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Objective: To determine the barriers to identification
and management of domestic violence from the bat-
tered woman's perspective.

Design: Qualitative research method using semistruc-
cured focus groups.

Setting: Urban and suburban community-based orga-
nizations serving women and their families in the San
Francisco Bay (Calif) area.

Participants: Fifty-one women with histories of
domestic violence comprised eight focus groups
divided as follows: two groups of Latino (n=14), two
groups of white (n=14), Asian (n=14), and two groups
of African-American (n=9) women.

Results: Participants from all ethnic groups identified
major factors that affect identification and management
of batteredwomen in the health care setting. Factors that
interfere with patient disclosure included threats of vio-
lence from the partner, embarrassment, adherence to gen-
der roles, concerns about police involvement, and lack

of trust in the health care provider. One factor that pre-
disposed a woman to seek help from providers was a need
for the providers to exhibit compassion, awareness, and
respect for the patient's need to make final decisions about
her situation. Most participants said that providers should
take the initiative to ask directly about domestic vio-
lence, establish a supportive patient-provider relation-
ship, and refer battered women to available community
resources. The major institutional barriers to using the
health care system included the high cost ofmedical care
and long waiting periods.
Conclusions: Many battered women experience social,
institutional, and provider barriers to obtaining help from
the health care system for problems related to domestic
violence. Providers as well as institutions can overcome
these barriers through an understanding of the social con-
text of domestic violence and the victim's needs. Iden-
tification may be improved through a trusting patient-
provider relationship and by direct questioning about
domestic violence.

(Arch Earn Med. 1996;5:153-158)

DOMESTIC VIOLENCE, spouse
abuse, and battering are
terms that refer to abu¬
sive and controlling be¬
haviors between people

in intimate relationships.1 These behav¬
iors include physical, sexual, and psycho¬
logical abuse; they are generally repeti¬
tive, and often escalate.2·3 Domestic
violence crosses all ethnic, sexual prefer¬
ence, and socioeconomic lines. Although
manymen are also victims of domestic vio¬
lence, violence against women perpe¬
trated by men is generally believed to be
more prevalent and more likely to result
in injury.4

Batteredwomenmake up a large pro¬
portion of patients in a variety of clinical
settings. They account for 14% to 28% of
women attending primary care clinics,5·6 4%
to 17% ofwomen attending prenatal clin-

ics,7"10 and approximately 30% of women
with nonmotor vehicle injuries present¬
ing to emergency departments.11 Abused
women are more likely to experience physi¬
cal injury, depression, substance abuse, at¬
tempted suicide,12 chronic pain,13 perina¬
tal complications,7 and homicide.14 Despite
the significant health implications of do¬
mestic violence, health care providers of¬
ten fail to identify and manage domestic vio-
lence when signs and symptoms are
present.1516 Furthermore, written hospi¬
tal policies17 and domestic violence cur¬

ricula1819 are often inadequate.
Most of the current understanding re-

From the Departments
of Family and Community
Medicine (Dr Rodriguez) and
Epidemiology and Biostatistics
(Ms Quiroga), University of
California\p=m-\SanFrancisco, and
Pacific Center for Violence
Prevention, San Francisco
(Dr Rodriguez), and the
Department of Health and
Medical Sciences, University
of California\p=m-\Berkeley
(Ms Bauer).

 at STANFORD Univ Med Center, on November 5, 2009 www.archfammed.comDownloaded from 

http://www.archfammed.com


SUBJECTS AND METHODS

FOCUS GROUP METHOD

The research reported herein was conducted using focus
groups, a qualitative research method used to elicit the at¬
titudes, feelings, beliefs, and behaviors of a targeted group.22
The focus group approach, which is based on small group
discussions on a specific topic, was used to gain an in-
depth understanding ofbattered women's experienceswithin
the health care system. Open-ended questions were for¬
mulated based on a review of the literature and were de¬
signed to elicit information about the participants' per¬
spectives on the institutional, provider, and patient factors
that facilitate or impede the identification and manage¬
ment of domestic violence in the health care setting. This
study was approved by the Human Subjects Review Com¬
mittee at Stanford (Calif) University, and informed con¬

sent was obtained from all participants.
PARTICIPANTS

Women who lived in the San Francisco Bay (Calif) area were
recruited from community-based organizations that in¬
cluded advocate groups for women's and family issues, bat¬
tered women's resource centers and shelters, transitional
housing programs, and drug rehabilitation treatment pro¬
grams. Recruitment sites were chosen specifically to ob¬
tain a heterogeneous sample that reflected the racial and
ethnic diversity of the geographic area.

The size of the focus groups ranged from four to nine
women and each group was composed ofwomen with the
same ethnic and racial identity. To be eligible to partici¬
pate, women had to be between ages 18 and 64 years, with
histories of domestic violence within the past 2 years. Nine
focus groups were conducted during a 6-month period. Al¬
though the original sample size was 59 women, one focus
group was excluded from the data analysis owing to the
poor quality of the audiotape, thus reducing the final sample
size to 51 women.

Forty-seven participants provided detailed demo¬
graphic information. Their ages ranged from 22 to 60 years
(median age, 34 years), with formal educational back¬
grounds ranging from none to university level. Eighty-
seven percent (40/46) of the participants had children. Of
the 43 participants who responded to the marital status item,
nine (21%) were either married or livingwith partners and
34 (79%) were either divorced, single, or separated.

The participants came from a variety of ethnic and ra¬
cial backgrounds. Twenty-three (45%) of the participants
(all of the white and African-American women) were born
in the United States. The Latino groups consisted of im¬
migrant women from Mexico, El Salvador, Guatemala, and
Colombia who had lived in the United States for 15 years
or fewer. The Asian groups consisted of immigrant women
from China, Vietnam, Korea, the Philippines, and Taiwan
who had lived in the United States for 22 years or fewer.

DATA COLLECTION

Each focus group was facilitated by two moderators, at least
one of whom matched the ethnic and racial makeup of the
group. The two focus groups of Latinos were conducted
in Spanish. One focus group of Asian women was con¬
ducted in both Mandarin and Cantonese. All other groups
were conducted in English. Each focus group lasted ap¬
proximately 90 minutes and was held in a confidential fa¬
miliar location.

The participants were asked to discuss definitions
of domestic violence; sources of help for problems
related to domestic violence; and the attitudes, feelings,
and behaviors that may predispose battered women to
seek, or to avoid seeking, help from health care provid¬
ers. Demographic information was gathered at the end of
the interviews, and participants were reimbursed for
their participation.

CODING AND ANALYSIS

Initial analysis of the transcripts consisted of repeated read¬
ings with the aim of identifying prominent themes. Tran¬
scripts were independently read by seven readers chosen
for their familiarity with domestic violence issues:
battered women, community workers involved with
domestic violence, and professionals from various disci¬
plines (psychology, medical anthropology, social work, and
medicine). A list of codes was constructed to encapsulate
topics discussed in the focus groups, such as sources of help,
types of barriers to help, and positive experiences within
the health care system.

Each transcript was coded by women matched for
ethnicity and race with the focus group participants, as
well as by persons outside the culture. All coders were
trained by one of us (M.A.R.), and transcript excerpts
were coded to check reliability. Coders looked for rep¬
etition of specific words and the subject matter within
participants' narratives in accordance with standard ana¬

lytic convention.23
After all transcripts were coded, coders and authors

met to critique the process, review themes, and evaluate
validity.24 Coded data were organized using Ethnography
4.0, a computer software program designed for qualitative
data.23 After initial analysis, preliminary conclusions were
shared with battered women, community workers in¬
volved with domestic violence, and professionals from vari¬
ous disciplines in a review process as a further validity check.
In this article, we present the major factors affecting health
care experiences shared by a large percentage of partici¬
pants in all four ethnic and racial groups. While some dif¬
ferences were found between ethnic groups, this article fo¬
cuses on the predominant similarities among battered
women of different ethnicities. Although factors will be dis¬
cussed separately, the participants often expressed them as

complex and interrelated phenomena. To illustrate their
comments, quotes from the transcripts are included be¬
low, selected to equally represent all four ethnic groups.

garding barriers to identification and management of do¬
mestic violence in the health care setting is derived from
the medical provider's perspective. Physicians have iden¬
tified several factors that they feel contribute to battered

women's infrequent disclosure of domestic violence: lack
of initiative, unresponsiveness, and/or denial by the pa¬
tient20; and feelings of helplessness and/or lack of time
by the health care provider.21 Few studies have at-
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tempted to address battered women's health care sys¬
tem experiences, perceptions, and needs. This report ex¬
amines issues common to women of different ethnic
groups that influence identification and management of
domestic violence.

RESULTS

Forty-four (86%) women discussed previous interac¬
tions with physicians or nurses. Participants initially fo¬
cused on the difficulties with disclosure and acknowl¬
edgment of marital or partner abuse within the medical
encounter. The underlying factors associated with this
problem included psychological, social, and health care
system barriers. Participants then discussed specific ways
that health care providers and institutions can over¬
come some of these obstacles to identification and sub¬
sequent intervention.

While all of these factors are intimately inter¬
twined to create the social and structural context of the
battered woman's experience in the health care system,
examining each separately provides insight into ap¬
proaches for improving the medical response. Also, while
many factors that shaped participants' experiences were
similar among different ethnic and racial groups, themani¬
festation of those elements was highly individualized.

THE SILENCE

In this article, the silence represents, in the words of one
participant, "the unspoken agreement" between bat¬
tered women and other members of society to not dis¬
close or address their battering. This silence is mani¬
fested in the health care setting in three ways: the patient's
inability or unwillingness to seek medical help, the pa¬
tient's withholding of information from the health care
provider, and the health care provider's failure to ask the
patient about battering. Thirty-six (71%) participants dis¬
cussed lying about the source of their injuries or with¬
holding information. "I was kicked, and cracked two ribs
in that situation. And the doctor asked me how it hap¬
pened and I told him I fell down a flight of stairs." "At
first, when I went to the doctor, I said I just bumped my¬
self at home. Later on, when I was more swollen, I told
the doctor that I fell but I didn't say anything and no one
knew. For 9 years no one knew

BEHIND THE SILENCE

Participants identified a wide range of psychological, so¬
cial, and institutional factors that affect their willing¬
ness to seek help (Table). These factors often operated
simultaneously and interactively to make disclosure to
health care providers extremely difficult.

In many cases, the motivation for the participants'
silence stemmed from fear of bodily harm or death. The
most common reason for not telling providers about do¬
mestic violence, given by 24 (47%) participants, was the
fear of escalating violence and abuse from the partner.
For many participants, keeping quiet was a strategy for
survival. "My husband beat me a few times, but I did not
dare to go to the doctor. I didn't have any money ofmy

own. I was afraid so that the next time he beat me, I was
afraid to tell anyone, because I was afraid that if I told
anyone he would beat me again."

The participants identified their psychological vul¬
nerability (eg, low self-esteem) as one of the underlying
reasons for not disclosing their abuse. Because of the
stigma associated with wife battering, many partici¬
pants felt ashamed and embarrassed. Some participants
felt responsible for their abuse and guilty for staying in
an abusive relationship. Many of these women did not
want other people to know about their battering, often
anticipating misunderstanding and judgment. "It's re¬

ally embarrassing to go to someone and say, 'My hus¬
band's abusing me.' To a doctor, to your family

. . .

any¬
body. I don't know what their idea of abuse is. You only
know what you're feeling." "I was afraid people were go¬
ing to treat me bad for staying there as long as I did. I
took it personal; I thought I deserved it for letting this
go on."

Battered women's sense of family responsibility
strongly influenced their help-seeking and disclosure to
health care providers. Many women felt pressure to ful¬
fill their traditional gender roles within the family: pro¬
tecting the children, partner, and, above all, keeping the
family together. In addition, the perceived difficulties of
single parenthood and prospects of economic insecu¬
rity that potentially result from ending the relationship
often kept women silent about their abuse. Some women
sacrificed their own interests to protect their partner, the
relationship, or the children. "What makes it difficult is
because after you've been abused, you kinda scared to
tell the doctor 'cause you in love with that person and it
ain't like, you really don't want to see that person get in
trouble. ..."

Several economic and structural factors within the
health care system adversely affected the participants' abil¬
ity to seek and receive medical care. Lack of health care
insurance or money to pay hospital bills, long waiting
periods, and busy provider time schedules were cited as
important barriers to seeking and receiving care from
medical institutions. "It used to be I didn't dare to go to
the doctor's or the police. The doctor also cost a lot of
money and I didn't want to spend so much money. I just
endured it, but then it hurt so much that I could not en¬
dure it anymore." "You think about how long it takes
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when you get there
...

a longwaiting period. You get there
and it takes so long you leave." "A lot of times I went to
my doctor, he was just too busy. He had so many people
waiting, he just didn't have time to ask, 'How did you
get this bruise?'

Many participants discussed their concerns about
police involvement and mandatory reporting by health
care professionals to police. In some cases, the partici¬
pants neglected to seek medical care because they be¬
lieved that police intervention would have dangerous con¬
sequences for them. These participants believed that
providers should uphold confidentiality and allow bat¬
tered women to make decisions about involving the po¬
lice. "What made it difficult for me to confide was the
fact that I feared for my life, you know. And I knew that
if I was to tell them what actually happened, that they
would call the police and I would have to file a report
and they couldn't guarantee me that theywould be there
24 hours to protect me from this maniac. So, therefore,
I wasn't taking that chance on my life."

BREAKING THE SILENCE

Participants identified important roles for health care pro¬
viders and institutions for helping battered women. Cre¬
ating a supportive environment through compassion and
understanding, asking directly about abuse, offering re¬
ferrals, and providing continued support when possible
are ways that providers can facilitate identification and
intervention. Institutions can provide staff education and
social services to battered women patients.

Many participants described the importance of a good
patient-provider relationship that involved a complex in¬
teraction of trust, compassion, support, and confidenti¬
ality. Forty-four (86%) participants identified at least one
of these elements as integral to identification and inter¬
vention for battered women. The participants believed
that through a good patient-provider relationship,
providers can begin to break the silence and facilitate the
process of healing from both the injury and the
abuse. "... just the compassion is going to open up one
door. And when we feel safe and are able to trust, that
makes a hell of a lot of difference as compared with be¬
ing run through the system."

The participants identified several ways that health
care providers could build a good patient-provider rela¬
tionship. Many participants emphasized that providers
need to be supportive and nonjudgmental, and take the
time to listen to battered women patients. Interestingly,
participants did not identify the gender of the health care
provider as a major factor in creating the rapport needed
to discuss abuse. The health care provider's facial ex¬
pression, eye contact, and tone of voice were identified
as subtle but important ways of showing concern and de¬
veloping trust. "It is uncomfortable when you are asked,
'How are you?' without a meaningful look; at times, we
don't even tell the truth because we want to leave this
situation since we are already depressed and sad. We feel
abused. It's just that many times a look is a great sup¬
port ... to know that somebody is paying attention."

In addition to the elements of trust, compassion, sup¬
port, and confidentiality, 35 participants (69%) ex-

pressed that health care providers should have a deeper
understanding of the psychological and social issues sur¬
rounding domestic violence and abuse. Specifically, pro¬
viders should be aware that battered women should not
be blamed for their circumstances and that the silence
within the medical encounter and decision to remain in
an abusive relationship is influenced by powerful soci¬
etal and interpersonal pressures. The participants be¬
lieved that this understanding serves as the basis for pro¬
vider empathy. "Give them insight into what happens.
And then it's easier to make supportive statements. It's
coming from a base of understanding and getting away
from all those stereotypes."

Thirty-nine participants (76%) favored direct ques¬
tioning in situations when the patient has obvious inju¬
ries, when signs are more subtle, or as a means of rou¬
tine screening. Participantswho favored direct questioning
also stipulated the need for a supportive or subtle ap¬
proach to asking about the abuse. Many of the partici¬
pants' negative experiences were shaped by the health care
provider's lack of direct questioning or apparent avoid¬
ance of the problem. By simply performing the medical
procedures or prescribing drugs without trying to un¬
derstand the underlying problem of abuse, manywomen
felt as if their abuse was unimportant or embarrassing
to the provider. "When I was physically hurt, I was put
into the hospital and the physicians there did absolutely
nothing to help me realize I was battered—or took time
to talk to me. They just took care of what the injury was
at the time and that's it." "... I think it depends how
they say it. I think it's one thing for somebody to say, 'Hey,
I'm seeing a pattern here. She's been here several times.
What do you want to do about this?' Instead of saying,
'Hey, what's up with you? What's the matter with you?
Can't you get yourself together? How many times are you
going to come in here like this?' I mean, I think it's go¬
ing to make it harder for you to go back the next time."

Participants discussed several important ways that
health care providers are able to assist battered women.
For example, 23 participants (45%) specifically
mentioned the importance of offering referrals to
community agencies that provide battered women with
shelter, counseling, and social and legal services. While
the participants were aware of the time limitations placed
on medical providers for offering support, they empha¬
sized the importance of doing basic intervention by
listening and giving referrals. "If the doctor is willing to
ask for an explanation for the symptoms, I think this is
very important. I realize that it is not his sole responsi¬
bility, but he can refer us to someone who can help us
with our problems. The doctor's time is very limited, he's
very busy, but he can."

To be more effective at intervention, the partici¬
pants believed that health care providers should be di¬
rect and persistent, but at the same time patient and sup¬
portive. The participants explained that the process of
leaving an abusive relationship can be difficult and pro¬
longed. They believed that health care providers can help
by continuing to offer assistance, while realizing that
change takes time. Furthermore, the participants em¬

phasized that while the health care provider can facili¬
tate the healing process, final decisions regarding ac-
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tions taken on her behalf should remain with the patient.
"... people just don't understand. So, they like, 'If you
want to get out, get out.' It's not that easy. You walk around
in a cage. And it's a real cage that you walk around in."

In discussing ways that health care institutions
can improve care given to battered women, 26 partici¬
pants (51%) identified staff education and hospital
social services as important resources. Many partici¬
pants believed that hospitals should have educational
programs to sensitize medical staff, improve skills, and
inform health care providers about community agen¬
cies that provide services to battered women. In addi¬
tion, the participants recommended improvements in
hospital services that may facilitate interventions and
overcome barriers. Specific services mentioned
included providing social workers, counselors, or
advocates for battered women.

COMMENT

Violence againstwomen is an important concern among
health care personnel. In the midst of setting research
agendas and revising institutional policy, it is important
that the voices of women who experience violence are
heard. Regardless of ethnic or racial background or
immigrant status, the battered women in our study
identified several common factors that affect their health
care. The importance lies not only in the fact that this
research includes these women's voices but it also high¬
lights the critical importance of social and institutional
factors that interfere with providing optimal patient care.
Previous research on physician perspectives identified the
patient's lack of disclosure as a major reason for not de¬
tecting domestic violence.20 The battered women in our
study confirmed this finding and described its origins.
Furthermore, thewomen thought that the health care pro¬
vider's failure to ask directly about domestic violence con¬
tributes to the silence. In addition, the women identi¬
fied other important provider and institutional factors that
affect identification and management of domestic
violence.

For many battered women in our study, seeking
help from large impersonal institutions was traumatic
in itself. The high cost of health care, excessively long
waiting periods, and brief consultations with a physi¬
cian were not conducive to disclosure of domestic vio¬
lence and may have contributed to the women's
silence. Although these particular barriers are not
unique to battered women, they may magnify the psy¬
chological consequences of fear, lowered self-esteem,
and sense of shame. These psychological conse¬
quences interacted with the women's practical con¬
cerns such as lack of resources, social isolation, and
responsibility for children to further create barriers to
battered women seeking medical care. To break the
silence, health care institutions can introduce policies
that recognize domestic violence as a potential emer¬
gency; this might allow victims of domestic violence to
avoid long waiting periods. Nonphysician personnel
could provide on-site counseling and referrals. The
women in our study wanted referrals to community

and other resources, which suggests the need for
stronger hospital and community linkages.

The participants in our study were sensitive to phy¬
sicians' time constraints and did not expect a lot of time;
they encouraged a gentle, direct inquiry regarding do¬
mestic violence. They indicated that they want the medi¬
cal provider to acknowledge the existence of abuse and
make an appropriate referral. The battered women in this
study believed that providers have enormous power to
set the stage for conversations on domestic violence
through trust, compassion, support, and confidential¬
ity. The women in our study believed that batteredwomen
are helped most by medical providers who understand
the fears and concerns that battered women have, and
how these might influence their help-seeking. Given the
psychological state and practical concerns of battered
women, establishing rapport requires a conscious effort
that may go beyond the normal dynamics of the patient-
provider relationship. Family physicians and other pri¬
mary care providers are in ideal positions to provide bat¬
tered women with support, options, and information
about resources through ongoing relationships with
patients.

Battered women are generally disempowered in
their intimate relationships and part of their process of
recovery may be facilitated by physicians encouraging
them to make their own decisions. Medical providers
can help the woman evaluate her situation by educat¬
ing her about abuse and its potential effects, as they do
about other health-related behaviors such as smoking.
Empowering the battered woman to make decisions
may be an important way that medical providers can
help build her self-esteem, encourage her process of
resolution, and further establish the health care setting
as a safe place. Guidelines have been developed by the
American Medical Association that can help providers
better understand their potential role.26 However,
mandatory domestic violence reporting laws in some
states, such as California, may limit providers' oppor¬
tunity to empower battered women to make decisions.
For example, the women in this study have pointed
out how police involvement can pose an important
barrier to seeking help. More research is needed to
evaluate the risks and benefits of policies such as man¬

datory reporting to police.
Our study illustrates that domestic violence

places unique demands on the medical care system as
a whole, on the medical institution at which a battered
woman seeks care, and on the provider's relationship
with the battered woman. With changes in health care,
it is important to understand the nature of providing.
appropriate care to battered women while assessing
the implications of health care system reform. For
example, while managed care systems may increase
access to primary care for some women, providers'
concern for efficiency may conflict with the requisite
of establishing a supportive, ongoing professional rela¬
tionship with a battered woman. Using social workers
and other battered women's advocates in emergency
departments and other settings may necessitate
increased community collaboration to provide knowl¬
edgeable persons dedicated to the counseling and
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referral of battered women. Another possible collabo¬
ration could involve battered women in the medical
education process so that providers can learn critical
patient communication skills.

This study has several limitations. The recruitment
strategy used may have yielded a biased sample of
women who knew the system well enough to be in¬
volved in a program, and who were sufficiently safe and
willing to discuss their abuse. However, the sample in¬
cluded battered women who had a range of violence in
their relationships and who were in all stages of safety,
including some women who were living with their bat¬
tering partners and others living in shelters, some being
stalked by their partners, and others with restraining
orders on their partners. In addition, using a variety of
recruitment sites prevented reliance solely on a specific
clinic-based or shelter population, and it provided in¬
formation on a range of experiences women have with
the health care system. This method does not lend itself
to exact replication of findings. More research is needed
using qualitative and quantitative methods to comple¬
ment our findings.

The findings from this study can serve as a foun¬
dation for ensuring the success of future interventions
to help battered women receive better health care. An
approach to battered women is needed that starts with
understanding the origins of the women's silence and
establishing a good patient-provider relationship to

help break this silence. Improving the quality of care
for battered women will require changes in education
for medical providers, health care structure, commu¬
nity resources, and the social forces that allow women
to be abused.
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