battered women's shelter were interviewed to deter—
mine their interactions with the health care system. The
study explored the following areas: whether they had sought
medical care for abuse; if they were identified as victims
of abuse; whether they offered the identifying information

without being specifically asked. Eleven women had sought
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health care for injuries related to abuse. Only two of
these women reported having been identified in a medical
facility as being abused, and both of these were due to self-
report. None of the women was specifically asked if she had
been battered or abused.

Dobash and Dobash give two explanations for the non-
involvement of health care providers: 1) the impersonal
nature of the medical system itself, and 2) the individual
physician's experience, conceptions, and personal beliefs
about marriage and wife beating. Some physicians, they
claim, believe that what goes on in a marriage is a private
affair énd that they should not intervene. Rounsaville
(1978) adds that lack of time and referral sources contri-
bute to the non-involvement of health care providers.

The other major barrier to the detection of victims of
abuse lies within the women themselves. Many abused women
do not contact police or any other helping agency. Some
women seek medical help but hide the true cause of their
injuries. Research has indicated several reasons for their
reluctance to seek help or make abuse known. Importantly,
among these seem to be the degree of emotional and ecoﬁomic
dependency of the woman upon her partner and the availability
and use of reéources. Embarrassment, guilt, a histary of
violence in the family of origin, and the length and severity
of the abusive relationship also contribute to whether or not
they disclose their abuse (Gelles, 1976: Rounsaville, 1978;

Roy, 1977; Walker, 1980).
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Several studies have explored factors which influence
abused women's help-seeking. Gelles (1976) examined vari-
ables which distinguished between abused women who sought
help from those who did not. His data were obtained from
interviews with members of 80 families. His was a purposive
sample; 20 families were selected from the files of a private
social service agency in which violence was suspected; 20
families were selected f£0m a police "blotter" of areas in
which police had been summoned to break up violent disputes;
and 40 families were selected from neighboring families of
each of the other two groups. It is not representative of
any larger population, however, it provides some valuable
descriptive information. Forty-one women were identified as
having beén physically abused by their partners. Nine of
the women were divorced or separated; 13 had called the
police and were still married; 8 had sought counseling ser-
vices; and 11 had sought no outside intervention. Three
major factors that influenced the help seeking of these
abused women were the degree of dependency upon her partner,
which included the availability and use of resources; the
severity and length of the abusive situation: and a hiétory
of violence in the family of origin.

Gelles found that the variable which best distinguished
wives who obtained assistance from those who did not, was
holding a job. While only 25% of those wives who did not
seek help were employed outside of the home, 50% of wives

who called the police or went to a social service agency
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held jobs. Some women expressed the ceeling that holding =
job gave them a view of another world which made their own
family problems seem less than normal and more serious.
Gelles suggests that the less dependent a woman is upon her
husband, the more likely she is to call for help. The fewer
resources a wife has in a marriage, the fewer alternatives
she has to the marriage, and the more entrapped she becomes.

Gelles also found that the more severe the violence,
the more likely the woman is to seek outside assistance.
This contrasts to Rounsaville's (1978) findings that women
who sought help were no more severely abused than those who
did not; However, the interviewers in this latter study
felt that perhaps severity of abuse was perceived differently
by each wdman.

A history of violence within the family of origin also
influenced help-seeking. Women who had experienced violence
as children were less likely to view their present situation
as deviant, and less likely to seek help. This view is sup-
ported by Goode (1971) who postulates that people who grow
up in social settings of violence acquire higher predisposi-
tions to it, and the norms are less stringent against‘it.

Since Gelles' study was based on a purposive sample of
people in whom violence was more likely to be present, the
study's generalizability is limited. It is possible that
different results would be obtained from another sample.

Rounsaville's (1978) study of battered women identified

within an emergency department attempted to determine
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differences in those who took advantage of an offer of addi-
tional help and those who did not. All of the 37 women
identified as being abused were asked if they would like to
talk with a psychiatrist or a social worker at the time of
initial contact. The 28 women who agreed were interviewed
for 10-15 minutes and offered free follow-up sessions to
explore their options regarding the abusive relationship.
The sessions included soéial work counseling, group discus-—
sion with other battered women, couples therapy, and other
psychiatric services. The supportive issue-oriented nature
of the services was emphasized.

Ali 28 women expressed interest in follow-up help; how-
ever, only 13 women actually kept their appointments. Those
women WhO.did not show up for their first appointment were
contacted by phone or letter. After three missed appoint-
ments the case was dropped. Rounsaville contrasted those
who followed through with those who did not. The groups
were similar in racial, religious, and social class varia-—
bles. The differences centered upon the history of the
abusive relationship (i.e., length, marital status, etc.)
and the social resourcefulness of women. Women who soﬁght
additional help were more likely to be separated or divorced
and had been in an abusive relationship longer. These women
were also more likely to have sought help before and were
more likely to be employed and not be dependent upon their
partner,.

Those women who did not take advantage of follow-up
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help were less likely to have called police, lacked tele-
phones (suggesting less access to resources), and were more
financially dependent upon their partners. In other words,
the non-follow-through group had fewer options and had taken
less advantage of the resources they had. Rounsaville pro-
posed that a lack of resourcefulness in the non-follow-
through group seemed to be a part of an overall pattern of
doing little, and perhaps feeling that little can be done
about a number of life problems. The small sample of this
study makes comparison of the two groups questionable and
limits the generalization of the results to the population
of abuséd women.

Roy (1977) conducted in-depth interviews on 150 women
who had séught help for abuse by calling a women's crisis
line. The study analyzed factors which had interfered with
women seeking help for and/or leaving the abusive relation-
ship. The data were gathered over a one-year period, and
the 150 women were randomly selected out of 1,000 total
cases. The sample represents a cross section of women
within the various socioeconomic classes and with varying
lengths of relationships. The degree of violence rangéd
from verbal abuse to assault with a deadly weapon.

The two main reasons for staying in the relationship
were a hope that the husband would reform and the feeling
that they had no other place to go. Over 90% of the women
had thought of leaving and claimed they would have done so

had resources been available. A fear of reprisal was an
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important reason for failure to seek help from police.
Seventy-five percent of the women did not seek help from
professional marriage counselors because of gootal, family
Oor economic pressures. When asked to prioritize their rea-
sons for staying in the abusive relationships, the following
reasons were given:

1) A hope that the husband would reform

2) No other place fo go

3) The fear of reprisal

4) Children made a move difficult

5) Financial problems

6). The fear of living alone

7) The attitude that divorce is shameful

As the women in this study had already sought some form
of help by calling a crisis line, they cannot be compared to
a group of women who sought no help at all. The results of
the study are similar to several others, however, in that
dependency and resource availability are primary factors
which determine whether a woman will seek help.

Drake's (1982) study of 12 women within a battered
women's shelter reveals several reasons why they did nét
seek help of health care providers. Although 11 of the
women had souéht health pare at the time for injuries rela-
ted to abuse, often they had gone without health care for
injuries. When asked why they did not seek care, the women
gave the following reasons: they felt that their injuries

were not severe enough, their partners did not allow them
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to seek care, they had no transportation, they felt ashamed
and embarrassed, and they felt dissatisfaction with previous
health care. The small sample of this study limits the
application of the results; however, the same themes are
apparent; that of being trapped in a relationship due to a
controlling partner, and a lack of available or adeguate
resources.

The psychological effects of battering upon a woman
influence help-seeking (Walker, 1981). The characteristics
of abused women often include low self-esteem, denial, guilt,
and passivity. Walker investigated a possible link between
these péychological manifestations and a condition called
learned helplessness. This condition results when people
cease to fespond to events over which they have little con-
trol. 1In the case of abused women, they perceive that they
have little control over the situation and become passive.
Walker speculated that this perception could lead to the
psychological paralysis that keeps women from escaping from
violent relationships.

Even when abused women do seek help, they often hide
the true cause of their injuries. Factors influencing\this
behavior have also been explored. Drake (1982) asked the
women in her study why they did not identify themselves as
being abused when they sought health care. The most commoen
reasons were: the embarrassment, shame, and guilt at having
been battered; fear of further abuse: and feelings that no

one would care.
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Pahl (1975) interviewed 50 women in a shelter in
England. Most had been physically assaulted for years and
had made previous attempts to leave home. Some of these
women had visited their general practitioners but did not
mention abuse. Their reasons were: 1) they were ashamed or
embarrassed, 2) they did not expect a sympathetic response,
3) they felt rushed and did not feel they had the time to
talk, and 4) some were accompanied by their male partners
and were afraid to reveal the cause of their injuries.

In summary, the two major reasons given in the litera-
ture for non-detection of wife abuse are a failure of offi-
cial agénts and helping professionals to identify abused
women; and women's reluctance to seek help for or disclose
their abuée. In particular, health care professiocnals are
negligent in detecting abuse due to the misdiagnosis or
avoidance of the issue. A woman's reasons for not seeking
help center around the economic and emotional dependency
upon her partner and the low availability and use of
resources outside of the marriage. In addition, thg fear,
low self-esteem, guilt and passivity in these women help
determine whether or not she will disclose her abuse. \

Abused Women Within the Health Care System

Data from studies suggest that some abused women obtain
medical treatment for direct or indirect results of their
abuse. Pahl (1979) found that in many instances the general
practitioner was the first person apart from the family to

hear about the problem. Although not all of the women
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disclosed the nature of their abuse, 32 out of 50 women had
talked to the physician about their violent marriages. Pahl
emphasized the potential resource that health care providers
can be for abused women. He found that when a woman decides
to involve others in her situation there are two stages to
her help-seeking: help-seeking behavior while she remains
in the home and help-seeking behavior iﬁ order to leave
home. He includes visiting the physician in the first stage
along with calling the police and seeking legal advice.

Gayford (1975) conducted interviews within a shelter in
England wifh a sample of 100 physically abused women. He
found that the majority had frequently visited their general
practitioner with vague physical or mental symptoms rather
than acuté injuries related to abuse. He supported Pahl's
finding that the health care system is a potential resource
for abused women.

Abused women may come in contact with health care pro-
viders during pregnancy. There is a suggestion that abuse
may increase or begin when women are pregnant (Gelles, 1975;
Rounsaville, 1978; Stark, et al., 1979). In Gelles' study,
of the 41 women who were abused, 10 were pregnant when the
violence occurred. In Rounsaville's sample, although the
question was ﬁot asked of all subjects, 16.2% of the 37
women stated they were beaten while pregnant. This was
supported by the Governor's Commission for Women in Oregon
in 1979. Within the sample of 97 abused women, 39.2% were

pregnant whén violence occurred. When asked how frequently
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violence occurred during pregnancy, 13.4% answered between
6-25 times; 17.5% of the total pregnant women stated that
violence occurred during more than one pregnancy. Based on
such small samples, it is difficult to determine the rela-
tionship of pregnancy and abuse. The studies to date do not
allow any conclusions to be made. However, the fact that it
occurs at all during this time is of utmost concern. GCelles
suggested several possible reasons for abuse during preg-
nancy. These include sexual frustration, family transition
and stress, prenatal child abuse, and the defenselessness of
women during pregnancy. Walker (1979) suggested that many
abused women come to the attention of medical personnel dur-
ing pregnancy as they seek routine obstetrical care. She
believed fhis is an opportune time to confront women about
suspicious bruises and to recommend positive alternatives.

The response of physicians is variable. As previously
mentioned, often health care providers do not become involved
with the problem of abuse. Other responses have been noted.
In Pahl's (1970) study, 18 of the 32 women (56%) who had
talked to their doctors said that the doctor had been very
or quite helpful; however, 14 (44%) said that the doctor was
not helpful. Those physicians that were found to be helpful
were charactefized as having listened carefully, approached
the problem sympathetically, and offered appropriate advice,
both medically and non-medically. Those that were not help~-
ful gave inappropriate advice, were unsympathetic and pre-

scribed drugs.
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In the study conducted by Stark, et al., (1979), a pre-
dominant response to abused women was that of characterizing
the battering as a psychological problem and labeling the
patient with conditions that could be more easily managed.
Although some women did present with symptoms of psychiatric
disorders, self-abuse and personal stfess, it was found upon
the examination of medical records that the vast majority of
these symptoms emerged after the first incident suggestive
of abuse.

Another frequent response to abused women is the pre-
scribing of medication. Stark, et al., (1979) found +that
nearly 6ne in four abused women received minor tranquilizers
and pain medications, in comparison to fewer than 1 in 10
prescriptions for non-battered women seen within the same
facility. Dobash and Dobash (1979) found that 40% of the
87 women who went to the doctor spontaneously mentioned that
they had received drugs. 1In Gayford's (1975) study, 71 out
of 100 women were prescribed medication. The treatment of
abused women with drugs is questionable at a time when they
are in need of all of their physical and mental strength.
The treatment of women for only clinical symptoms related to
abuse is in essence treating the victim for the behavior of
the batterer.' Stark, et al., (1979) believe that this
treatment is a reimposition of traditional female behavior,
i.e., submissive and passive, and rather than help the situa-
tion, it actually compounds the problem.

There is some evidence that women want to be identified
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within the health care system, but it is anecdotal and not
conclusive. In Drake's (1982) study, when women were asked
what the nurse or doctor could have done to help them, some
women expressed a desire to be asked if they were being
abused. One reason given was that being asked about the
abuse removed the responsibility of having to initiate dis-
cussing their situation. One woman felt that if she were
asked first, it would not be as if she were telling on her
partner. Drake's perception was that abused women would be
more receptive and honest had the health care provider
demonstrated more sensitivity.

Pahl gives three suggestions to health care providers
based upon responses in his study: 1) When possible, sche-
dule more.time with women who are suspected abuse victims,
2) obtain relevant information about the issue of wife abuse
and available resources in the area, and 3) keep careful
records on women who are vitims of abuse in case legal evi-
dence is needed in her defense.

In summary, it appears that abused women may wish to
disclose their abusive situations to health care providers.
However, the nature of the health care system frequentiy
does not encourage nor support this disclosure. By becoming
more aware and sensitive to the issue of wife abuse, the
health care provider is more likely to respond appropriately
with women who are victims of domestic violence.

Summary of Literature Review

Because of society's tendency toward non-recognition of
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abused women, and the reluctance of these women to disclose
their situations, it is difficult to give an accurate esti-
mate of the incidence of the problem. However, it is gener-
ally agreed that the incidence is grossly underrepresented.

The health care system would seem to be a good setting
for the detection and intervention of abused women; however,
a review of the literature suggests that this system tacitly
maintains the problem thfough avoidance and/or non-recogni-
tion. Abused women who may be depressed, suicidal, or alco-
holics are often treated symptomatically rather than being
confronted with the issue of abuse. Drug therapy is a com-
mon modé of treatment, which may contribute to a woman's
defenselessness.

Abuséd women are often reluctant to seek help for the
violent situation. Their help seeking is influenced by sev-
eral factors including the degree of dependency upon a part-
ner, resource availability, a history of violence in the
family of origin and length of the abusive relationship. In
addition, the psychological characteristics of low self-
esteem, passivity, shame, and guilt can interfere with dis-
closure of the abusive situation. ‘

Data indicate that abused women may seek health care
for indirect or direct results of abuse. There is anecdotal
evidence that some abused women would like to be asked about
the violent situation which would indicate that the health
care system might be a valuable resource. It is possible
that intervention may contribute to the offsetting of the

serious consequences of abusive relationships.
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Conceptual Framework

The adherence to traditional sex roles is thought to
significantly influence behavior in abusive marital relation-
ships (Dobash & Dobash, 1979; Gelles, 1976; Lichenstein,
1981; wWalker, 1981). The concept of socialization into tra-
ditional sex roles and the ensuing characteristics can be
used as a basis to explain why abused women might be reluc-
tant to identify themsel&es to their health care providers.

Socialization is the process by which culture, includ-
ing notions of appropriate sex roles, is transmitted. The
primary socializing agents in western societies are parents,
teacheré, peer groups, and the media. A major parf of
socialization takes place in childhood as parents encourage
children ﬁowards acceptable gender behavior. This socializa-
tion is reinforced within and beyond childhood through the
media which further define acceptable sex role behavior
(Goldberg & Lewis, 1969; Weinrich, 1978).

Within patriarchal societies, girls are socialized into
roles characterized by nurturance, passivity, and dependency.
Feminine self-esteem is often based upon relationships with
primary others and women often value themselves as the§ are
valued by others. The woman's role as the emotional care-
taker of the family is emphasized (Bardwick, 1971). Common
characteristics of abused women, such as passivity dependency
upon the partner, and low self-esteem reflect this sex role
socialization and influence behavior within the abusive

relationships (Gelles, 1976; Roy, 1977; Walker, 1981).
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If a woman's self-worth is based upon how she is valued
within a relationship, it is probable that an abusive rela-
tionship will result in 1owered self-esteem. Conflict
within the abused woman is a result of the difference between
the idealized role of women in this society versus the real-
ity of being an abused woman. Often, abusive marriages are
characterized by unrealistic demands of the batterer upon
his wife. If a woman believes she should live up to all of
her partner's expectations, but cannot, she is more likely
to believe that she is at fault and therefore the cause of
her beatings (Walker, 1981). It is likely that the result-
ing guilt or shame of a perceived failure in the idealized
role influences a woman's desire to disclose her abuse.

Passivity can be a result of women's socialization
(Bardwick, 1971). 1In the case of an abused woman, passivity
can be reinforced as a result of a perceived loss of control
over her own body and over the abusive situaﬁion in general.
This could possibly lead to the psychological behavior of
learned helplessness and explain why some women do not seek
help (Walker, 1981).

A woman's dependency upon her partner can interfere
with her help-seeking. She may be economically as well as
emotionally dépendent, which may result in the fear of being
alone should she leave the situation. Dependency upon the
partner may also contribute to a lack of awareness of alter-
natives to the abusive situation, as well as limit a woman's

ability to use available resources.
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In summary, the characteristics of traditional sex

roles within which women in our society are socialized, have
been found to influence whether an abused woman will seek
help of any kind. The conceptual framework of this study
holds to the proposition that socialization into a tradi-
tional feminine role and the resulting behavior influences
whether an abused woman will seek the help of health care
providers in particular. It is beyond the scope of this
study tb measure socialization itself; thus, it will be
assumed that it occﬁrs within this society, and only the
resulting behavior will be studied.

Statement of'thé‘Problem and Research Questions

The health care system has been criticized for the non-
recognitibn of abused women. However, clinical experience
and the literature suggest that detection is not always an
easy task. Non-detection within the health care setting may
be due to characteristics of health care providers as well
as of abused women themselves.

One way to determine the factors which may interfere
with the detection of abused women within the health care
system is by questioning women themselves. This study\asked
the following research guestions:

1) What'personal factors do abused women cite that
influence the disclosure of their abuse to health
care providers?

2) What factors in relation to the health care provi-
ders do abused women cite that influence the disclo-

sure of their abuse?
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4)

Do abused women desire identification by their
health care providers?
In what ways do abused women believe that health

care providers could help their situations?

26



CHAPTER II
METHODS

The methods used in the present study will be discussed
in this chapter. A descriptive factor~isolating design
(Diers, 1979) was used to determine what factors may influ-
ence the identification of abused women within the health
care setting. 1In order to view the problem from the perspec-
tive of abused women themselves, semi-structured interviews
were conducted with residents in a shelter for abused women.

Sample and Setting

The sample consisted of 16 women who were residents of
a shelter for abused women and their children in an urban
northwestern American city. These women had been physically
and emotionally abused by their male partners, either in a
marital or cohabiting relationship. The sample was limited
to women who had had health care during the abusive relation-~
ship. This was determined by asking women prior to the
interview whether they had sought health care at anytime
after the first occurrence of abuse. Thus, each woman inter-
viewed had had an opportunity to disclose the abuse to a
health care provider.

All residents of this shelter are self-admitted via
phone interview with a staff member. Prior to admission,

the staff member attempts to screen out women who abuse
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drugs and alcohol. Women of all ethnic groups and socioeco-
nomic classes are accepted as residents. The shelter has
the capacity for 15 women and children at one time. Women
can stay a maximum of three weeks. The fee for residing at
- the shelter is based upon a sliding scale according to the
woman's income. An average of 20 women are sheltered in one
month, with an average length of stay of seven to ten days.

Data Collection

Semi-structured interviews were conducted using a
structured questionnaire as a guide (see Appendix A). The
questionnaire was developed by the investigator following a
review of the literature and guided by the conceptual frame-
work. The questionnaire consisted of nine items. Four of
the items'gathered the demographic data of age, employment
of the woman and her partner, length of the abusive relation-
ship, and type of health care provider utilized. The remain-
ing five items gathered data regarding the research guestions.
As can be seen in the questionnaire, possible responses were
listed below the open-ended questions and were checked if
the actual responses of the women were equivalent. However,
the primary method for recording the responses was through
detailed notes taken at the time of the interview. A tape
recorder was ﬁot used as it was felt that this would cause
some discomfort on the part of the respondents. No probes
Oor suggestions were used to elicit answers.

Data for research question number one, "What personal

factors do abused women cite that influence the disclosure of
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their abuse to health care providers?" were obtained from
questionnaire items 2 and 3. Item 2 inquired whether women
had been asked about the abusive situations by their health
care provider, and it asked what their reasons were for
acknowledging or not acknowledging the abuse. Item 3
inquired whether those women who had not been asked about
their abuse by their health care providers had chosen to
reveal their abuse. Reasons were sought as to why they had
or had not chosen to disclose their abuse spontaneously.
Data for research question number two, "What factors in rela-
tion to health care providers do abused women cite that
influenée the disclosure of abuse?" were also obtained from
interview items 2 and 3 (see Figure 1).

Data-for research question number three, "Do abused
women desire identification by health care providers?" were
obtained from interview item 5. This item specifically
addressed women who were not asked about their abusive situ-
ation by their providers and inquired whether they would
have liked to have been asked about the abuse.

Data for research question number four, "In what ways
do abused women feel that health care providers could ﬂelp
their situation?" were obtained from interview items 4 and 6.
Item 4 descriBed the women's perception of the actual
responses of the physicians who learned of the abusive situ-
ations within this sample. Item 6 asked if the women felt
there was anything a doctor or nurse could do to help abused

women. This was asked in order to elicit information about
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how health care providers can be more helpful to women who
are abused. Although the focus of the study was the detec-
tion of abused women, it was anticipated that this item
might generate questions for future research.

Procedure

Permission was obtained from the shelter director to
conduct the study (see Appendix B). All information which
would identify the sheltér was removed from the consent let-
ter to prevent any possibility of the identification of sam-
ple women. The investigator contacted the shelter frequently
to ask about admission of new residents. Generally, women
were no£ approached the same day of their arrival to the
shelter in order to give them an opportunity to become accus-—
tomed to fheir surroundings. The investigator approached
each resident individually, introduced herself, explained
the purpose of the study, and determined sample eligibility,.
At this point, seven women were found ineligible. Four
women were ineligible because they had not had health care
during the abusive situation due to financial difficulties.
The remaining three women stated that the abuse had begun
recently and had not been a problem when health care wés
sought.

The women who were eligible were asked if they wanted
to participate in the study. Two women refused; one stated
that she was tired and the other said that under different
circumstances she would have participated. The remaining 16

women who agreed to participate read and signed a consent
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form (see Appendix C) which had been approved by the Oregon
Health Sciences University Committee on Human Subjects.
Interviews were conducted privately within the shelter
office. The interviews lasted approximately 15 to 30 minutes
each.

Analysis of Data

Responses to the interview items were compiled and
descriptive statistics computed to describe the sample.
Ranges and means were used to describe age and the length of
the abusive situation. Frequencies and percentages were
used to describe the employment status of the women and
their pértners and the type of health care provider involved.
Dichotomous responses were also described using frequencies
and percehtages.

Qualitative analysis was performed on the remaining
open-ended questions through the use of content analysis
(Lofland, 1971; Polit ¢ Hungler, 1978). Lofland describes
the verbal productions of respondents as a significant unit
of comprehension which transcends behavior (acts, activities,
etc.). Verbalizations can define, justify and refer to
behavior rather than simply describe it. The meanings\from
verbalizations can be obtained through content analysis.

For this study, the responses were examined for recurrent
themes that would suggest factors influencing the disclosure

of abuse. These themes will be discussed in the next chapter.



CHAPTER TIII
RESULTS AND DISCUSSION

The purpose of this study was to describe what factors
influenced the identification of abused women in the health
care system. Factors which influenced this identification
were determined by content analysis of the responses of
abused women to interview items. In content analysis,‘recur—
rent themes are sought which might explain certain behavior;
in this case the behavior to be explained was the disclosure
or absence of disclosure of the abusive situation. TFollow-
ing a description of the sample, results are presented and
discussed. In conclusion, the incidental findings are
reported and discussed.

Sample Characteristics

The final sample consisted of 16 women who were resi-
dents of a shelter for abused women and their children.
Only women who had sought health care after the onset of
abuse were eligible for participation in the study. Sub-
jects ranged in age from 19 to 39 years with a mean age of
26.3 years. Only four (25%) of the women and three (19%) of
the male partners were employed at the time of the interview.
In no instance were both partners employed. The length of
the abusive relationship ranged from one month to six years

with a mean length of 2.5 years. The majority of the women
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(N=13) saw private physicians for care, while the remaining
three women received health care from a public health clinic
physician, an emergency department physician, or a naturo-~
pathic physician.

Analysis of Research Questions

This was a factor-isolating study. The principal method
of data analysisconsistgd:af content analysis of the responses
to open-ended questions. When the data were analyzed, three
major themes related to disclosure emerged; fear of the con-~
sequences of telling of the abuse, which included fear for
self or for the partner; the shame of being identified as an
abused woman; and an acceptance of the abuse which was evi-
denced by either a resignation to abuse or its acceptance
as permiséible behavior. 1In some cases, an individual
woman's response to a particular guestion suggested more
than one theme, such as fear and shame. Thus, a woman may
be represented more than once in the analysis of one ques-
tion. The responses of the women will be presented in terms
of the research questions with emphasis upon the three themes
thét emerged.

Factors Influencing Disclosure of Abuse

Research questions one and two sought to identify fac-
tors which influenced whether women chose to disclose their
abusive situations to their health care providers. Personal
factors as well as those specific to the health care pro-
viders were sought.

Factors which promoted disclosure. Two of the 16 women
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spontaneously mentioned their abusive situation without
being asked first. Three women were asked about the abuse
by their health care providers. O0Of these three, two women
acknowledged that theabusevms occurring and one woman
denied it. The woman who denied her abuse when asked was
also‘one of the women who spontaneously mentioned her abuse
at a later visit. Those four women who disclosed their
abuse; either spontaneouély or through acknowledgement when
askéd will be briefly described.

Two of the women who disclosed their abuse did so pri-
marily to seek help for specific health problems related to
the abuée. Included in this group is the woman who sponta-
neously mentioned her abuse after having previously denied
it to her‘health care provider. The other woman who dis-
closed for health purposes did so after being specifically
asked if she were being abused. From their responses, it
did not appear that these women were asking for help for the
abuse itself; they felt that the doctor could give more ade-
quate care if the precipitating cause of the injury were
known.

The remaining two women who disclosed their abuse‘did
so because of a need to talk about the abusive situation.
One woman spoﬁtaneously mentioned the abuse and the other
acknowledged it when asked. The woman who spontaneously men-—
tioned her situation did so because she believed the doctor
was the only place she could get help as her husband did not

allow her to make phone calls. She needed to talk to someone
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and was ashamed to tell her parents. The other woman had no
one else to talk to about the abuse: "I had to get some of
the frustration and hostility out of me. I had no family or
friends." In both instances the doctor was perceived as
either the only help or a non-judgmental source of help.

Due to the limited number of women who disclosed their abuse,
generalizations cannot be made to any other population of
abused women regarding wﬁy they might choose to disclose
their abusive situations to health care providers.

Factors which inhibit disclosure. The majority of the

women did not spontaneously disclose their abuse to their
health care providers. When asked about their reasons for
not disclosing their abusive situations, their responses
suggested'that there were common influencing factors which
prevented disclosure. All major themes were evident: a
fear of the consequences of telling; the shame of being an
abused woman; and an acceptance of the abuse.

A fear of the consequences of telling was apparent in
five of the responses. Three women stated that they did not
tell of their abuse because of what the partner might do to
them as a result. Two other women evidenced a fear fof the
partner when they stated that they did not tell because they
did not want their partners to go to jail. These latter
responses suggest that the women were possibly mistrustful
of what the health care provider might do if the abuse was
made known.

Other responses suggested that the shame of being
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identified as an abused woman was a factor that prevented
disclosure of the abuse. For example, one woman said that
she did not want anyone to know because she was ashamed to
be known as having been abused. Another woman said that she
had never had care from the same doctor twice and was uncom-
fortable to disclose to someone whom she had just met.

Acceptance of the abusive situation was manifested
either as a resignation or denial that the abuse was a pro-
blem. Resignation was exemplified by one woman who stated
that she did not want to impose or be a burden on the health
care provider; she felt that she was "just another person."
Another‘woman felt that the abuse was "her problem."” One
woman exhibited a denial that the abuse was a problem:

I didn't think it was that serious. I wasn't able to

recognize it as an abusive problem. I didn't know that

it didn't happen to other people. It took a long time
to realize that it wasn't my problem.

Two women indicated that they believed that the health
care setting was not an appropriate place in which to talk
about the abuse. One woman stated that a professional psy-
chological setting would be better. The woman who had\denied
her abuse when asked, did so because she felt that the health
care setting was not an appropriate place to talk.

Abused Women's Desire for Identification

The third research question was aimed at determining
whether abused women want to be identified. It is possible

that abused women desire identification but do not identify
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themselves without being asked first. This idea was explored
in the interview question which asked, "If your doctor or
nurse didn't ask about your abuse, would you have liked them
to?" Of the 13 women who had not been asked about their
abuse by a health care provider, 8 said they would have
liked to have been asked and 5 said they would not. Due to
the small sample size, these figures cannot be generalized
to any other group of abused women. Although more women
stated that they would have liked to have been asked, it is
not.known whether this trend would continue if the sample
were larger. The factors which appeared to influence these
responsés will be discussed.

Eight of the women who had not been asked about the
abusive situation stated they would have liked to have been
asked about it by their health care provider. Four expressed
a need to discuss the abusive situation with someone. Two
of these specifically stated that they wanted to talk to
someone outside of the family. The other women were con-
cerned about the health care provider's reaction to the
abuse and would have been more comfortable discussing the
issue if the provider had initiated questions concerning the
abuse. The remaining two women wanted the health care pro-
vider to ask ébout the abusive situation because they were
seeking affirmation that the abuse was wrong and should not
be happening to themn.

Five women preferred not to be asked by the health care

provider about the abusive situation. Some of the reasons



39
offered for this preference included: a sense that the
health care provider would not be able to do anything about
the situation; a desire for privacy; a feeling that unless
there are obvious injuries, the issue of abuse should not be
of concern to the provider; a fear that disclosure might
worsen the situation; and a sense that the abuse was too
infrequent to have warranted attention at that time.

Interaction of Health Care Providers and Abused Women

This section will include a discussion of the responses
of the physicians who learned about the abuse of four sub-
jects. The last research question which obtained information
regardihg health care providers in general will also be dis-
cussed. This question asked about ways abused women believe
that healﬁh care providers can help their situations.

" Providers' reactions. The four women who had identified

themselves as abuse victims were asked, "If your health care
provider learned of your abuse, what was his/her response?"
Two of these health care providers (a naturopath and a pri-
vate physician) learned about the abuse by asking the women.
The remaining two providers were private physicians who
learned about the abuse through the spontaneous discloéure
of the women. One physician advised the woman to leave the
situation, but gave no advice as to where to go. One physi-
cian referred the woman to a shelter. Three of the health
care providers listened and talked to the women; the fourth
provider did not discuss the situation with the woman. One

of the physicians prescribed antidepressants which according
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to the woman, "mellowed me out so that I didn't get uptight
about what was going on." Another of the private physicians
scheduled regqular visits with the woman. In general, the
women spoke favorably about the responses of the health care
providers.

How providers can help. Responses to the questions

regarding what women felt nurses or doctors could do to help
abused women were compiled into three major categories.
These were: ask about the situation, make referrals, and be
compassionate and non-judgmental.

A frequent response was that health care providers
should ask women about suspected abuse. Two of the women
who had earlier stated that they themselves would not have
wanted to be asked, responded that the doctor had the right
to ask women about abuse. One woman's response suggested
that asking was more than a right, it was an obligation:

I think it should be asked of every woman about herself

and her children. It should be a standard question and

not limited to women who are poor or with obvious injur-
ies.
Several of the women's suggestions indicated that asking
should be done in a non-intrusive way. For example, rather
than asking a direct question, it was suggested that pro-
viders ask if there were any problems at home. One woman
suggested that completing a questionnaire in the waiting
room would be a good place to 'spill out' the problem.

Several women felt that health care providers should
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make referrals to shelter or crisis lines. It is possible
that being residents of a shelter influenced this response.
One woman pointed out that a phone number alone is not
enough help; and that there was a need for more alternatives
for abused women, although she did not give examples of what
those alternatives might be.

It was stressed by several women that doctors and
nurses should be compassionate and non-judgmental. For exam-
ple, one woman stated that doctors and nurses are supposed
to care and show consideration and understanding for the
situation. Doctors and nurses should not pressure or make
it seem.as though the abuse were the woman's fault. One
woman emphasized that the ultimate decision of what to do
about the abuse is up to the woman.

Other suggestions were made that did not fit into one
of these categories. One woman suggested that perhaps a
report could be made in a woman's favor. She felt that if
the partner were to say that he never beat the woman, the
medical record could provide legal evidence to the contrary.
Two of the women felt that modifications within the health
care system were necessary. They expressed the opinion that
there was not enough time in which to open up to the provi-
der; and that they were always conscious of the cost of the
visit, which ultimately limited their time. One woman felt
that doctors and nurses should be able to provide information
regarding the “"facts and figures" related to the problem of

abuse.
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Discussion

The responses that women gave regarding their interac-
tion with their health care providers contained recurring
themes. These were: fear of the consequences of telling,
including a fear for self or the partner; the shame of being
identified as an abused woman; and an acceptance of the abu-
sive situation which meant either a resignation to abuse or
that abuse was regarded as permissible. These findings con-
cur with those of Drake (1982) and Pahl (1975) who found that
the embarrassment, shame, andguilt of being battered.as well
as feelings that no one would care kept women from identify-
ing themselves to the doctor. Similarly, Roy (1977) found
that a fear of reprisal from the partner inhibited abused
women from seeking help.

Some factors specifically realted to health care provi-
ders that inhibited disclosure emerged. These were a mis-
trust of what the provider's response might be and a feeling
that the provider did not have the appropriate counseling
skills. 1In one instance, receiving health care from a dif-
ferent provider at each visit inhibited disclosure by caus-
ing the woman the discomfort in disclosing abuse to a
stranger.

Two women indicated a factor that prompted disclosure
which was not suggestive of any of the major themes. These
women disclosed the abusive situation to their doctors
because of health concerns that were specifically related to

the abuse. It is possible that not all women who disclose
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their abusive situations are asking for help for the abuse
itself. It might be that these women were asking for help
with the abuse, and they used health concerns as a means to
broach the subject. However, this assumption cannot be made
with the data available.

Of the 13 women who were not asked about their abuse, -
8 stated that they would have liked to have been asked by
their health care provider and 5 said they would not. Two
of the subjects who would have liked to have been asked
stated they would have been more comfortable about disclos-
ing the abuse had the health care provider initiated a dis-
cussion. Similarly, Drake (1982) found that some women
within her sample wanted to be asked first because it would
have removed the responsibility of having to initiate dis-
cussing the situation, or it would have lessened the guilt
of telling on one'é partner.

The conceptual framework for this study defined charac-
teristics of abused women that might influence the disclosure
of abuse to their health care providers. They were depen-
dency upon one's partner, passivity or learned helplessness,
and low self-esteem. It could be that these characteristics
may have influenced the ways in which women in this study
responded to their health care providers.

There was no evidence of economic dependency upon the
male partner from either the responses to open-ended ques-
tions or to the demographic question of employment. These

findings do not support prior study findings that indicated
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economic dependence is a factor which keeps abused women
from seeking help. The majority of both the women and their
partners were unemployed. However, the assumption that there
was no economic dependency present cannot be made without
the information of the actual income of the women and their
partners throughout the entire abusive relationship. Emo- -
tional dependency might be an underlying factor in influenc-
ing disclosure. Gelles (1976) suggests that the fewer
resources a woman has in her marriage, the more entrapped
she becomes. Within this present study, the fact that some
of the women stated that they had little or no help from
others might suggest a resulting dependency upon the partner.
It is also possible that dependency upon the partner might
result in a lack of resources. 1In addition, the acceptance
of the abuse as permissible behavior might suggest that some
women were isolated from healthy role models.

Acceptance of the abusive situation within this study
referred to either a resignation to the situation or an
ignorance that the abuse was a problem. The behavior of
learned helplessness can result in such resignation. The
perceived powerlessness an abused woman might feel could
result in doing little or nothing about the situation as
Walker (1981) suggests. Low self-esteem may underlie a
woman's acceptance of the abuse as either her problem alone,
or her belief that the abuse is not a problem. This belief
might indicate that she perceives that she is of little

value and perhaps deserving of abuse. Low self-esteem may
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also contribute to the shame an abused woman experiences.
Thus, the concepts in the conceptual framework were found in
many of the responses of the women in this study.

Incidental Findings

The majority of the women and their partners were unem-
ployed. This may be significant as Straus (1980) postulates
that the stress of unemployment is often the cause of con-
flict that leads to abuse. However, because of the small
sample, this assumption cannot be made.

Four of the 25 women approached for this study were
ineligible for inclusion because they had not had health care
due to é lack of money. It is of particular concern that
women who are at risk for medical complications as a result
of abuse may find it difficult to obtain health care.

Four of the women spontaneously mentioned that their
partner's alcohol use played an important role in initiating
the abuse. Three of the women voluntarily mentioned that
they were abused while pregnant. In one case, the abuse
began during pregnancy. This adds to the existing data
which suggests that abuse increases or begins during preg-
nancy (Gelles, 1975; Rounsaville, 1978; Stark, et al., 1979).

As there were only four health care providers who were
aware of the abuse in this sample, no conclusions can be
made regarding how the majority of health care providers
treat abused women. Further, only three of these providers
actually asked about the abuse. It is not possible to deter-

mine whether the other 13 providers exhibited an avoidance
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of the issue or did not recognize the problem. It is also
likely that some of these women did not present to the
health care setting with injuries suggestive of abuse. The
fact that one physician prescribed drugs that "mellowed out"
the woman so that she would not get uptight about the situa-
tion can be viewed as compounding the problem of abuse by
encouraging submissive and passive behavior as Stark, et al.,
(1979) contend, although there is not sufficient evidence to
support this argument. 1In general, the health care providers
were viewed as responding favorably; three out of the four
talked with the women and were supportive. Only one physi-
cian suggested a referral which is supported in the litera-
ture as one of the most constructive responses (Walker, 1981).
Walker contends that the cornerstone of treatment for those
who have been repeatedly beaten is safety and shelter. She
believes that only after women feel protected from another
assault can they begin to deal with the reality of the bat-
tering situation.

The results of this study suggest that health care
providers can be a potential resource for abused women.
Their effectiveness can be enhanced by a knowledge of the
dynamics of the abuse of women, a knowledge of the resources

available, and a non-judgmental caring attitude.



‘CHAPTER Iv
SUMMARY AND CONCLUSIONS

This chapter includes a summary of the study, limita-
tions, and implications for practice. Suggestions for fur-
ther research conclude the chapter.

Summary

The major purpose of this descriptive study was to
identify factors which influenced whether or not abuéed
women chose to disclose their abusive situation to their
health care providers. The possibility that health care
providers are potential resources for help with abused women
was explored. It has been suggested in previous studies
that abused women who do not seek help are at risk for fur-
ther abuse as well as related symptoms of abuse such as
chronic illness, depression, and suicide.

A review of the literature suggested that the incidence
of abuse among women is an underestimation. This is due in
part to the nondetection by society and the non-disclosure
of the women themselves. Studies have isolated factors
which influence the help-seeking behavior of abused women.
The primary factors that inhibit help-seeking include the
emotional and economical dependence of women on their part-
ners, limited resources, fear of reprisal, and shame or

guilt because of the abusive situation. Health care
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providers have been suggested as contributing to the non-
detection of abused women by an avoidance of the issue or
non-recognition that the woman is being abused. The litera-
ture suggests that some abused women would like to be ident-—
ified by their health care providers but hesitate to initiate
the disclosure.

The conceptual framework for this study consisted of the
theory that socialization of women into traditional sex
roles with the resulting behaviors of dependency, passivity,
and low self-esteem contributes toward determining whether
abused women will disclose the abusive situation to a health
care provider.

An exploratory factor-isolating study was conducted to
identify thch factors influenced whether women disclosed
their abuse. The sample consisted of 16 residents of a shel-
ter for abused women. Using a questionnaire developed for
this study, a semi-structured interview was conducted with
each woman. Four of the interview items gathered the demo-
graphic data regarding age, employment of both partners,
length of the abusive relationship, and type of health care
provider utilized. Four items gathered information about
the interaction of the women with their health care provi-
ders during tﬁe abusive relationship. These items included
information concerning whether the women had been asked
about the abuse, whether they acknowledged the abuse, whether
they spontaneously mentioned the situation, and whether they

would have liked to have been asked about the abuse if they
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were not. The responses of the health care providers to
the acknowledged abuse was described. A final item asked
what the women felt doctors or nurses could do to help
abused women. Content analysis was used as a means to exam-
ine the responses for recurrent themes that influenced their
behavior.

Study data suggested thrée major themes which influ-
enced whether or not womén disclosed their abuse. These
were: a fear of the consequences of telling about the abuse;
the shame of being identified as an abused woman; and an
acceptance of the abusive problem. These findings are simi-
lar to £he findings of other studies of abused women within
the health care system (Drake, 1982; Pahl, 1975). It is
reasonablé that the themes of fear, shame, and acceptance of
abuse relate to the concepts of low self-esteem and learned
helplessness which were described in the conceptual frame-
work,

Of the 16 women interviewed, two had spontaneously men-
tioned their akuse to their health care providers. Three
women were asked about the abuse by a provider, and of these,
two acknowledged that they were abused and one denied éhe
abuse. O0f the 13 women who were not asked, 8 said they would
have liked to have been asked and 5 said they would not.
Suggestions that the women had for health care providers
included: ask about the situation, give appropriate refer-

rals, and have a non-judgmental and compassionate attitude.
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Limitations of the Study

A major limitation of this study was the small sample
size. This limits the strengths of inferences. Further,
data were collected from a sample of shelter women which
prevents generalizing the results to any other population of
abused women.

It is likely that the retrospective nature of the study
influenced the responses; The women's interpretations of
events of help-seeking in their past could have been influ-
enced by the recent experience of seeking help at the shel-
ter. It is possible that those women who stated they would
have liked to have been asked about the abuse might not have
had the same opinion at the time of the health care. It is
also possible that it was difficult for the women to accur-
ately remember motivations for past behavior.

Another major limitation was that the questionnaire had
not been used before nor tested for face validity. There
were no questions which determined the severity or frequency
of the abuse; factors which have been found to influence
help-seeking behavior (Gelles, 1976; Rounsaville, 1978).

How often health care was sought, what type of private\physi-
cian was involved, and the sex of the provider were not
determined, all of which might have influenced disclocsure.
The income of the woman and her partner were not determined,
nor employment throughout the abusive relationship, both of
which limit conclusions such as the significance of the

factors of economic dependency or socioeconomic class. The
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questions that were used could be improved by wording in
ways to elicit more sensitive information. For example,
simply asking women the questions "why?" or "why not?" did
not always elicit the motivations behind their responses.
Writing rather than taping the responses probably contribu-
ted to missing some of the information.

Implications for Practice

There was evidence that some abused women felt that
doctors and nurses could be supportive of their situations.
The implications for practice are applicable to all provi-
ders in the health care setting, although for this discus-
sion the implications for nurses will be stressed. These
implications pertain primarily to nurses working in emergency
care, aduit ambulatory care, and maternal-child care settings.

The findings that some abused women desire identifica-
tion by health care providers suggest that routine screening
of all women for abuse may give some the opportunity to dis-
close their situations. Women who present with injuries
suggestive of abuse should be asked about the cause of injur-
ies. However, limiting screening to these women would be
overlooking those who are being sexually and emotionally
abused, or who are currently without injury. Women with
alcohol abusiﬂg partners should be asked if any violence is
taking place at home. Nurses within the maternal-child
setting have the opportunity of screening pregnant women who
are potentially at risk for abuse.

Questions about potential abuse can be included IR ke
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routine health history. A self-administered questionnaire
eliciting information about abuse as well as othér social
information would provide privacy for women who are ashamed
to initiate a discussion about the abusive situation.

Direct questioning can also be used in a non-intrusive way.
For example, the nurse could express her concern about all
aspects of the patient's health and emphasize that problems
at home can affect one's emotional as well as physical
health. The nurse could say, "tell me about your home situ-
ation" and give the woman an opportunity to talk if she
desired. If abuse is suspected, a more direct question
would pbssibly be more effective.

Fear of consequences of telling, shame, and acceptance
of abuse éppeared to prevent disclosure in this study. These
findings can guide the way in which nurses approach women
whom they suspect are being abused. An important step is
understanding the woman's fragile sense of self-worth. An
abused woman may respond to the nurse who shows an interest
and conveys that the woman is of value. A private setting
should be used and confidentiality assured due to the possi-
bility that the woman might be ashamed to discuss the éitua—
tiom.

When an abusive situation is made known, supportive
listening by the nurse or other health care provider should
be the first intervention. Interaction with a woman who is
being abused should be non-judgmental and the woman's

strengths should be encouraged. Blame should not be conveyed,
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nor unnecessary drugs prescribed which further encourage
dependent and passive behavior. For those women who are
isolated from healthy role models and may have come to
accept their abuse, health care providers can reinforce the
fact that violence is not an acceptable behavior. The con-
sequences of chronic abuse should be discussed with the
woman. An abused woman's resources should be assessed,
including her social support network as well as her finan-
cial situation. Practical alternatives to the abusive situ-
ation should be explored and appropriate referrals given for
shelters, counseling, support groups, or legal aid. Ade-
quate cﬁarting should be done to allow for the recognition
of the repeatedly battered woman as well as provide legal
record in'the case of assault charges or custody cases.

As one of the women in the present sample mentioned,
the final decision of what to do about the abuse is up to
the woman. It is possible that an abused woman will not
respond immediately to suggestions by the nurse or physician,
and it is possible that she may not respond at all. Many
of the factors which keep women from disclosing their gbuse,
such as economic dependency or fear, may also keep them from
leaving their situation. Although women may not immediately
respond to sifuations, the support of the health care provi-
der might be an initial step in helping an abused woman gain
the strength and determination she needs to change an abu-

sive situation.
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Recommendations for Further Research

This study should be repeated with a larger sample in
a similar population of abused women residing in a shelter.
The same methods could be used to verify the themes which
emerged. A larger sample would also help clarify whether or
not abused women desire identification by health care provi-
ders.

The same methodology could be employed with modifica-
tions of the questionnaire. For example, the interview
items should be worded in ways to probe for greater specif-
icity in the responses. More complete demographic data
should be obtained, including income, frequency of abuse,
and severity of abuse; and these factors should be examined
for their.influence upon the disclosure of abuse.

A survey of health care providers should be conducted
to determine the extent to which they intervene with abused
women in ways suggested by women within this study. The
following questions should be asked: Which types of and how
many health care providers routinely screen for abuse? How
is screening for abuse accomplished? What interventions are
employed once the abuse is made known? What is the le%el of
knowledge individual providers have about the problem of
the abuse of women?

It has been difficult to document the prevalence of
women who are abused. Further studies should attempt to
improve documentation. One such study could be done utiliz-

ing a health care setting. Health care providers within
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different agencies with similar populations could be sur-
veyed. One group could be instructed to screen all women
for abuse and the other group would not be instructed. The
two agencies would be compared for the incidence (number of
new cases) of women identified as abused to determine whe-
ther there is a higher incidence of reported abuse in the

agencies where the providers routinely screen.
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APPENDIX A 60
INTERVIEW FORMAT
Where do you usually go for your routine health care?

a. Private doctor

b. Private nurse practitioner

c. Public health clinic-——--=—==——=-= physician

d. Public health clinic ————————————— nurse practitioner
.  Prepaid Hedlth 2liAige——r——r————— physician

f. Prepaid health clinic-—----=—=—=——- nurse practitioner
g. Other

Have you ever been asked by this person if you were
being hit or physically abused in any way by your partner?
Yes No (If no, skip to question 3)
If yes, did you agree with or acknowledge that you were
being abused?
Yes No (If yes, skip to question 3c¢)

If you did not acknowledge your abuse, why not?

1. I didn't want anyone to know

2. I was afraid my husband might find out

3. I didn't really care

4. It wouldn't have made any difference

5. I didn't think the doctor or nurse would care
6. Other (specify)

Have you ever told of your situation to your health care
provider without being asked specifically?

Yes No
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If no, why not?

1. I didn't want anyone to know

2. I was afraid my husband might find out

3. I didn't really care

b. It wouldn't have made any difference

5. I didn't think the doctor or nurse would care
6. Other (specify)

If yes, why?
it I thought he/she could help me
2. He/she seemed concerned about me

k; Other (specify)

If your health care provider learned of your abuse, what

was his/her response?

1. Ignored my comments

2. Made me feel like it was my fault

3. Gave me a prescription for medication
. Talked with me at length about my situation
5. Suggested a referral

6. Other (specify)

If your doctor or nurse didn't ask of your abuse, would
you have liked them to?
Yes No
If yes, why?
1.  Afraid to tell oh/my husband, but I wanted to be
asked.

2. Other (specify)
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If no, why not?

1. I didn't want anyone to know

2. I was afraid my husband might find out
3.__ 1 didn't really care

4. It wouldn't have made any difference

5. I didn't think the doctor or nurse would care
6.  Other (specify)

Is there anything a doctor or nurse can do to help women

who are being battered by their partners?

Age
Empioyed? Yes No

Partner
Employed? Yes No

Length of Abusive Relationship




APPENDIX B

CONSENT LETTER FROM SHELTER DIRECTOR

63



APPENDIX B 64

16 December 1982
To Whom It May Concern:

A8 Executive Director and representative of

I hereby provide Blaudia Brewer with my permission to conduct

her study with the residents of . This permission
is granted on the condition that each individual resident inter-
viewed be informed of the rationale of the study and further, that
their consent be obtained before Ms. Brewer proceeds with her
interview. Furthermore, the anonmymity of all participants must

be fully insured.

Sincerely.

'Lihdaegziéﬁéewski
Executi Director

A | 'mited Wav Avenrv
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THE OREGON HEALTH SCIENCES UNIVERS

2258801
225-8026
225-8031
2258822

Post Office Box 573 Porland. Cregon 97207 Area Code 503  Administratior.
Public Service:

Technical Services

Dental Library

66

TY

1 agree to serve as a subject in the

investigation named "Identification of Factors That Influence the Detection

of Abused Women by Health Care Providers" conducted by Claudia Brewer, K.N.,

B.S.N., under the supervigsion of Mary Ann Curry, R.N., D. N. Sec.

The aim of this study is to identify reasons why women who are being

emotionally and physically abused may or may not choose to talk about their

gituation with their health care providers. The procedure expected of me during

this investigation is to participate in a private interview conducted by

the in-

vestigator consisting of six questions that deal with how I have been treated

within thé health ¢rre system.

I understand that my name will not be used on the interview, and

anonymity will be insured by the use of code numbers. All of the infor-

mation will be kept confidential. Neither my name nor my identity will be

used for prublication or publicity purposes. The results of all of the in-

terviews will be analyzed as a group.

I also understand that there is a slight risk that the»questions
may make me uncomfortable and that I have the right to withdraw from the
interview at any time and this will not affect my care st the g
WA, Clsudis Brewer has offered to answer any gquestions I vmight
have about this study.

Although I may not benefit directly from this investigation, my
participation will help nurses and doctors learn how to give better care
to women who have been victims of zbuse.

I have read the foregoing and agree to participate in this sfudy.

. e
2

»

Date Subject's Signature

Schools of Dentistry. Medicine and Nursing

_Witness

University Hospita!, Doernbecher Memornial Hospital for Children, Cnppled Children’s Division, Dental Clinics
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The purpose of this study was to identify factors which
influence whether or not abused women choose to disclose
their abusive situations to their health care providers.

The conceptual framework for the study holds to the proposi-
tion that socialization into a traditional feminine role
with the possible behaviors of dependency, passivity, and
low self-esteem may contribute towards determining whether
or not abused women disclose their abusive situations.\

Semi-structured interviewslwere conducted with 16 resi-
dents of a shelter for abused women. These women were asked
questions peréaining to the reasons why they had or had not
disclosed their abusive situations to their health care pro-
viders. In addition, they were asked whether they would
have liked to have been asked about their abuse if they were

not asked. Content analysis was used to examine women's
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responses for recurrent themes that might have influenced
their behavior.

Of the 16 women interviewed, 13 had not been asked about
the abuse by their providers. Of these, 8 said they would
have liked to have been asked; gnd 5 said they would not.

Of the 13 women who were not asked, one spontaneously men-
tioned her situation to her physician. A total of 4 women
disclosed their abuse; 1é women d4id not.

Three major themes‘were found that influenced the dis-
closure of abuse. These were: a fear of the consequences
of telling; the shame of being identified as abused; and an
acceptance of the abusive situation. Suggestions that women
had for health care providers included: ask about the abu-
sive situétion; refer to shelters or crisis lines; and be
non-judgmental and compassionate.

The results of this study indicate that health care pro-
viders can be supportive help for women who are abused by
their partners. It is possible that screening for abuse may
promote the disclosure of some abused women. The findings
that fear, shame and acceptance of abuse may prevent disclo-
sure can guide the interventions of health care providers

towards women who are suspected abuse victims.





