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Preface

This monograph is designed to help health professionals identify and respond to violence against
women. Our research into the impact of battering on a large metropolitan hospital indicates:

e 21 percent of all women who use the emergency surgical service are battered;

e almost half of all injuries presented by women to the emergency surgical service occur in the
context of abuse;

e battering accounts for 1 in every 4 suicide attempts by all women and half of all suicide attempts by
black women; .

e half of all rapes to women over 30 are part of the battering syndreme;

e a pediatric history of abuse is often followed by battering as an adulit;

e battered women most frequently and disproportionately turn to nontrauma services for their heaith
care, rathar than services that primarily treat severe injury;

e using current diagnostic techniques, medical personnel diagnose 1 battered woman in 25; and

e the current pattern of medical response contributes to the battering syndrome.

Findings like these cannot really speak for themselves. Battering has been widely recognized
since the early 19th century and our response, as a profession and as a sociely, has been in-

adequate. In addition to describing the battering syndrome, we must discover why we have re-
eponded so ineffectively. ;

The introduction and part | of this monograph provide an overview of the problem and analyze the
major paradox uncovered by our research, namaly that health professionals try to improve the health
of battered women while they inadvertently reinforce the social relations that undermine it.

Part |l describes the battering syndrome as an evolving process thatincludes, in addition to injury, a
pattern of self-abuse, institutional abuse, and medical and psychosocial problems. This study
addresses the following questions: How common is abuse? What sorts of injuries and psychosocial
problems comprise the battering syndrome? Which medical services are used by battered women?
Are the psychosoccial problems associated with abuse its cause or its consequence? And finally, how
do heaith professionals respond to battering?

Part lll presents two modes of identifying baitered women in the medical complex — a profile
method that indicates high-risk presentations at various medical sites and a retrospective method
that can be used to generate data on the prevalence of abuse.

Part IV describes the stages of the battering syndrome and relevant dimensions of the health
protess!onai’s encounter with battared women. An annotated bibliography is appended for the health
professional who wants to pursue these problems further.

The study research team includes a plastic surgeon and an internist, both deeply committed to
emergency and community care; a clinical psychologist; a sociologist; and two researchers (one is an
RN and the other has a liberal arts background). Members of the team continue to work closely with
community-based battered women groups. The other key experience undsrlying this work is our

routine encountsr with hundreds of women trapped in violent homes wha bring their escalating
injuries to the attention of the health system.

In .tha ﬂpa_l analysis, the accurate identification, effective treatment, and pravention of abuse
requirsa wxlllngqqss to question traditional diagnostic categories and to expand our understanding of
a medically significant event to include the baitered woman’s definition of her “emergency.”
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Introduction

Each year in the United States, 3 to 4 million women are beaten in their homes by their husbands or
. ex-husb_ands, boyfriends, or lovers. This includes approximately 1.8 million women living In couples
and a third of the 6 million or so women who are separated or divorced. Another 3 to 4 million women

have been beaten in the past and remain in abusive relationships (Straus, Gelles, & Steinmetz, 1980;
Stark, Flitcraft, & Frazier, 1979).

The health implications of these statistics are staggering. A Harris poll of Kentucky housewives
reported that 17 percent of those who had been battered used emergency medical services (Haris,
1979). This estimate represents almost 1 million women nationwide. Among a group of women living
in a shelter, 50 percent had used emergency medical services and the rest admitted they required
such sarvice periodically but were afraid to report their problems (Star, 1978). Interviews conducted
- with abused women abroad reveal that 80 percent report their injuries at least once to medical

personnel and 40 percent seek medical altention on at least five occasions (Dobash & Dobash,
1979). Again, those battered women who do not use the hospital are often prevented from doing so
by their assailants. Untreated injuries for vicious attacks often result in permanent disfigurement.

Were adequate protection available for battered women, virtually all would seek emergency madical
care.

Even this understates the problem. Battered women comprise a significant percentage of rape
victims, suicide attempts, psychiatric patients, mothers of abused children, alcoholics, and women
who miscarry or abort. Finally— and this will be shown in detail — battered women make muttipie
visits to the medical and psychiatric service for general health problems that are as much apart of the
battering syndrome as physical injury but are not recognized as related to assault. Indeed, our data

indicate that battering accounts for more than one of every four visits by women to the emergency
services.

The physician is often the first person outside the battered woman's family she tums to, if only
because her injurias require both treatment and explanation. This fact, plus the figures on utilization,
mean that the medical system is a crucial peint in the identification and prevention of abuss.

Despite recent publicity, abuse remains virtually unrecognized by the medical system. Even in
hospitals that have developed a protocol for battering, a relatively small percentage of the abused
women using the medical facility are accurately diagnosed, probably fewer than 1 in 25. Moreovs,
virtually none of the physical, medical, or psychosocial sequelae of abuse are now identified as part of
the battering syndrome. A recent medical article illustrates this assessment. The education director
of a prestigious psychiatric institute describes a typical “crock.”

Mrs. X came to this country from Eastern Europe in 1914 and worked as a domestic in
Washington, D.C., until 1928 when she moved to a medium-sized university town in New
England to marry. During the next 40 years (from 1928 to 1967) she saw 354 physicians
(including 17 psychiatrists), averaging a visit a month or 424 visits overall (340
nonpsychiatric, 84 psychiatric). Despite an “uriremarkable” history, Mrs. X repeatedly
complained of problems to her head, eyes, ears, face, throat (12 times), che_st, breathing,
vagina, and so forth, in addition to ill-defined “pain all over.” She did not receive elaborate
workups, however, since her problems were apparently “transparent.” As a conse-
quence, she received almost no followup, most of her visits were unscheduled and no
diagnosis was made, therapy suggested, or return visits scheduled. To the contrary,
resentment of her psychosomatic disguise provoked psychiatrists to use labeis for Mrs. X

N

vii




e BE

R

(such as crock, immature personality, hysterical, emotional overlay, conversion reaction,

etc.) and she was eventually committed to a State mental hospital for “punitive” reasons
(Bauermeister, 1979).

In 1928, the same year Mrs. X began her history as an alleged crock, her medical record noted that
her hushand physically abused her on a regular basis. Her spouse was alternately described as
aggressive and psychotic, but no link was made between the ongoing domestic violence, Mrs. X's
multiple physical complaints, and her accompanying mental health problems. This monograph will
demonstrate that the medical history of Mrs. X compels a diagnosis of battering syndrome.

_ Given its obvious prevalence and seriousness, and the frequency with which It is apparently
reported, why is battering so rarely identified? One answer is personal bias. A growing literature
shows how health professionals reinforce sexual, racial, and economic inequities through thsir
individual attitudes and practices. The awareness of sexism among health professionals is relatively
recent. However, the denigration of indigent patients has been common knowledge for almost a
century. These biases may have less impact on the quality of treatment for standard medical
problems than do time constraints, patient load, overwork, orinadequate resources, supervision, and
training. But these attitudes clearly lead to bad medical practice where battering is concerned
because they conceal fundamental dimensions of a pathological process that might express itself in
multiple complaints and problems with no clear organic basis. Thus when staff at a neighboring

medical service call their alleged crocks TBP's (total body pain) they provide a barely concealed
rationale for dismissing abuss.

A more complex explanation for medical neglect is the medical paradigm that views dissase as an
occurence in and to the body (which is understood to be an imperfect physiological mechanism) that
is merely influenced by social factors. Medical history is considered important only if it bears on the
present complaint (Turshen, 1977; Stark, 1977; Powles, 1973). By contrast, in the case of battering,
the trauma history sets the terms for understanding the medical significance of the presenting
complaint. The influence of the medical paradigm was described in Kempe's initial work on child
abuse. Physicians in the early 1960’s not only failed to recognize familial assault as the etiology of
children’s medical problems, but aiso tended to turn to extensive medical workups to discover blcod
and metabolic disorders that could explain an accumulating history of multiple bruises and fractures
(Kempe, 1962). When unavoidable adult health problams are not reflected in physiological abnor-
malities, present practice often leads to punitive interventions, including labeling, inappropriate
sedation, and institutionalization. Even well-intentioned professionals operating within narrow diag-
nostic categories tend to approach the victims of abuse as crocks.

A third explanation rests in the politics of medicine itself. At the turn of the century, hos{pitals inthe
United States faced a fiscal crisis which they met by providing inpatient beds and medical technology
to private physicians. Outpatient and emsargency care were reserved for those of the marginal strata
— the poor, minorities, immigrants, and women (Rosenberg). Although emergency services
rernain the major source of primary care for the poor, emergency care emphasized high-technology
interventions in increasingly life-threatening situations. From a medical perspective, an emergency is
a proximate physiological event (often precipitated by an “accident”) with life-threatening potential
that can be directly observed. However, the battered woman views her social siiuation as an
emergency regardiess of physical evidence. This clash of expectations is dramatized when profes-
sionals label social ills “inappropriate,” diagnostically fragment complex social problems into multi-
ple, apparently discrete symptoms, and fail to interpret the emergency visit in relation to the recorded
history the patient has accumulatad in the same medical complex. The fact that many hospitals fail to
integrate records of emergency visits into the general medical record or fail to follow emargency visits
clinically reflects the same unwillingness to acknowledge the reality of medical service utilization by
low-income individuals.

The alternative response involves considering expressed patient need as a basis for allocating

scarce health resources. From this perspective, battering is clearly an acute emergency requiring
greatly expanded investmants of time and resources.
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. An Overview of the Problem

The distinctiveness of the battering syndrome lies in its systematic combination of physical injury
and medical and psychosocial problems, its social consequences (which include the subordination of
women in the home), and the fact thatitis typically confined to women. Physical force and aggression
are preconditions for the syndrome and, in any given cass, the victim or assailant may be mentally
disturbed. Still, battering has become widespread only because itis supported by diverse family and
personality types and tolerated by those who govern community affairs, the courts, medicine,
psychiatry, police, schools, and the church.

Because victims of the battering syndrome are typically women, it is linked to broader pattems of

discrimination. Women may, of course, fight as hard as men. A recent national survey indicates that

women attack men, often using lethal weapons, almost as frequently as they are attacked by men
(Gelles, 1979). But fighting and battering are very different. While men injured in fights often use the
emergency service, they rarely evidence the battering syndrome observed among women. In a
random sample of Delaware households, Steinmstz found no cases to support her theory of husband
battering (Steinmetz, 1977-78). The discrepancy between reporied acts of aggression by men and
women and evidence that women have been the victims of battering for centuries reflects the fact that
even women who “win"” fights at home are liksly to suffer discrimination in the courts, schools, and
hospitals. Historically, women who fight back have been denied the rights granted to “proper
females.” Itis this combination of discrimination outside the home and physical force in the household
that produces the battering syndrome.

In certain situations —wars, strikes, revolutions, sporting contests— fighting, and even violence,
may contribute to highly valued personal or collective ends. Similarly, the acceptance of force, per se,
to resolve disputes does not lead automatically to the abuse ¢! women. Thus, although fighting may
be common in poer neighborhoods, battering is not. The risk of abuse seems to be greatest when
persons become isolated from supportive netwcrks and lockad into violent homes.

To ask why people hit one another and to explain why miilions of women are beaten in thelr homes
are two separate issues. Conversely, programs that try to reduce violence without confronting the
inequities that produce battering will have little effect on the incidence of abuse.

Historical Perspective

The distinctiveness of batterihg lies in its links to broader patterns of sexual inequality, noi in any
immutable laws of naturs, personality, or family life. In view of this linkage, however, whatimplications
can be drawn from its remarkable continuity? For though thé meaning of domestic violence differs
from society to society, from class to class, and from region to region, the persistance of abuseis a
sobering reminder that women's individual lives have not always improved as they achieved formal
equality.

History offers no conclusive answer to the question: Is battering increasing? But history can heip us
understand a central paradox. Critics universally trace battering to the prerogatives of men as
masters in traditional households, but they also agree that the modern state has usurped the farnily's
traditional functions and power. Yet battering has persisted (Lasch, 1877; Parsons, 1855; Smelser,
1965; Zaretsky, 1979).
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While the basis for the male’s power in the family has clearly eroded, his authority is sustained by
outside institutions, including the very laws and professions expected to protect women from abuse.
Even where no male is physically present in the household, the services support a kind of depend-
ence among women and children that makes them vulnerable. The services' very general commit-

gmnt to the family becomes, in practice, a means of supporting traditional relations of authority in the
ome. :

A striking feature of wife beating is the intermittent public concern it has receivsd along with other .

aspects of family crisis. In instances of battering recorded since the 1830's, public benevolence has
defended individual family members by supporting the traditional family structure. Despite talk of an
invasion of family life by the state, the services continue to see reconstituted families as the solution to
a myriad of health problems, including battering. Since support for traditional family relations as ths
solution to abuse merely aggravates it, policymakers have created a vicious cycle leading to calls for
restrictive legislation for even more protection by the services.

An added problem with protection has been a distinction, made even by the most progressive
feminists of the 19th century, between worthy and unworthy victims. For instance, although Frances
Power Cobbe anticipated virtually every aspect of the current discussion of abusein her essay, “Wife
Torture in England” (1878), she separated women assaulted while performing their feminins role

(wife-beating situation) from those “dreadful viragos” who fought, fought back, drank, or were
promiscuous (Cobbe, 1878).

Community groups made similar distinctions, offering their protection only to women who remained
dutifully bound to domesticity. Even the law openly distinguished “the gentle, fragile and submissive”
woman whose abuse was unwarranted from the “amazon” woman who acted disobediently, coun-
tered violence with violence or, in the words of one judge, “chooses to unsex herself and forget she is
female (Pleck, 1977).” These distinctions remain evident in current medical practice.

The reformers believed that as women were given the right to own property and work for wages,
their subordination would disappear. But women were linkedto property through their fathers and
husbands and so were “free” only if they remained dependent within the family. And the separation of

manufacturing from the household reduced the woman's status at home from junior partner to a
wageless servant.

The great reforms of the Progressive Era (1890-1920), the Juvenile and Family Court, protective
labor legislation for women and children, the “mother’s pension” (ADC), and the family wage were
designed to restore the traditional role of women. A woman's misery was alleged to result from the
family’s decline, not from her place init, and battering was linked to the “peculiar” habits, particularly
drinking, of immigrant or minority poor (Zaretsky, 1979).

In the modern period, wages that replace property as the source of personal independence offer
women an alternative to full-time domestic work and undermine the personal power of particular men.
But even as the lingering rationales for male authority evaporate, new supports are found. This is
evidenced by the lower wages received by women and job segregation practices that ‘maintain
ferale dependence on and in male-dominated households (Hartman, 1978). ironicalty, even profes-
sions that assume women'’s traditional responsibilities for health, education, and weifare manage the
internal relations of family life both directly (by enforcing stereotypic role behavior among men,
women, and children) and indirectly (by promoting a stable family as the best responsse to drink,
divorce, delinquency, and mental lliness) (Ewen, 1977; Ehrenreich and English, 1978; Foucault,
1979). While women in traditional societies confronted a patriarchal trinity of father-husband-prisst,
today’s woman confronts an equally patriarchal alliance between business, government, and the

service professions (Ewen, 1977). Modern medicine has not escaped this commitment to the
traditional family. :

Given the incongruity between continued male privilege at home and gro?dng opportunities for
female independence, family conflict is inevitable. Women are frequently hit when tpey demapd
monsy or the right to work, assert sexual independence, or refuse to be the sole providers of child
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care, food preparation, and housework. These issues all derive from current changes in male-femals
status at home. Unfortunately, even those who accept traditional authority face profound problems at
home. But the question remains: Is the decline of the traditional family the real crisis or is the problem

in the defense of traditional authority? The answer to this question may determine how effectively
medicine responds to abuse.

Psychological and Psychiatric Perspectives

History shows that the helping professions often supported patterns of family authority that
fostered abuse. It sheds little light, however, on the interpersonal dimensions that cause battering in
one family but not in another. Family fights occur over issues such as feelings of sexual displeasure,
the raising of children, or even cleaning house. Psychology explains how wornen “leam” that proper
resolution of thess issues are appropriate sex-role behaviors that meet their normal needs. Unfortu-
nately, this attitude has done more to support the stereotypic behaviors that lead to abuse.

The theory of leamed helplessness, originally develcped by Seligman to explain the submissive-
ness of animals subjected to excessive stress, was extrapolated by Waiker to explain why women in
abusive situations appear indifferent to their victimization, stay in abusive homes, fail to regort their
. problems, and are generally depressed, defeated, and resigned (Walker, 1977-78). However, Walksr

has been unable to verify her theory (Nielsen, et al., 1979). Battered women divorce frequently, seek
counseling, and report their attacks and injuries to friends, relatives, police, clergy, physicians, and

social workers— apparently without evoking much concemn. This failure to have battering accepted

as a serious issue explains its absence from medical and police records.

Battered women periodically leave home or fight back when force is threatened. Uniortunatsty,
neither divorce nor an appeal to the helping services presently offers much hope for protection.
Battered women rarely have much money, have negative experience with tha helping services, and
carry labsls for the secondary problems associated with abuse (s.g., alcoholism) that makae it difficult
to find work. Until real alternatives exist, explanations for battering based on & woman's failure to act
decisively shift attention from the lack of available rescurces to the victim herself. Such alleged
symptoms of helplessness as attempted suicide or depression are often pleas for help. The fact that
battered women make the best out of a bad situation is far more relevant to an assessment of their
present capacity for change than their supposed resignation. The same argument applies to the
theory that female masochism leads to the acceptance of repeated abuse {Symonds, 1979).

Another largely untested psychological theory Is that family violence is ransmitted intergen-
erationally, from battered children who become battered or battering adults {Gelles, 1972; Parker
& Schumacher, 1977; Van Stolk, 1976; Wasserman, 1967; Renvoize, 1978}.

Although research shows that child abuse is often accompanied by family conflict, the reverseis far
less frequently true. Battered women report an abnormal incidence of child abuse, and wife-battering
may cause insomnia, chronic anxiety, and other health problems for children {Hilberman & Munson,
1977-78). But when a private practitioner identified a history of wife abuse among his patients by
taking careful histories, he concluded that child abuse was rare, although the children showed ths
effects of parental violence (Levine, 1975). :

To date, no studies have followed abused children into adutlt life. Retrospactive evidence linking
male viclence with the abuse of these males as children is based either on tha childhood experience
reported by small samples who have committed violent crimes or on subjective interviews in which
battered women recount the childhood experiences of their assailants (Faulk, 1977; Strauss, Gslles,
& Stsinmetz, 1880; Walker, 1979). Evidence linking child abuse by women lothe abuse of these
women by their parents is similarly inconclusive. -

There is, however, a significant association between child abuse and eventual victimization as an
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aduit woman. Our research shows that battered women are far more likely than nonba'ttere'd-woman
to haye a pediatric history that includes severe trauma or abuse, a finding that is consistent with
theories that link early dependence on the helping institutions to subsequent isolation, secondary

deviance, and adult victimization. Thus, child abuse must be considered a factor in a small but
significant number of abuse cases. '

Female suicide attempts and family conflict have been associated in the psychiatric literaturs, but
the link has been explained by predisposing traits such as rigid personality or general hostiiity that
make these women unable to cope with family tension (Vinoda, 1966; Birtchnell & Alarcon, 1977;
Weissman, Fox, & Lerman, 1973). However, battering is the most frequent precipitating causa of
fermale suicide attempts when family conflicts are present and probably precipitates depression and
general hostility as well (Stark, Flitcraft, & Zuckerman, 1979). The battered woman’s suicide attempt

is less a failed suicide than a complex response to battering that may even help protect her physically
by removing her from the home.

Other psychiatric research fails to see the appropriateness of observed responses in abusive
situations and supports sex-role stereotypes. There is a tendency to blama battered women whether
they fulfil or resist traditional expectations. Star and associates label women “immature,” for
instance, for traits that reflect prevailing norms, such as accepting male authority (Star, et al., 1979).
In contrast, another research team blames a woman who is “hostile, domineering, and masculine”

because she fights back when hit and refusas to slesp with her husband when he is drunk (Snsll,
Rosenwald, & Robey, 1964).

Battered women comprise a significant number of those women referred to the psychiairic
emergency service, institutionalized in psychiatric facilities, or referred to rural psychiatric clinics
(Post et al., 1980; Hilberman, 1977-78). Here too the battering remains invisible. Nevertheless,

these women whose fear of abuse is often accompanied by severe symptom formation are frequently
Iapeled and tranquilized. .

Efforts to aggregate personality characteristics into portraits of typical victims and assailants have
been largely unrewarding. The number and variety of participants are too great to fit the expected
profiles of victims as alternately helpless or “masculine” and of batterers as either compensatingiora
passive personality or being habitually strict and overbearing.

Sociological Perspective

Contradictory findings in the psychological and sociological literature suggest that battering has
diverse causes and expressions, particularly when the focus is onindividuals and families rathsr than
institutions. In one case it may be precipitated by child abuse, in another by psychiatric discrder, in still
another by alcoholism or female rebeilion. Although women are beaten for a variety of reasons, the
battering syndrome uniformly grows out of and reinforces the unequal power raiations betwsen men
and women. Social factors intervene to organize the various motives and expressions of abuse into
the uniform syndrome we cbserve in the medical records. ¢

Battering can be linked to the business cycle, to class, to cultural differences, torace, and to stages
in the life-cycle. Some think unemployment creates the frustration that leads to escaiating assault
and homicide rates (Martin, 1977; Brenner, 1977). Others identify violence with the peak in business,
arguing that family tensions are increased by the stress of an expansive market (E_yer, 1977; Henry &
Short, 1964). Studies linking battering to economic status argue that the occupational environment,
not wage levels alone, contributes to abuse and that, aithough black women who are abused tum to
the helping services more frequently than whites, class is a more important predictor than racs
(Chester & Streather, 1972; Lystad, 1975; Steinmetz, 1974). Other studies show that abuse
increases slightly with income, that it is as common in wealthy as in poor communities, and that
middie and working class parents use force equally (Harris, 1979; Flitcraft, 1977, Conneciicut Task
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Force_ on Abused Women, 1977; Strauss, 1971; Walker, 1979). Lachman (1978) believes that
battering peaks when economic and family pressures coincide, (for example, the birth of the second

child)..However, these economic arguments do not explain why sex rather than ability or some other
factor is the key to power in our society.

Cultural explanations for battering highlight important subjective factors. Violence may be
stimulated by the ineffectualness felt by men trying to fulfill popular expectations of how “real” men
should behave (Martin, 1977; Sennett & Cobbe, 1973; Rubin, 1976; Piotrkowski, 1980). Violence
among.the poor has been tied to cultural values which lead them to pursue immediate gratification,
even if it means striking out impulsively against kin (Lewis, 1965; Levy, 1974). Wa find, however, that
poor women exhibit patterns of deviance and seli-abuse often identified with the “culture of poverty”
only after the first incident of abuse, usually when they are isolated from support networks {Flitcraft,
1977). The common cultural argument that “violence is as American as apple pie” misses the fact
that violence is punished only under certain conditions in our society. Moreover, medicine and other

institutions appear to encourage violence indirectly, as a byproduct of its support for institutional
dependence and traditional sex stereotypes.

Feminism called attention to battering in the late 1960's by arguing that sexism unified women's
oppression in this society and that the sexual division of labor and opportunity, like woman's role at

home, merely reflected male chauvinism. Physically more powerful than women, men are trained to

use force while women are taught to passively accept their status as male property. To this extent,
battering is the domestic counterpart of rape (Martin, 1977; Strauss, Gelles, & Steinmetz, 1980;
Gelles, 1979, Gingold, 1976; Abrams, 1978). ’ "

While gender remains an important basis for inequality, this approach does not identify the sccial
basis for sexism itself, making it seem almost a natural attitude for men or else an immutabie part of
the social fabric. Women are unquestionably influenced by an avalanche of propaganda to behave
“properly,” particularly when this behavior is a prerequisite to equal protection. And this view of
women as generally passive helps win support for the victims of abuse. in fact, women's aggressive-
niess in refusing to accept subordination is as frequently associated with abuse as s their resignation
to their appropriate sex-role (Dobash & Dobash, 1977-78).

As women enter the wage market in larger numbers, competition between the sexes intensifles.
The refiection of this compstition in domestic violence against women is not a consequence of
women'’s new freedom, but rather of the limitations placed on them by unequal wages, lack of full
political equality, and continued dependence in the home. Women with money or decent jobs ara
more likely to take advantage of available services than unemployed women. The importance of
community-based shelters for abused women as part of a comprehensive health response to

- battering lies precisely hera. By providing collective support for women in troubls, shelters reduce a

woman's isolation and dependence, hence her subsequent vulnerability to abuse. This is particularty
true if support continues after she ieaves the shelter. The woman's support network permits a victim
to negotiate her future family relations on a new and more equal basis. Community-based shelters

and support groups are therafore crucial to programs that aim to provide aid to abused women and
prevent battering.
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li. The Research Report

The research reported in this section was motivated by the need for accurate data on wife abuse
and its impact on medicine. The results of a pilot study conducted by Flitcraft (1977) suggest that
battering is a syndrome that could be adequately understood only if viewed historically and in relation
to the medical and psychosocial problems that accompanied physical injury. The authors’ present
study sesks to identify the battering syndrome to: (1) detarmine whether it is the context of abuse or
its sequelae, and (2) determine the patterns of medical resource utilization and medical response that
distinguish abused from nonabused women. Although results are preliminary, they ars statistically
significant unless specifically indicated to be otherwise.

A Description of the Battering Syndrome

The study analyzed the trauma histories of 2,676 women treated in an Emergency Surgical Service
(ESS) of an urban hospital and found that 21 percent were at-risk for abuse. Among those patients
whose first visit injuries were traced to an assault by a male intimate, only a small percentage wers
identified as battered and referred to appropriate aid. '

A review of the medical records of these women indicates that battered women can big distin-
guished from nonbattered women by the typs, anatomic location, and frequency of injury {the trauma
history); reproductive history; psychosocial problems; pediatric medical history; and sociodemo-

graphic backgrounds. Though battered women are not specifically identified, the medical response
to this group distinguishes it from the nonbatterad group. ’

Battered women were injured three times as much and used the service twice as long as
nonbattered women. The physical site of battering injuries differs from those resulting from other
causes. Injuries to multiple anatomic sites or to the head, face, neck, throat, chest, and abdomen tend
to resuit from battering. In contrast, injuries to the extremities or hip area ars not generally associated
with domestic assault.

The at-risk women are more likely to have a pregnancy terminated by abortion or miscarriage and
are more likely to be pregnant when they are injured.

At-risk women use three nontrauma medical sites frequently and disproportionately—the Madical
Emergency Service, the Psychiatric Emergency Service, and the Cbstetrics and Gynecology Serv-
ice. Thg data indicate that nontrauma sites are the major source of medical care for abused women.

In terms of psychosocial problems, the batterad woman ls more likely to have attempted suicids at
least once and to be diagnosed as an alcoholic or drug addict. These problems typically occur after
the onset of abuse. With the possible exception of suicide attempts, these diagnosss may be used as
punitive labels rather than as accurate assessments of psychiatric or psychosocial problems.

In the study subsampie of women with avaiiable pediatric records, abusive injuries, major Injuries,
and psychiatric problems in childhood are associated with battering in adulithood. Also, at-risk women
are more likely to be younger, nonwhite, and Protestant. At the time of their battering injury, they are
asiikely to be divorced, separated, or single as nonbattered women and are more likaiy to be isolated
from next of kin.

The types of injury also differ significantly. Battering injuries are likely to be abrasicns and
contusions, or pains for which no physiclogic cause can be determined. Nonbattering injuries are
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more likely to be sprains or strains. Fractures, dislocations, and lacerations ocour with similar
frequency to battered and nonbattered women.

In addition to receiving punitive labels, battered women are more likely to receive prescriptions for
analgesics and minor tranquilizers. A small minority o

f at-risk women were referred to services for -
battered women, and battered women were only slightly more likely to be referred to social services

or psychiatric services than nonbattered women. Overall, the data suggest that the medical person- °
nel atthe ESStendtoi

gnore battering as a primary problem and treat the complaints associated with :
abuse symptomatically.

Prevalence and Dimensions of Battering

How common is battering among women in the emergency medical population? Estimates of the
proportion of abused women range from 1 percent to 50 percent in the medical and social science
literature. Moreover, there are different ways to assess the impact of abuse on the Emergency
Surgical Services (ESS).

Data on the impact of abuse should be viewed from several perspectives to better llustrate the

magnitude of abuse as it confronts a medical system with no adequate means to identify or respond
to it. Of the 2,676 women in this study,

6.4 percent (171) presented injuries during the sample year .
that were attributed to assault by a male intimate. Though medical personnel rarely described such
incidents as battering, these cases are usually catalogued as positive instances of battering in the
research design. These are only the most obvious cases. A more skeptical evaluation of current

patient visits shows an additional 5.1 percent (136) of the women sought aid during the sample year
for injuries that were the result of an assault

(i.e., they were hit, punched, kicked, stabbed, shot, etc.).
But these incidents were not described as anonymous assauits, muggings, or robbaries. They were
instead called “probable” instances of battering. A still more skeptical approach identifies anothar2.3
percent (63) of the women whose explanations were inconsistent or inadequately expiained their
‘anatomic injuries. Such cases were classified as suggestive of domestic violence.

TABLE 1
Incidencs of Battsring Among Women Patients

Risk-Historlc i

Risk at Most Risk During Prevaience (based

Category Recent Visit Last 5 Years . on entire med. record) :
Positive Women 171(6.4%) * 218( 8.1%) 265 (11.0%)
5

Probable Women ’ 138 ( 5.1%) 185 ( 6.9%) 201 (h 7.5%) 5
Suggestive Women 63 ( 2.3%) 64 ( 2.4%) 68 ( 2.5%) %
Nonbattered Women 2,308 (88.2%) 2,209 (82.6%) 2,112 (79.0%) %
2,678 : 2,678 2,876 4
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Even this figure underestimates the number of abused women treated in the emergency service
since domestic violence is an ongoing problem that can be seen through analysis of a woman's
trauma history rather than through the single injury episode of the sample year. This ongoing situation
is defined as present active prevalence or that percent of patients who have evidenced abuse —
whether positive, probable, or suggestive injuries— during the preceding 5 years. As shown in tabie

1, a significant percentage of these women (17.4 percent) appeared to be involved in abusive
intimate relationships at some point during that period.

Finally, the historic prevalence of abuse, based on all the available medical records in the research
sample, shows that 21 percent of the women who used the Emergency Surgical Service during the
year have a history of abuse (see table 2). The overwheiming majority (88 parcent) of this group (496
of 584 women) were in the high-risk positive and probable categories. A simple comparison between
historical prevalence and active prevalence reveals that only 17 percent of the cases of abuse were
either resolved or no longer reported in the medical records. Therefore, 83 percent of the women in
this caseload who had ever been abused still appear to be in violent relationships. This indicates that
abuse is typically an ongoing problem rather than a single incident, and that medical intervention has
litthe impact. Interestingly, although some estimates of abuse (based on self-selected samples)

diverge from our findings, these historic prevalence estimates are similar to estimates made by Harris
and Anwar (Harris, 1979 & Anwar, 1976).

A Statistical Profile of At-Risk Women Using the _

Medical System

To compare battered and nonbattered women in the medical population, 591 of the nonbattersd
women in the study were randomly selected to serve as a control group.

Trauma Histories :

Baitered women clearly use tha ESS in larger numbers than previously suspected. They also usat
more frequsntly than nonbattered women. To determine the use of the ESS by battered women,
traurna-induced visits by battered women and by controls were compared. The average number cof
trauma visits made per woman in each of the two groups was also compared.

TABLE 2
Visits to the Emergency Surgical Sarvice

| X Women
' No. of Meaan No. Wih Only Ona

Category Totals Sample (%) Visits Total Visits (%) of Visits Trauma Visit
Positive Women—295 255 = 2,088 48.2 7.01 43 (1 5.6'%}
Probable Women—201 17.4 083 220 489 A3 (21.4%)
Suggestive Woman—863 5.9 288 6.0 3.94 18 (23.5%)
Total At-Risk Women--584 43.8 3,319 74.1 5.88 105 (13.6%)
Nonbattered Women--591 51.2 1,138 259 1.8 318 (53.8%)

d

j
};



-

The sample of 1,155 women made a total of 4,477 visits to the ESS. The battered women accou:
for far more of these visits (3,319) than would be expected by their representation in the samp!s
While the abused women apparently use the ESS on an ongoing basis (positives have an average ¢
seven trauma incidents), most of the nonbattered women (54 percent) had only one trauma incider
that was treated at this hospital. Although positive women account for 26 percent of the researc
sample, they account for almost half (46 percent) of all visits to the ESS. Nonbattered womey
comprising 51 percent of the sample, present only 26 percent of the injuries. :

Table 2 shows the number and proportion of trauma visits made by the women in each risk grour;
The at-risk women not only have more at-risk incidents but more nonabusive incidents as well. Fo
example, the positive women represent 26 percent of the sample and obviously account for all thr
positive incidents. But they also account for more than haif of the probabls and suggestive incidents
and a little more than a third of the negative incidents reported in the medical records. It has not beer
determined whether this represents a conservative reading of the medical record by the researct
team or whether women abused at home are more likely to have genuine accidental injuries.

The large number of visits to the ESS made by battered womsn also reflects the fact that the at-risk
women use the ESS on a longer term basis. The average at-risk woman has a trauma history of
approximately 7 years, compared to only 3.7 years for nonbaitered women.

How many of these abusive incidents did medical personne! actually associate with battering? Of
the 435 positive trauma incidents presented in the sampls, only 67 (15 percent) resulted In a
diagnosis of physical abuse. In other words, using present identification techniques and symptomatic

diagnoses, medical personnel trace a very small propotrtion of injuries reported by abused womento
battering.

Location and Type of injury

There is no substitute for a thorough medical history that employs both reccrds and interviews to
- identify battered women. However, understanding the type and location of the injuries incurred by

battered women can help medical personnsl develop an index of suspicion. While most people sesk

emergency room attention for discrete injuries at a discrete location, victims of deliberate physical -

assault, like victims of automobile accidents and falls, suffer injuries at multiple sites.

The most frequently recorded locations of injuries are presentad in table 3 and on shaded areas of
the injury map. While 8 percent of the at-risk injuries are described as multiple (moretharg three §itas},
only 2 percent of the negatives are. The negative incidents are likely to be associaied with injuries to

the elbow, knee, or hip area, whereas at-risk injuries cluster significantly around the head, neck/face/

throat, chest, and abdomen. For example, 36 percent of at-risk injuries are to the negk. face, or throat
compared with only 14 percent of negative injuries. Similarly, 15 percant of at-risk injuries ars to the

head and 7 percent to the chest, compared with 7 percent and 3 percent, respectively, of the negative
injuries. In contrast, 29 percent of negative injuries are in the elbow/hand/forearm area and an

additional 29 percent are to the knee, leg, or foot, compared with only 13 percent and S percont of

at-risk injuries. Overall, the nonabusive injuries tend to be to the extremities, whersas the abusive
injuries tend to be cenitral (face and torso).

’
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INJURY MAP

face

6% of at-risk injurias
neck, throat

negative

Most frequently recorded locations of positive
battering injuries

| Most frequantly recorded Iocations
of nonbattering injuries

head 15%
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TABLE 3
Injury Sites :
At-Risk Batterad Woman {S%) :
Women -
Total With Total No.
Injury Sites Positive Probable . Suggestive  At-Risk Negative — With injury:
Incidents Incidents Incidents Incidents |lIncidents{%) At This Site
Head 16 23 12 51 49 292
Neck, Facs, 15 30 13 58 42 823 ;
and Throat
Shoulder, Scapula, 16 12 8 37 83 187 ¢
Clavicle, and Upper -
Arm
Elbow, Hand, and 5 8 6 18 82 1,102 ¢
Forearm ) X
Chest, Broast, 20 25 13 59 © 4 30 !
Abdomsn, and ; :
Perinsum i
5
Upper Back 10 13 8 3 69 205 3‘5
| i
Low Back, Hip, 5 8 9 23 n 285 ﬁ
and Thigh . A
: i
Knee, Lower Leg, 2 4 4 10 20 1,048
and Foot
Muitiple Sites 29 18 14 61 39 181
{more than 3)
Total Injuries 10 14 8 32 68 100 %

percent), or pains that have no apparent physical cause (5 percent compared with 3 percent). The
negative injuries are mors likely to be sprains or strains (23 percent versus 5 percent). There are no

significant differences in the proportion of lacsrations, fractures, or dislccations. Althcugh the number _
of rapes or human bitas is very small, most of thase injuries occur to battered women. The statistics |
for rape are consistent with a previous study of 174 rape victims who had u
2-year period. Almost one-third of the rape victims had decumented historiss of battering. Amongthe

Comparisons of the types of at-risk injurieg and negative injurigs are presented in table 4. Thﬁa
at-risk presentations are more likely to involve abrasions/contusions (56 percent comparad with 34

sed the same ESS overa

victims over the age of 30, 58 percent wers battered (Roper & Frazier, 1977). Again, since rape i8

viewed as an event that can be isolated from a woman's previous medical history, battering was
rarely, if ever, identified as its contaxt.

12
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TABLE 4
Type of Injurles

At-Risk Battered Womaen (%)

Women
Total With Total No.
Documented Positive Probable Suggsestive  At-Risk Negative With This
Injuries incidents Incidents Incidents Incidents Incidents (%) Type of injury

{n=426) (n =621 (=384 (n=1411) {n=2,979

Abraslons,

Contusions, 15 18 ) 43 57 1,589

Blunt Trauma

Lacerations B 17 8 32 68 1,028

Fracturss,

Dislocations 8 13 9 29 4] 408

Sprains/Strains 3 3 5 11 89 807

Human Bites 12 50 15 77 23 52

Animal Bites, ;

Burns 0- 2 2 5 a5 232

Complaints with

Negative Phy. 18 17 20 53 47 218

Exam : .

Rape 27 14 1 52 48 58
Demeographic Background

The at-risk women who come to the ESS are significantly different from controls in age, race, and
religion. On the average, positives are 3 years younger than negatives (33.1 and 36.2), whiie
probables and suggestives are still younger. This reinforces an earlier suspicion that many sug-
gestives, and perhaps probabies, are in earlier phases of the abusive relationship than pesitives.

Nonwhite women, primarlly blacks, comprise 37 percent of our sample. However, over hatlf of the
nonwhite wornen in the sample have a trauma history that is at least suggestive of abuse, compared
with about a third of the white women (see table 5). This may mean that nonwhites are more likeiy to
be battered than whites, or it may reflect the fact that nonwhite women are twice as liksly as whitas to
report abuse (Ridington, 1977-78). Although nonwhite women comprise 54 percent of the positives
and 59 percent of the probabies, the largest portion of suggastives (66 percent) are white. This may
mean that whites are less explicit than nonwhites about the source of their injuries, or it may mean
physicians more readily acknowledge or record abuse as a problem for nonwhites.

<

13




—

TABLE S5
Race As a Predictor of Battering
Category Whites Non Whites
Positive Women 136 (46%) 158 (54%) .
B Probable Wormen 82 (41%) 118 (59%) ;
Suggestive Women 45 (86%) 23 (34%) i
Nonbattered Womsn 465 (79%) 128 (21%)

I-I':

Religion also figures significantly in abuse statistics. Thirty-four percent of the nonbattered sarnf
were Protestants as opposed to 56 percent of the at-risk women. By contrast, 51 percent of £

negative sample are Catholic, compared with 34 percent of the at-risk women. A possible interacti.
between race and religion has not been yet assessed. '

Financial independence has fraquently been cited as a factor that contritutes to abuse (because
threatens male privileges) but it may help a woman escape future battering. The women treated f;
positive trauma are only slightly less likely to be employed than those treated for negative trauma (¢
percent versus 32 percent). However, women with probable or suggestive injuries are much ia?
likely to be employed. Combining the three at-risk categories shows that 22 percent of the wome
with at-risk injuries are employed compared with 32 percent of the women treated for negativ
injuries. The higher employment among women with positive injuries (compared with probable ¢

suggestive injuries) suggests that women who are more financially independent may be more willin
to report abuse.

TABLE 8 _
Employment and Walfare Status as Predictors of Battering
Catsgory Employed Welfare

* Positive Incidents 80 (28%) 198 (57 %)
Probable Incidents 81 (18%) 378 (72%)
Suggestiva Incidents 50 (22%) 174 (58%)
Combined At-Risk Incidents 211 (22%) 751 (84%)
Nonbattering Incidents 743 (32%) 1,240 (48%)
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A large proportion of the visits to the ESS were paid for by welfare, whether the incidents were
caused by battering or not (see table 6). However, treatment cost for at-risk visits was more likely to be
paid by welfare than treatment for negative injuries. Of the payments that were made and reported in
the medical records, 36 percent of the at-risk visits and 52 percent of the negative visits wera paid for
by the individuals themselves or by insurance. Random surveys and other studies indicate that
physical abuse does not occur disproportionately among the poor. The overrepresentation of weifare

recipients amaong the sample of battered women may reflect a heavier dependence on the Emer- -

gency Medical Services for ongoing care among the low-income population rather than any actual
preponderance of abuse among the poor.

Although battered women are often assumed to be married, 73 parcent of the battared women in
the sample were single, divorced, or separated. This suggests that survey data based exclusively on
intact couples are of limited utility and, conversely, that separation or divorce present viable opticns to
continued abuse only in combination with other, rarely employed, protective strategies. Clearly too,
the fact that an injury victim is separated or divorced is no reason to raject battering as a pcssible
diagnosis (see table 7). However, the battered woman is apparently more isolated than the nonbat-
tered woman. Eleven percent of the women treated for at-risk trauma list no next of kin on their
medical records, compared with only 7 percent of the women treated for negative trauma. Similarly,
women treated for at-risk injuries are somewhat less likely to live at the same address as their next of
kin than those treated for nonbattering trauma. It is thersfore difficult to state whether isolation is the
cause or consequence of physical abuse (table 7). '

-

TABLE 7
Marital Status and Next of Kin _ _
: No Naxt of Next of Kin at
Category Married (%) Kin Noted (%) Sams Address (%)
Positive Incidents* 36 1 61
Probable Incidents 18 10 51- -
Suggestive Incidents 30 12 85
Combined At-Risk Incidents 27 1 57
Nonbattering lncfdents 28 7 84

*Due to incompleta records, the number of women represanting each Incldent risk group differs for each
variable. The smallest sample is for address of next of kin: positive—383; probably —530; sug-
gestive—310; negative—2,659.

Reproductive History

The at-risk women in our sample had an averdge of 2.7 children, a ﬁgure_sim%lar to that of
nonbattered women (see table 8). However, the at-risk women were more i;}(ely to tarminate
pregnancies by abortion or to suffer miscarriages. Twenty-two percent of the at-risk sample had at

d
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least one abortion, compared with only 8 percent of the nonbattered women. In addition, *
frequency of miscarriage among the high-risk women was approximatsly twice that of nonbatter
women; 15 percent of at-risk women had at least one miscarriage compared with 8 percent
nonbattered women.

i
g i
TABLE 8 | f
Reproductive History *
'y
Minimum of Minimum of Mean No. !‘
Category Totals One Abortion (%) One Miscarriage (%) of Chiidren®
Positive Women—295 22 18 2.73
Probabie Women—201 24 14 . 2.74
Suggestive Women—68 13 : ? 243
| . Combined At-Risk Women—584 22 15 270
Nonbattered Women—591 8 8 | . 2.58

*For the mean number of children the samples ars smaller becauss of Incomplats records:
positive womsn—283; probabls women—182; suggestive women—81; nonbattered women—548.

Previous research demornistrates that battered women are frequently injured when thay ars ©

pregnant (Gelles, 1977). In our study as well, the women treated for at-risk injuries wera more ikeiyto .

be pregnant at the time of their visit than the women who were treated for nonbattering injuries (8
percent compared with 5 percent). Abuse during pregnancy may contribute to the greater proportion :

3 of identified miscarriages among at-risk women and could possibly account for their frequent

: abortions as well.

o
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Although their number of children may not differ, battered women are generally younger and have
an overall rate of pregnancy (live births plus abortions and miscarriages) that appears higher than}

that of nonbattered women. This suggests an important familial pressure that may lead to, as well as- .
derive from, abuse.

i
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Medical Resource Utllization

Battering is frequently identified with severe physical abuse. This assumptioninitialiy pointed to the
ESS as the most likely site to discover battering. However, the battering syndromse includes muitiple

medical and psychosocial problems in addition to repeated injury so that battered women frequently
and disproportionately utilize nontrauma medical resources as well.

In our sample, 765 of the 1,155 women used the Emergency Medical Service. At-risk womsn
accounted for 78 percent of the total visits to this service. Moreover, of those women _who usef_i this
service, at-risk women used it almost twice as often, averaging 1.79 visits per year prior to their first
recorded battering incident and 1.95 visits per year after their first identified incident of abuse.

Nonbattered women averaged 1 visit each year. The number of visits to the Emergency Medical
Service is prasented in table 9.

3
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TABLE @
Sarvice Visits By All Womean In Sample

Visits of Prebattering Visiis Postbattering Visits
Negative Women  of Combined At-Risk  of Combined At-Risk Total
Medical Resource (5,837) Women (5,472) Women (9,321) . Visits
Medical
Emergancy 1,901 (22%) 2,528 (29%) 4,179 (49%) 8,608 {100%)
Service
Psychiatric
Emargency 129 (17%) 192 (25%) 442 (58%) 783 (100%)
Service
Women’'s
Clinic 688 (24 %) 1,060 (37%) 1,143 (40%) 2,889 (101%)
Madical
Subspeciaities 931 (33%) 874 (24%) 1,191 (43%) 2,798 (100%)
Surglcal ;
Clinic 1,088 (37%) 485 (18%) 1,385 (47%) 2,958 (100%)
Medical -~
Clinic 1,014 (48%) 404 (18%) 791 (38%) 2,209 (160%)
Soclal :
Sarvices 88 (23%) 82 (32%) 132 (48%) 290 (101%)
Psychlatﬂ‘c .
Clinic 16 (17%) 19 (20%) 58 (82%) 83 (99%)

Five times as many abused women as nonabused women used the Psychiatric Emergency
Service. The at-risk women accounted for 83 percent of the sample visits there (see table 9), and
averaged 0.52 visits per year before the first identified incident of battering and 0.69 visits per year
afterwards, compared with 0.32 visits per year for nonbattered women.

Of the 2,889 visits made to the Women’s Clinic, 77 percent were made by at-risk women. The
at-risk women averaged 1.10 visits per year before the first battering incident, but only 0.85 after the
first battering. However, this figure is still greater than that for nonbattered women.

Ironically, abused women do not seem to use the ongoing, continuing care clinic or the surgical
(injury) followup clinic. The at-risk women made only 54 percent of the sample visits to the Medical
Clinic (primary care clinic) averaging 0.92 visits per year compared with 0.77 for controls. The at-risk
women made 63 percent of the sampla visits to the Surgical Clinic for foliowup care, ava!_'aging 0.78
visits per year prebattering and 0.88 visits per year postbattering, compared with 0.90 visits per year
for nenbattered women.

These findings indicate that battered women use the Medical Emergency Service, the [’sychia?ric
Emergency Service, and the Women's Clinic frequently and disproportionately. These sites, which
treat nontrauma medical and psychosocial problems, provide most of the health care for abused

M
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women. Since this utilization pattemn distinguishes battered women from controls, it must be urr
stood as part of the battering syndrome and considered when developing the site or procedurs ir:
protocol dealing with abuse. Not surprisingly, the medical personnet at these clinics appearto b

oblivious as ESS staff to the issue of battering. Medical records at these sites do not refle
awareness of clients’ irauma histories or battering.

Psychoscclal Probiems and Mental Health

Researchers have traditionally assoclated family conflict with child abuse, primarily by a ;
assailant (Strauss, Gelles, & Steinmetz, 1979; Walker, 1980). This study indicates thatoniva g
number of battered women appear to be mothers of abused children. However, less than 1 perce
the nonbattered women are mothers of abused children comparad with 5 percent of the positive:
3 percent of the probables (see table 10). .

TABLE 10
Psychosocial Problams
History of Mother of :
Category Sulcide Attampt (%) = Abused Child (%}
Positive Women—295 14 . 5
Probabte Women —201 11 ' 3 -
Suggestive Women--68 4 0
Combinad At-Risk Women—584 12 4
Nonbattered Women—581 1 0.5

o

Alcohol abuse has been discussed primarily as a stimulus to battering. It appears from the s2
that alcoholism s also a probtem for the victims of abuse. Our study of clinic records of at-risk w(
prior to the first identified incident of abuse shows that alcoholism is no more common &t
battered women (3 percent) than nonbattered women (2 percent). After the first reportad inc
however, alcoho! abuse climbs to at {east 15 percent amorg the battered women suggesin.
alcoholism is & consequence of abuse and an important psychogocial dimension of the evr
syndroms. ,

Aithough very few sample women were diagnosed as drug addicts, these diagnoses trebisc
the first identified battering incident (see table 11). Seventy percent of thase diagnoses for :
women were made after the onset of abuse as initialty presented in the emergency sernices.

The study aiso indicated an increase in several other diagncses after the first recmc;led instal
battering. The authors created a general diagnostic category consisting of vague med;ca!t comp:
that include diagnoses such as hysteria, neurosis, hypochondriasis, and psychosomnatic diso:
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These comparisons indicate that at-risk and nonbattered women recetve very similar diagnc;
nonirauma medical facifities prior to the onset of abuse. They also indicate that tha mentat heai:
psychosocial problems of at-risk women increase markediy with the onsat of abusa. Abuse, !
fore, appears to be the context for many of these secondary problems, rather than tha revere

Although several studies of battering report that battered woman are at significant risk,?_
tempted suicide, the psychiatric researchers typicaliy point to specific personalily traits that p
pose women to both family conflict and self-destructicn {Gayford, 1975; Waiker, 1979). in the ¢
study, 12 percent of the at-risk wornen have been treated for at least one suicide attempt, cornl
with only 1 percent of the nonbattered women {table 10). Morsover, 40 percent of the positi:
probable women who attempted suicide reported that their attemnpt was related to being batt:

A previous study mora closely examined the relationship of battaring and attempted suicide {
Flitcraft, Zuckerman et al., 1979). From a sample of 91 women who cams to the emergency st
after suicide attempts, 28.6 percent were battered. Fifty-six parcent of the black fsmale-
attempted suicide were battered. Among the positive women, 43 percent had attempted suic!
the same day that they were battered, and 71 percent attempted suicide within 6 months.
abusive incident. Eighty-five percent of the battered women who attempted suicide had beern t:
at this Emergency Surgical Service for atleast one injury identified as the result of abuse. There:
75 percent chance that if a woman mentioned a family conflict or “lovers’ quarrel” as a precipé
her suicide attempt, she had episodes of previous trauma revealing that she was battarec:
battering should be regarded as a frequent precipitant of female suicide attempts, and conve
women who altempt suicide are likely o have a history of domastic vioisnce. :

Only 5 percent of the nonbattered women in the sample were pregnant at the time of their
attempt compared with 20 percent of the battered women. This indicates the importance of idep
a history of abuse among patients at the Women’s Clinic and of cooperation between the Wc
Clinic and the Psychiatric Emergency Servicse. .

Pediatric History B

‘According to cne theory, the “cycle of violence” is perpetuated across generations from the
of origin. However, researchers have identified only a small proportion of battered wome:
experienced or witnessed violence as chiidren (Stark, Fiitcraft, Zuckerman et al., 1979). Al
the percentage of all at-risk women experiencing childhocod abuse may be small, it appears fr¢
sample that the percentage of abused children who are eventually battered as aduits n{:
extremsly significant. : o

Two hundred and twelve women in the sampie had pediatric records at this hospital. At-risk'w
had no more pediatric medical problems than nonbatterad women (ses table 12). Howsver,
percent of the nonbattered women had a childhood record of abusive injuries compared to 15p°
of the positives, 15 percent of the probables, and 11 percent of the suggestives. Simitarly, 14
of the at-risk women had experienced major injuries as children, compared with only 2 percen!
nonbattered women. Conversely, all but three of the sampie women who suffered major inju
abuse as a child — 92 percent of this group—were baftered as aduits. :

There were 184 child psychiatric records In the sampte. Five percent of the controls had
psychiatric problems as children compared with 20 percerit of the at-risk women. in fact, aime
of the at-risk women whose childnood records were avaitable had major or minor psyt
problems as children, compared to a littie less than a quarter of the nonbattered women.

As would be expscted, psychiatric problems in childhood were more prevatent for thosr
experienced major injuries or abusiva injuries as children {table 13).
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TABLE 12
Pediatric History

Major Minor Major

Medical Major Abuslve Psych. Psych.
Category Problems injurias Injurles Problems Problems
Positive Women 10 (18%) 7 (12%) 9 (15%) 14 {24%;} 12 {20%)
Probabls Women 7 (18%} 6 (15%) 6 (15%) 7 (22%) 8 (25%)
Suggestive Women 1 { 7%) 3(7%)y 2 (11%) 4 (31%) 1(8%)
Combined At-Risk Women 18 (15%) 16 {14%) 17 (15%) 25 (24%) 21 (20%)
Nonbattered Women 11 (12%) 2(2%) 1 {1%) 15 (19%) 4 { 5%)

The next step was to determine whether psychiatric problems in childhood and pedtiatric Injuries
predict battering as an adult independent of demographic variables, such as race and religion, or
adult history variables {abortions, miscarriages, number of visits to the ESS, etc.). These variabies
were included in a Jogistic regression analysis that found that major or abusive injuries as children
predicted aduit battering independent of demographic background or adult history. Childhood
psychiatric history predicted adult battering only in conjunction with pediatric injury suggesting
that child abuse was the context tor childhood psychiatric problems {see table 13).

TABLE 13 :
Interaction Between Psychiatric Proklems and Trauma in Pediatric History
- Major Psychiatric Problems
p
ediatric Injuries in Padiatric History %
Normai Injurles—61 10
At-Risk Major Injuries— 9 22
Womsen
Abuslve Injuries— 9 A4
Normal {njurles—70 o 4
MNegative Major injuries— 0 0
Women
Abusive injuries— 0 0
“A .
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The Medical Response

Woe have already noted the failure of the medical services protession to identify abuse or to specify
its determinant role in the etiology of a myriad of secondary problems. Although physicians fail to
officially record battering, they do treat battered women differently as a group. The prescription of
medicine is an important aspect of the physicians’ response to the women who use the Emergency
Surgical Service. Comparisons of the medicine prescribed for at-risk incidents and negative incidents
indicate that analgesics are prescribed for 16 percent of at-risk incidents and 12 percent of negative
incidents (see table 14). This difference is modest but statistically significant. The prascription of
sedatives, tranquilizers, and antidepressants did not ditfer for the two groups.

TABLE 14
Medical Prascriptions By Treatmsant Area

4

;

*

*Thieaa figures repreasnt the percentage of clinic visita that rasult in the types of prescriptions listed.
**Thess figurea reprsasnt the proportion of womsn who recaived the types of prascriptions listed. Somae women receivext N0
prescriptions; soms women raceived saveral prescriptiona.
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At-Risk Nonbattering Prabattering Postbattering H
Prascribad Incidents incidents * Prascriptions Prascriptions Frascriptions
Medication {n = 1,437 (%) (n = 3,129 (%) Nonbattered Women At-Risk Woman A!-Risk Woman;
J
Analgesics 16.0 120 '
Medical E.S. 93 {29%)** 152 (40%) 174 {47%)
Surgical Clinic 5(2%) 8 ( 6%} 20 ( 8%) {
Medical Clinic 7§ 7%) 5 ( 5%) 10 {10%)
Subspecialties 0 8 ( 5%) 24 (12%) |
Women's Clinic 5 ( 4%) 18 { 7%) 18 { D%}
Sedlatives 0.3 0.2
Medical E.S. 5 2%) 17 ( 5%} 22 (8% ]
Psych. E.S. 2 ( 5%} 2 { 2%) B (5%}
Madical Clinic 5 ( 5%} 1 ( 1%) 5 { 4%)
Minor Tranquillzers 20 20
Medicatl E.S. 33 (10%) 48 (12%) 87 (23%)
Psych. E.S. 3 ( 8%) 14 (18%) 24 (19%) 1
Psych. Chinic 1 {16%} 1 ( 1%) G (38%) |
Surgica! Cilnle 4 ( 2%) 1({1%) 8 (3% i
Medical Clinlc 17 (16%) 13 (12%) 18 (13%)
Subspeciaitiss 3§ 2%%) 1 { 1%) B ( 4%
Women's Clinic 4 (3%) 3 ( 1% g ( 4%)
Major Tranquitizers 0.5 0.3 1
Medical E.S. o 6 (2%) 10 ( 3%) |
Psych. E.S. 5 (13%) 8 ( 9%) 9 (7% -
Psych. Clinic 4] o 3 (19%)
Medical Clinleg , ] 2 (2%) 2 (1%) |
Anlidepreasants No No )
Pgych. £.S. Statistic Statistic 0 5 ( 6%} 3( 2:/a) i
Psych. Clinic Available Avallable 0 0 2 (13%})
Medical Clinic 4 { 4%) 4 (4%) 2 (1%) é
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It was expected that battered women would be more likely to be referred to psychiatic services,
social services, or services specifically designed for battered women. Althcugh saveral women wers
referred to the local battered wormen's sheiter or to counselors for victims of victence, these figures
are unimpressive compared to the prevaience of abuse. Simitarly, the proportion of baitarad women
referred to other psychiatric or social services is only slightly higher than tha proportion of nonbat-
tered women referred to these services. These statistics are presented in table 15.

TABLE 15 :
Primary and Secondary Dispositions of Women Using the Emargency Surgical Sarvice
Percem
fFercent Percent Parcent Combined Percant
Positive Probable Suggestive At-Risk Negative
. Incidents incidents incidents Incidents Incidents

Suggested Disposition (n =420} {n =808} {n = 358) {n=1388) {n=2950)
Home 43 49 53 49 59
Foltowup Clinic 25 43 28 38 34
Admit to Hoapital 5 2 2 3 2
Psychiatrlc
Emergency Service 6 - 1 2 3 1
Counsslor for
Batterad Women
{Emerg. Surg. Serv.) 8 ] 0 ’ 3 0
Sociai Services 5 1 0 2 0'
Naw Haven Project
for Battered Women 4 0 0 1 0
Patlent Waiks Out 2 4 (4 4 - 3

Cverall, these data suggest that the symptoms and psychesocial problems resuiting from battaring
are treated with medication rather than with psychotherapy or social services.

L Wiegue - g
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1. Wiethods of identification

Identification of abused women within the medical setting is important both clinically and
epidemiologically. For those involved directly in the delivery of services, identification methods begin
with the patient encounter but may extend into a complete review of the patient's medical record to
understand the history and extent of abuse as well as the patient’s previous attempts to find aid within
the medical complex. A review of patient medical records may provide a data base for those
interested in establishing and evaluating programs of aid. A medical record revisw of a given
caseload can be used to estimate the number of abused women using the services of a particular
clinic or medical center, the number of recognized battering victims, and the major medical and
psychosocial problems of this population. In addition, it reveals the current response in a given
medical complex to both recognized and unrecognized victims of domestic assautt.

The section on clinical settings describes the medical presentations and problems associated with
domestic assault as they are seen within the various medical and surgical clinics of a major urban
medical center. Practitioners who work in more integrated facilities or community health clinics may
find that the specific medical sites (medical, surgical, or psychiatric emergency service; medical,
primary care, or obstatrics and gynecology ¢linics) are not relevant to their situation. In this instance,
clinic staff should discuss and identify the site where each high-risk presentation is likely to appear
given the triage and referral patterns of that particular health care facility.

A preliminary word of caution. Accurate epidemiological data on domestic assault are difficuit to
gather. Since physicians do not record abuse, epidemiological investigations based upon physician
case reporting methods seriously and consistently underestimate the magnitude of the problam, On
the other hand, a critical review of medical records permits the trained ressarcher to identify both
abused women and women whose medical histories certainly suggest domestic violence. In the
second section, an approach to the medical racord as a research tool is outlined. Though laborious,

this method provides valuable data for those involved in the development of services for abused
women.

Clinical Settings

Abused women have sought medical ald in numerous heaith care settings for generations. Yzt
rarely have clinicians publicly supported the movement to identify and respond polticaily to domestic
assault. Because care providers are sentinels who oversee the compliaints and disorders of avaryday
life, it seems paradoxical that battering remains outside the medical puiview. Why should this be?

The answer has already been suggested. The contours of medical perception are inseparable from
the broader cultural commitments of society and are bound by the logical categories of medicine.
Health professionals approach patients to establish a diagnosis (rot, for inst_anc.e_, to mest a need)
and by so doing are impelled toward particular therapies, more or less .scmntlfmally based. The
present diagnostic catalogue presumes an anatomical or physiological basis for disease. Events that
cannot be explained in these categories appear to resist medical logic, dq _not Iaad_easily to
therapeutic intervention, and consequently confuse medical pgrception._Surpnsmgly, patients who
prasent these events are often defined as “rasistant”. The tnterprelatioq of the medical record
suggested here derives from a belief that the social origins of apparenny_duscrete pealth problams
radically atter understanding and improve responss to the problems o{ particular patients. This mpde
of reinterpretation clears the way for following battering through its primary presentations at various
madical sites. ,)
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The Surgical Setting

Traditionally, when patients are asked how a particular injury occurred, specific technical informa-
tion is being sought to alter the approach to injury-repair. For example, a laceration sustained on a
clean knife may be cleaned and sutured rather quickly whereas a smaller laceration sustained on
ceramic fragments may require laborious exploration, and even X-rays, to locate retained fragments.
A broader interpretation of how a particular injury occurred is necessary to identify abused women.
Battering is a part of the differential diagnosis of every ancounter with an injured client. By classifying
the etiology of the presenting complaint into one of the following categories, the health professional

can determine the relative risk of abuse and, therefore, the appropriateness of the followtip question:
Are you battered?

Aspects of the event itself should serve to heighten the clinician's “i

- Postilve Incldents: Those cases in which the injury is directly attributed to a spouss, boyfriend,

or significant male intimate.

. Probable Incidsnts: Those cases in which the injury could only have been sustained in an

assault, that is the patient was kicked, hit, stabbed, choked, shot, etc., but the injury was not
sustained in a mugging, street assauit, or robbery.

. Suggestive Incldents: Those cases in which the immediate alleged etiology dees not account

for or Is inconsistent with the injury sustained—e.g., falling downstairs and suffering two black
eyes, sitting on a steak knife and suffering deep hip lacerations.

Nagative Incidents: Those cases, including anonymous assaults and muggings, whers the
alleged etiology is consistent with the pattern of injuries sustained. ' ;

-

incsx of suspicion” and prompt

supportive frank discussion with the client regarding possible problems of domestic assault:
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- site and fewsr ways of sustaining bilateral injuries regardiess of the etiology. Frequently cases

Muitiple Injuries: There are relatively few ways of sustaining injury to more than one anatomic

that might be dismissed as multiple abrasions or contusions are actually domestic assauli.

. Body Map: Most accidents involve the extremities, especially the hands and feet. Deliberate

assault carries a different body map so that any incidents involving injury to the faca, neck,

chest, breasts, or abdomen ought to prompt careful aitention in order to rule out intimate assault
(see body map).

. Rape: Regardless of the legai definition, a woman who seeks medical aid after forced sexual

contact with a male intimate will say she has been raped—there is no other word to describe the
experience. Many rape crisis teams were developed in response to the notion of rape as an

-isolated event in the life of the unprotected housewife or coed and focus upon the legal aspects

of evidence gathering, documentation, and prosecution. Such strategies do not address the
emotional, medical, legal, or sheltér needs of the woman who lives within a violent relationship
in which rape is yet another incident of ongoing physical abuse. On the contrary, within the
medical encounter whers rape is presumed to refer to anonymous sexual assault, the abused
woman is likely to feel that she is misunderstood and therefore respond with hostility, refuse to

cooperate with police representatives, and fail to keep appointments with maeadical personnel
and rape crisis counsselors.

. Severhy of injury: Contrary to widely publicized press reports of battering, severity of injury (in

strictly medical terms) is a relatively poor indicator of domestic assault and an t.!nraliable way of
identifying abuse in the medicai setting. Abused womsn are no more likely to requlra
hospitalization for medical treatment of injuries than nonabused women. In fact, the presanta-
tion of medically insignificant traumna to the emergency service ought to alert providers to the

possibility that ongoing assault and impending danger is the real emergency forwhich a woman
is seeking aid. :
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5. Pregnancy: Abused women are more likely to be beatan when pregnant. Tha risk to both the
mother and unborn child is reflected in the higher rates of miscarriage among abused womsn.
The coincidence of trauma and pregnancy represents an extremely high-risk presentation that
may demand emergency medical and social service intervention.

6. Trauma History: Most clinicians briefly investigate a patient's medical history when treating
even the most insignificant injury to elicit the most complste information about the last tetanus
shot, allergies, daily medications, diabetic history, and major hospitalizations. In the case of joint
injury, the provider may ask about previous injuries to the same site. There is no pathophysiol-
ogy that establishes logical continuity between episodes of trauma. So long as injury is seen as
a relatively confined anatomic breach, there is no imperative to elicit a history of previous
trauma as a routine step in the evaluation of any Iinjured patient. In screening and identifying
abused women, however, the trauma history is the most important step in patient evaiuation. Ifa
trauma history is obtained routinely, regardiess of the current clinical presentation, than it is
possible to identify abused women within the larger population of patients with genuine
accidental injuries, such as those due to motor vehicle accidents. Furthermore, the routine use
of the trauma history interview circumvents the tendency to identify abuse only in those
situations where the extent and nature of the injuries make the diagnosis obvious—situations

that require extensive and emergency social service intervention at the height of intrafamilial
crisis.

The Medical Setting

Battering is a syndrome that inciudes not only repeatad episodes of injury but aiso the development
of muitiple medical and psychosocial problems. ldentification skiils should be extended beyond tha

acute trauma setting and into those nontrauma sites that actually form the predominant medical

structure which provides ongoing care to the population of abused women. Active identification
efforts within these settings have the advantage that women need not be beaten again before
medical personnel recognize the problem. In addition, the organization of emergency medical
sarvices is increasingly oriented toward the medical disaster, the life-and-death injury, or illness that
damands the intervention of technology and medical subspecialists. Given the limitations of the
emergency surgical service as a primary care facility, the clinic setting may provide a mors suitable
environment where patient-provider interviews may be less distorted by time constraints or precon-
coived notions of “appropriate” complaints. Moreover, social service providers are lixely to be more
accessible in clinic settings. Although intervention at nontrauma sites can play animportantrolein the
early detection and prevention of the syndrome, health professionals at these sites frequently fail to

. identify abuse and inappropriately label complaints associated with battering.

The accumulation of quasi-medical labels such as hysterical, hypochondriac, or patient with
multiple vague complaints occurs throughout the medical cornplex. Although the labels exprass the
frustration of a provider who is unable to answer a patient’s chiet complaint in traditional therapeutic
modes, they also signify to other practitioners (most painfully) that futura complaints may also be less
serious (pr real) than initial evaluation might suggest. Thus labels protect both medicine and
providers from the very patients who may need services most. Labeling is a way of telling patients
that, “whatever the problem, it is certainly not anything that | can help you solve.” From the abused
woman'’s perspective, this encounter minimizes her problem, discourages access to social re-
sources, and reinforces her sense of isolation.

Medical Emergency Service

Abused women use medical emergency services more fraquently than those who ara not abused.
Presenting complaints may be:

o associated with old injuries, particularly to the back, neck, and ribs;

N
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e reflecting diffuse trauma that does not leave anatomic “evidence” but results in such complaints
headachss or nonspecific muscie pain;

© e symptomatic of the stress associated with Iivi'ng in a violent environment such as sleep dlsordar;
anxiety, dysphagia, or hyperventilation; or

e associated with relatively late stages of battering, e.g., alcohol or drug abuse.

Generally practitioners within the emergency setting must recognize that the emergency of the
abused woman is frequently not evident in laboratory tests, X-rays, or physical examinations. Fo:
instance, of a group of 36 women who went to the emergency service alleging drug overdose by
ingesting pharmacologically insignificant amounts of material (several aspirins, two Darvons, etc.}
22 percent had previous histories of domestic assault. In these cases, the abused woman can b

recognized if the practitioner accepts the legitimacy of an “emergency” without anatomic o
physiologic pathology. :

Medical Clinics

The variety of complaints for which abused women visit the medical clinic are similar to those
presented to the medical emergency service. However, medical clinic records are maintained mors
consistently than those of the emergency service and practitioners in this sefting are likeiy to have

access to a woman's entire clinic history. Clues that warrant specific review of the trauma history
include:

e persistent clinic visits with vague complaints and symptoms without avidence of physiologic

dysfunction;
e froquent use of minor tranquilizers or slesp medications; and
e increasing reliance upon alcohol or abuse of licit and illicit drugs.

The astuts clinician can review a patient's clinical, history and locate clusters of seemingly
unrelated complaints emerging over time, followed by evidence of incipient self-abusive behaviors

that may indicate the point at which sporadic incidents of violence have settled into a pattern of abuse
from which change and escape seem impossible.

Obstetrics and Gynecology Clinics

In gathering information about a woman'’s obstetrical or reproductive history, data immediatsly
relevant to the care/repair of the present clinical problem are selected. The patient is asked about
previous pregnancies, deliveries, and births primarily to anticipate anatomic or physiological prob-
lems that may emerge during the current pregnancy. The following are examples of histories that
ought to prompt the clinician to include a full trauma history in the review of systems:

1. self-induced or attempted abortions

2. multiple therapeutic abortions

3. miscarriages

4. divorce or separation during pregnancy

Persistent gynecological complaints, particularly abdominal pain and dyspareunia in the context of

normal physical and laboratory examinations, are frequently overlooked maniiestations of domsstic
assault.

Psychiatric Emergency Ssrvices

Emergency psychiatric services are a necessary component ot all facerally fu'ndad community
mental health centers and serve, in pait, as the outpatient adjunct in the dainstitutionalization of
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' mentally ill patients. Ideally problems requiring social services, community mental health services, or

medically oriented psychiatry would be clearly distinct. However, within the busy emergency room,
any patient who is “emotionally upset” is likely to be referred to psychiatric personnel. Rapid
assessment of a patient’s previous psychiatric history, present symptoms, and speedy disposition are
rewarded in a setting where nonpsychiatric staff are overworked and unable to provide support to
nonemergency cases, where senior psychiatric staff are in little evidence, and where there is intense
competition for scarce resources. For instance, it is more difficult to admit a patient to some
psychiatric facilities after 4 p.m., when downstaffing occurs.

Many facilities (especially private ones) simply advise holding a patient in the emargency ssrvice
until the next moming. Emergency psychiatric staff generally accept a medical model of mental
iliness and, regardiess of their personal philosophy, are certainly not skilled community soclal
workers. Abused women within the emergency psychiatric service therefore are perceived through
the prism of the differential diagnoses of mental iliness. Two stereotypes emerge:

1. Anabused woman's anger at her assailant is transferred into the therapeutic milieu where she is
faced with the task of extricating herself from presumed iliness. The hostility toward the provider
initiates a process during which the practitioner may think he or she “understands” how a man
might become so frustrated as to abuse this woman. Too often, this implicitidentification with the
assailant leads to punitive interventions such as involuntary hospitalizations, or passive-
aggressive superficial evaluations without referral to further resources.

2. The patient who “accepts” the prism of mental iliness as an appropriate vantage from which to
view her crisis is likely to appear as excessively passive and withdrawn. She Is without what
some might deem “appropriate affect” in this situation, much like the victim of the rape trauma
syndrome. Unlike the woman who fights against the diagnostic process, this woman observes,
internalizes, leams the role of one who is emotionally hampered. In so doing she comes to
accept responsibility for her own abuse and victimization and maintains the illusion that by
altering her behavior she might protect herself from further assault. The results of such
encounters may be characterized as caretaking with repeated visits to outpatient faciiitias and
maintenance on a variety of minor psychoactive medications.

The relative overutilization of emergency psychiatric servicas by abused women is so startling that
one could argue that any psychiatric interview ought to include a full trauma history. Howsver, in the
following situations such a history becomes mandatory:
® alcchol abuse;
® drug abuss (particularly of licit substances);

e suicide attempts, regard/ess of the strictly medical seriousness of the suicide gesture;

e aitempted suicide during pregnancy;

© concern about ongoing or impending abuse of children;

e vague and nonspecific complaints of anxisty, ‘depression, or anger, often associated with a
moderate degree of impaired function and tangential refsrences to marital confiict; and

® paranoid.tendencies sometimes associated with fears of falling asleep or of losing control and
inflicting violence.

Using the Medica! Record

The use of hospital medical records as a source of information has both advantages and disadvan-
tages. The optimum record is an intagrated one that includes, in chronological ordgr. every encounter
between an individual patient and the service institution (a/i inpatient and outpatient visits).

Such a unit record system includes all visits to the Emergency Service, noninjury as well as injury

complaints. Together they form the basis of the most reliable method for identifying abused women
from medical records.
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The methodology employed in the sampie research is a retrospective review of the full medical

presented with injuries to an urban hospital's

1979. The full medical records were securad and
analyzed for a random sample of 2,676 women. Identification of abuse depended upon carsful and

critical review of each woman's trauma history, thatis, the sequential review of all episodes of trauma

records of adult women (aged 16 and oider) who
Emergency Surgical Service from July 1978 to July

that she had presented to this emerg

ency service during her adult life to date. Each injury episode
was assigned to one of the following groups:

® Positive: record states that the patient's injury was inflicted by a male intimate or famity member.

® Probable: record states that the patient was the object of blows — she was hit, kicked, beaten,

stabbed, etc., but no personal etiology was indicated (muggings, anonymous assaults on street,
robberies were not included in this category).

o Suggestive: alleged etiology did not appear to account for either the location of tha injury or its
severity.

® Negative: the pattern of injury was adequately explained by the recorded etiology. Injuries suffered
in assaults described as muggings or anonymous assaults were included in the category.

When each trauma episode in the medical record had been classified into one of the above
categories, the woman was assigned to a battering risk group on the basis of her trauma history. The
definition of the battering risk groups are derived from the categories of trauma episodes as follows:

e Positive: at least one episode in the woman's trauma history was attributed to assault by a male
intimate.

© Probable: at least one episode in the trauma history was an assault but nd‘parsonal stivlogy was
indicated (note that muggings, anonymous assaults were not included in this category).

e Suggestive: at least one episods in the trauma history was not well explained by the recorded
allsged etiology.

o Negative: all episodss in the trauma history were well explained by the recorded injury, including
those sustained in muggings, anonymous assauits, stc.

For purposes of further analysis, the women assigned to the positive, probable, and suggsstive
groups were considered to be at-risk for battering.

If medical records are organized into a total unit system, it is possible to estimate the number of
abused women at any site by adapting this methodology. Ferinstance, a sampls of women could be
gathered from the Women's Clinic. Reviewing the trauma histories of each, the clients could be
categorized into appropriate battering risk groups, thereby estimating the percentage of tha sample
who are at-risk for abuse and, by extrapolation, the number of abused women who use the Women's
Clinic.

What follows is a list of problems and descriptions frequently associated with abuse on the medical
record. These cluas have been organized by hospital site as well as by presentation because itis the
clustering and repetition of presentations and complaints, rather than isolated events, that are

.significant. These clusterings will appear in a variety of sites so that one may havs to revisw a

woman's entire medical history in order to understant the role violence has playsd in determining her
present situation.
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‘My (husband, boyfriend) (kicked, stabbed, etc.)
Self-ldentified me.’
History of trauma, at-risk injuries. Body map
Injurles traces inconsistent etiology.
Dysphagia — choking sensation, swallowing B
Anxlaty difficulty, and hyperventilation systems. i
Dyspareunia, Miscarriage, frequent abortions,
Gynecoclogy and young motherhood. .
Addiction: (1) with frequent injury and (2) with
Alcoholism . marital conflict.
Unemployment (patiant and/or male partner),

Soclal Problems financial difficulties, and isolation.

Suicide Attempts With marital conflict in nonpsychotic women.

Depression, parancia, psychosomatic/functional
complaints, and drug dependency (nonstrest
drugs).

Headaches; back paln—vagua, cause unknown,
and compiaints with negative workup.

Psychiatric Labels
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Emergency Surgical Service

History, locaticn, and context of injury should be examined when the woman requests treatment
without the specific complaint of battering. Doss she have facial, chest, or abdominal bruises,
fractures, or lacerations? Was she punched, kicked, or in a fight? Does she tell a “funny” story about
the context of her injury? Are there muitiple visits for treatment of injuries? Is she pregnant? The
suspicion of battering should be raised in any of these circumstances. The ESS admission report
includes information relative to marital status, payment, usual care source, next of kin, ambulance
and police involvement. Use of alcohol or drugs, alleged etiology and history of injury, and injury
description are contained in both physician and nursing notes in the emergency service report, while

additional information about the injury may be found in X-ray reports or requisitions. Medications
prescribed and disposition data are located in the physician notes in this report.

Hospital Admissions: If the injury is severe enough to warrant hospitalization, resuits of 2 more
complste physical examination, medical history, and psychosocial history are placed in the physi-
cian’s admission reports. Social service and/or psychiatric referrais found in the physician's note
section are informative and give anidea of the overall contextof the complaints. Laboratory and X-ray
reports are especially important when related to aninjury or when battsring is suspected. The nursing

notes can provide insight into the patient's emotional state, her support network, and her relation-
ships with visitors.

Medical Emergency Service(MES) and Medical Clinic (including Medical Subspeciaities): Pecu-
liar to the MES and medical clinics are a host of psychosocial, psychosomatic, and functional
complaints by the woman who is battered. Anxiety symptoms, dysphagia, choking sensation,
repetitious visits with vague medical complaints, and symptoms with no apparent physiological

dysfunction are clues to abuse, especially when compounded with a suspiclous injury or a history of
old injuries.

Again, there are physicians’ notes pertaining to clinical presentations, findings on physical exam-
inations, diagnostic summaries, treatments, prescriptions, and disposition plans.

Primary Care Center: Many hospitals now have primary care centars to provide continuity of care
for patients who use the hospital as their regular source of medical treatment. Bacause of the
possibility for more holistic care at these centers, they are valuable in uncovering battering. Social
factors in patients’ complaints are likely to be discussed and, mostimportantly, written into the record.
Patients who see the same clinician more than once are more likely to develop trust and speak more

openly of their situation. Clinicians are also able to see “clusters” of symptoms emerging over time
and probe into those they find particularly worrisoms.

OB/Gyn Clinics: Of interest In this section of the record is the patient's reproductive history,
especially high-risk pregnancies, miscarriages, therapeutic abortions, attempted abortions, prema-
ture deliveries, and the patient's age and marital status at the time of each pregnancy. The gynecol-
ogy notes may include a history of fraquent visits with complaints of dyspareunia and/or abdominal
cramps or pain. In such cases one should be suspicious of abuse, especially when the diagnostic
workup for these symptoms is negative. Clinic visit reports for both gynecology and obstetrics are

-
completed by physicians, nurse-midwives, and nurses. Supplementary data are provided by the

nutritionist and social services. Social service notes frequently give more insight into the woman'’s
living conditions, social isolation, finances, family relationships, and current stresses in her life.

Psychiatric Emergency Service: The Psychiatric Emergency Service report compje!eq by physi-
cians includes current complaint/problem, description of the family of o!-igm and significant n_1_a|e
partners, social history, previous psychiatric history, diagnosis, prescription, and referral. Positive
identification of battering, as well as reference to marital and family conflict, is likely to appear in the
Psychiatric Emergency Service report. This part of the record may be the most thorough but should

be approached with caution and a degree of skepticism. The psychiatrist may not recognize battering

as tha basic or most significant problem but may instead focus on the patient's depression, psycho-

sis, or alcoholism, overlooking the possible abuse facior buried in her history.
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Pediatric History: The patient's pediatric history, if available, should also be considered. Pediatric
notes can reveal abuse of the woman as a child and thus provide further insight into her life pattern.
Sexual abuse, incest, and family violence are often implied and sometimes explicitly recorded in this
section of the medical record. Again, historical perspective is important, for it was not until the early
1960’s that child abuse was recognized as a serious medical and social problem. At that time,
reporting became compulsory in many States.

The medical record, while cumbersome, is an important source of information. It can be used alone
or in conjunction with an interview to verify and determine the extent of abuse. It also provides insight
into the nature of the battered woman's experience with particular medical institutions. Using medical
records as outlined above is a laborious process but one that can prove valuable to health personnel

in the day-to-day treatment of battered women and the development of improved protocols and
services.
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_IV. The Medical Response

The Stages of Medical Perception

Medical records may also be used to reconstruct the stages through which the battering syndrome
deveiopgs. Focus is placed on the extent to which the clinical response actually contributas to this
deveioping syndrome. The battering syndrome can be divided into three stages, each of which
includes a specific pattern of medical response. The first stage is characterized by symptomatic
treatment primarily for physical injury and relatively minor medical and/or mental health complaints
and problams. During stage two, labeling is used to describe the more serious psychosoccial
problems that accompany the proliferation of physical injuries, heightened complaints, and psychiat-
ric referrals. In the final stage, when physical injury may be less pronounced than behavioral

problems, such as multiple suicide attempts or severe medical and mental heaith problems, punitive
interventions are typical.

Whether or not the staging process describes a particular case it provides a framework to
understand the clinical presentations of and response to abused women at numerous medical sites.
Successfiil medical training can improve services by altering the medical response at each stage and
thereby forestall the emergence of the full syndroms of battering from initial incidents of trauma.

Stage I: Symptomatic Treatment of Muitiple injurles

At first, the battered woman's discrete individual injury is considered the oniy appropriate object for
medical care. The fact that the injury was caused by a punch is no more significant than that it resulted
from a tall and, if the cause is recorded, thers is no comment. For example:

Monica N. came to the emergency service with multiple complaints of pain. Shehad a

negaiive examination. The diagnosis was “beaten up, mild contusions, etc. Plan home.
No followup needed.”

The woman's history is consulted only if it can help resolve an apparent diagnostic dilemma. For
instance, if confusion is caused by the coexistence of abdominal pain and a broken arm, the
physician might ask the woman if she was also hit in the abdomen.

Denise O. was in a car accident resulting in multiple fractures including a comprassion
fracture of her spine. She came to the emergency service within a month after “failing” on
her fractured arm, and within 3 months after “failing down the stairs.” She was readmitted
to the hospital four times in the next year for continued pain. After a year of relatively
unsuccassful physical therapy, her therapist noted, “Denise is aware of counseling at the
center for beaten wives.” Her abuse was never mentioned again.

¥
b

Thus the official record more nearly reflects the number of pragmatic problems abuse has posed to
madicine than the actual incidence of battering in the medical poputation.

Both the medical model and the limited repertoire of interventions at the physician’s disposal
limited the perception of what is wrong with the woman. The purely medical definition of the situation
displaces any alternative definition a woman may offer. The repeated injuries appear as a series of
unfortunate accidents. No apparant physiological event links one visit or injury to the next. But these
accidents do not stop. Within 1 year, Charlene M. separately reported: (1) kicking at "soma!hi_ng" and
falling downstairs; (2) sustaining a gun-shot wound to the thigh; and (3) accidentally sticking a
toothpick half an inch into her temple. The tocthpick was still there after 3 weeks. She also came to the
medical emergency service complaining of hzadaches.




R

Stage lI: From injury to Self-Abuse

The symptomatic treatment of abuse does nothing to prevent subsequent injury. Gradually, the
accumulation of injuries is supplemented by physician notes about “vague medical complaints.” A

- complex set of problems is recognized (trouble with neighbors, alcoholism, drug abuss, attempted

suicide, depression, fear of child abuse, or a variety of alleged mental ilinesses), but they appear
disproportionately on the medical records of abused women only after the initial reported incident of
assault. In medical terms, however, the actual sequence of events is reversed.

By recording the woman's secondary problems, medicine acknowledges what the patient also
recognizes, that symptomatic relief Is ineffective against her condition. The patient’s persistence,
reflected on the medical record by the aggregation of incongruous injuries, forces the physician to
recognize that this collection of trauma has been borne by a particular woman. From a medical
gtandpo#nl. the patient’s persistence suggests a “failure of the cure” and poses problems of coopera-
tion and"inappropriate demand.” Suddenly the solution to the probiems the patient has appears tolie
in the problem the patient is. Secondary problems developed in the course of treatment afford
medical providers a way to organize histories of otherwise unrelated accidents. She is, after all, an
alcoholic, or she is suffering from a “female disorder” such as depression, hysteria, or hypochondria.
This e?(p!ains why she has had so many injuries and why she occasionaily appears to have had fights.
Even if recognition of the actual source of the patient's repeated injuries becomes unavoidabls, itis
explained as a consequence of her “more basic” problem (her aicoholism or her “rigid personality” for

instance). These diagnoses are labels because they persistin the absence of evidence that they are
elther accurate or therapautically relevant.

Audrey C. had a long history of accidental injuries. After a suicide attempt precipitated
by her boyfriend’s threat to leave her, she was sent to the State mental hospital. The nurse
at the hospital insisted that Audrey was never psychotic or dslusional during her
hospitalization there. Nevertheless, she was diagnosed as a schizophrenic and put on
Trilafon. She came to the emergency service with her boyfriend who claimed she was
crazy (a fact proven by her hospitalization) and had stabbed him (the racord notes a
microscopic wound). The diagnosis was “no mental disorder.” She was discharged to the
police who arrested her. Three months later, she returned to the emergency service witha
lacerated eysbrow suffered in an altercation.

itis Impossible to separate the familial etiology of physical abuse from etiological factors that resuit
from institutional neglect and symptomatic treatment. A patient's syrptoms may Include haadaches
or other suffering directly attendant upon repeated beatings or the isolation that leads victims of
abuse to turn anger inward. They may also result from prior medical attempts to control a woman's
complaints with classic psychiatric methods. Thus, battsred women frequently attampt suicide by
taking an overdose of the medication provided to ease their secondary problems. For the woman, the
sociopathic symptom signals entrapment within a predictable syndrome assoclatad with battering.
For the physician, the symptom also suggests a solution, a cognitive and therapsutic strategy for
comprehending otherwise unintelligible medical events. |

As the depth of the family crisis generates “accidents” at rates that overwhelm the piecemeal
therapeutic response, physicians apply cultural labels that permit them to treat victims of abusse as
stereotypic females. These women, who complain of frequent headaches, bowael disorders, painful
intercourse, and muscle pains, often have X-rays and laboratory tests that are normal and so they

are labelsd “naurotic,” “hysteric,” “hypochondriac,” or “a well-known patient with muitiple vague
complaints.”

The Impact of the label cannot be underestimated. Abused women ars often labeled attha height of
thalr vulnerability, during a particuiarly severe crisis for instance, when the signs of their outward
collapse suggest the problems Implied by the label. This label can easily be read by the victirm as an
alternative inisrpretation of her situation. She, as well as her physician, may now come to ses her life
with an abusive male as a symptom of her more general pathology and dependency. She is now
urged to think that it is she who Is sick, perhaps even requiring the help of the assafiant.

v
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Stagé . From Self-Abuse to Battering

Whatever physicians intend their interventions to accomplish, their consequence is to reduce the
victims’ capacity to understand, to respond adequately, or to resolve her crisis by leaving the violent
home or struggling against the malevolent other. if the woman’'s attempts to escape from the most
painful aspects of her situation through self-abuse are defined as her primary problem, the cure

typically involves the reimposition of traditional female role behavior and is often within the same
violent context in which she is being beaten.

When Betty P. became pregnant at the age of 16, her father literally jumped on her and
beat her so that she would lose the baby. After the baby was born, she carme to medical
clinic where she reported that her husband drank and beat her. The diagnosis was
reactive depression, and the treatment Seconal. Betty went home and overdosed on the
Seconal. This time the diagnosis was postpartum depression and she was sent to the
State mental hospital. Within 2 months she went to the Domestic Relations Bureau to see

if she could get support. According to the medical record, the bureau was making evsry
effort to reconcile the couple.

The Battered Woman as a Patient

The health professional may identify battering on the basis of a woman's medical history,
immediate problem(s), or information provided during the initial interview. Ideally, the patient wiil then
be triaged to appropriate social service personnel. Unfortunately, social service departments are
often closed during the hours when many battered women need them, the quality of service varies
greatly and a patient may refuse a referral, sometimes with good reason. Even where an adequate
protocol is in place and the patient cooperates fully, the heaith professional must complete the
interview, explain and justify hospita! policy, and stress the importance of the diagnosis and reterral.
The heaith professional should be guided in this encounter by the following considerations.

& Carefully determine the seriousness of the problem by assessing the threat of future vioience, not
simply the immediate leve! of injury;

e Accept the patient’s assessment of her situation in so far as this seems plausible;
& Focus the consultation on the patient and her real situation;
¢ Fully acquaint the patient with the multipie health consequences of abuse; .

& Refrain from being judgmental and attempt to keep personal biases and first impressions under
control;

» Provide a realistic picture of the services to which the patient is being referred;

# Base ongoing support on the patient's capacity for independent and courageous action, not her
immediate and apparent dependence,;

® Help tHe patient identify and use existing social support networks;

o Evaluate the encounter on the basis of successful identification of abuse and the successful
transmission of information about the course of the problem and existing altematives; and

s Follow the patient's subsequent experience, insofar as this is possibie.

The Oblective Serlousness of the Patlent's Medical, Physical, or Psychosccial
Problems

Although batterad women often have severe problems requiring emergency treatment or [103—
phatization, the majority of their medical visits involve nontrauma complaints at nonemergency sitea,
Once battering has been identifiad as the context of the immediate comptaint, the next step is to
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determine the degree of emergency (the present danger to the woman regardiess of physical -
symptoms). The health professionatl should ask, “What will happen if the woman retumns home?” -
Evidence finking the number of prior abusive assaults to the eventual murder of the abused woman -
suggests that the frequency, proximity, and severity of the attacks to which the patient has been -
subject are good predictors of herimmediate danger (Lachman, 1978). Threats may ba as important
as actual injury; the patient's assessment of her current risk is crucial. There is a clear and present
danger, and overnight hospitalization should be considered.

The Subiective Dimensions of the Medical Encounter

Heatth professionals have devsloped a varisty of styles to avoid the significance of abuse. Their
discomfort with social or emotiona! problems leads them to cut such discussion short. By making
encounters physician-centered, physicians prevent the patient from revealing abuse, sometimes for:
years. This generates the “by the way"” syndrome, in which a patient mentions abuse only toward the
end of the encounter in an ofi-handed manner. Conversely, the patient may refer to her domestic
situation repeatedly, but never focus explicitly on abuse. Physicians often fear such comments
because they think that it they probe they may uncover deep problems that wili cccupy too much of
their important time. lronicaily, at least in the case of battering, failure to probe or iisten insures
frequent return visits (Dobash & Dobash, 1979; Byrne & Lang, 1976).

A patient-centerad encounter is not always sensitive. The health professlonal may encourage the
woman to report her abuse but fail to respond in a way that shows it is considered an important health
issue. The haalth professional may focus on issues other than the heatth consequences of the abuse
for the woman, such as the assailant’s problams, the details of a given episode of assauit, or the

woman’s secondary problems. The Dobashes report an encounter that illustrates this point (Dobast
and Dobash, p. 187).

Come in. What can | do for you?

Well, | have got fiu, Doctor. | have got all pains in my arms,

: When did you start to feel not so well?

The weekend. it started Saturday afternoon, shivering with cold. ... [ came mostiy

about my head, it is paining me a iot. My husband. .. with a shoe, it cut me there, |
couldn’t comb my hair or touch my hair.

When was this?

Saturday night.

: How coma?

He came home drunk as usuat. He has hit me in the past but not for a long while. .. :
causing trouble.. .people nextdoor banging on the walls anditis getting on my narves.

: Does he drink much during the week?

Not so much during the week, but at weskends, Saturday and Sunday.

: Does ha drink beer or spirits?

... }tis a young couple next door. . . disturbing them. . .banging on the walis and this is.
affecting my nerves. , :
Does he drink at all during the week?

Woeli, maybe once or twice.

: Does he get druuk then?

Not bad.

PO
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A woman's decision to report her abuse may be related to a number of factors other than sew:
injury, even when injury has been frequent. The last straw may be an emotional insuit. This:!
iilustrated in cne case In which a victim's husband flew into a jsalous rage whenever he retu; -
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home after several days absence and abused her. The woman lefthome for help, howevsr, only whan
her husband insisted that she stop attending church. Moreover, evidence of minor mental health
problems should not lead the health professional to disregard the patient's interpretation of events.
Beca_u‘se women with a history of abuse and institutional neglect frequently behave inappropriately in
administrative settings, it is often easy to dismiss the very real danger they are in.

Jane Doe was a 66 year-old white woman living with her husband of 40 years on Social
Security in low-rent Federal housing. Her husband once served a prison term for murder
and, just 3 months ago, cut off a portion of her finger in an argument. Mrs. Doe decided to
seek a divorce. Also, she wanted to keep the apartment—she feit she worked to pay for it
—so she went to the Legal Aid Society seeking an “emergency” divorce and an eviction
order for which battered women judged to be in immediate danger are eligible in
Connecticut. The legal intake worker, however, refused Mrs. Doe the divorce, justifying
her decision by arguing that the situation was not an emergency and that Mrs. Doe was in
no immediate danger. When the facts of the case were pointed out, the intake worker
revealed that the real reason for her decision was that Mrs. Doe was “crazy,” as evidenced
by the fact that when she, the legal worker, left the room, Mrs. Doe continued to talk to
herself. The local women’s shelter advocate did not help when she volunteered her

opinion that Mrs. Doe seemed to be talking to herself even when the legat worker was in
the room.

Battered women are understandably skeptical about referrais that have not been clearly justified.
The health professional should acknowledge the limits of the service response. Health professionals
should also be sensitive to the distrust low-income persons feel toward professions that stand in a
dependence-inducing relation to the poor.

The health professional should realisticaily discuss with the patient the long waits, the bias of social
service staff, and the tendency to treat abuse as a personal problem, even in community mental
health centers. Finally, the patient should be reminded that she can return’to the hospitaiif the referral
is inadequate and that the heaith professional will personaily remain advised of the case. This

- response takes precious time but is necessary to insure effective aid.

The Prolessional’s Attitude Toward the Abused Woman and the Pos3sibilities for
Change

Battered women are frequently pictured as pathetic victims —trapped, depressed, helpless, and
vuinerable — with little self-confidence, a completely damaged ego, and little or no capacity to act
decisively to change their lives without extensive counseling. Indeed, ong guide to counsselors
suggests that before they can be helped, battered women must accept their “nothingness”
(Ridington, 1977-78). The derogatory labels commonly affixed to indigent patients reflect physician
bias that the problems of the poor reflect weakness in their character. Even seasoned community
physiciaris may accept physical assault as a natural consequence of certain lifestyles. Women

whose visits have been precipitated by an assault may well fulfill the stereotypic expectations that
physicians have of victims. '

The result of this approach Is that the health professional communicates despair to the woman
while tending to her physical symptoms. The heaith professional may actually reinforce the woman's
anger by first demanding that she leave her assailantimmediately and then dropping the protectionist
pose if she hesitates or becomes dafensive. in such instances the professional may become
judgmental, even angry, at the patient. In both instances, the physician’s insecurity, not the pattered
woman's neads, directs the physician’s response. He or she sees the woman's lite from the vantage
of her abuse, forgetting that her other needs (e.g., for love or support) have not changc-:_d_and must.shll
be met. Tha professional seems to need an admittance of heiplessness as a prerequisite to helping.
Ths alternative is to accept the woman's ambivalence about her situation{e.g., “Itis easy to see that

39

P I ——




i
- o ey S,

you love this man as well as hate him") while helping her assume responsibility for events. Meaningful
help begins with an understanding of the victim’s fragile sense of dignity and independence.

The health professional should acknowledge that under the irnmediate surface, the woman who
has been injured is enormously courageous. She has reported her abuse despite threats, withstood a
level of abuse few of us could, and often accepted physical injury to herself as the unfortunate
consequence of standing up for her rights as a parent or for those of her children. Even the secondary
problems accompanying abuse, such as suicide attempts or alcoholism, may be read as ways of
coping with situations that might have led others to total breakdown or suicide. Only by treating the

battered woman's vulnerability as a temporary condition can the profassional help her find the
self-confidence she needs to escape the danger she is in.

Pk T n i I W Ot B ot S 28

The Social Support Available for the Woman

Battered women will typically be offered preventive and/or therapeutic interventions. Praventive
measures include emergency court orders restraining assailants, emergency shelter, protective
institutionalization, and bringing criminal charges against the assailant (Eisenberg and Micklow,
1977). Therapeutic or ameliorative measures typically include counseling, family therapy, and
ongoing assistance from a social caseworker (Resnick, 1976). Although ameliorative measures are
clearly less disruptive than preventive interventions, both strategies may mean sudden and dramatic
changes in the victim's life. The social support availabie to a woman from family members, friends,
and neighbors may determine which option 2 woman selects. Shirley C. is an example of someone
for whom pesitive support from family, friends, and medical professionals was crucial.

ol A AR S T4 TN T L AT AT BT ORI

Shirley C. was married for 3 years before her husband's first assault. Initially she was
shocked and ashamed and did not seek medical attention for her injuries. However, the
second time he beat her, he did so in the presence cf her sister who immadiately brought . )
her to the emergency service. She specifically stated that she had been beaten, was i}
counseled by the social worker, and subsequently divarced her husband. Although still !
suffering from shock and disbelief, she had strong support and was able toremove hersslf -
from a dangerous situation, evaluate i\t, and take appropriate action.

The health professional should help the victim determine possible sources of support such as
relatives with whom she and any children may stay, neighbors who will inform authorities during
subsequent family crises, and friends who will accept the victim's point of view. Since the battering
syndrome is an evolving process, it requires ongoing help, not simply emergency relief. Hence, any
strategy of crisis intervention must be supplemented by the long-term support a woman can find in

her own environment. Such support begins when the heaith professional assures the battered
woman she is not alone.

Evaluating the Encounter

A woman's desire for emergency shelter often reflects the sevarity of recent assaults. Although

* shelter, divorce, arestraining order, or a criminal complaint are designed to prevent ongoing abuse, in
many cases they do not succeed. Many women remain vulnerable and others voluntarily return to
abusive situations, sometimes after only a brief absence. The persistence of abuse may reflect a
woman’s failure to recognize and act on the seriousness of her situation. It is crucial that she
understand that medical and/or mental problems she may think ara unrelated arise insvitably from
the physical injury to which she has been subjected. But the decision to stay in an abusive
relationship is often the result of the larger problems women experience in soclety —the scarcity of
jobs, even for women with skills; the difficulty of maintaining social contact in certain communities
without a man; the absence of adequate day care facilities; unequal protection before the law, etc.
Battering often isolates women from the supportive networks they require to use resources that do
exist. To this extent, battered women return to violent homes because they have no choice. In soms
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instances they return because they fear for their children or because they care for their partners,
although they do not like being beaten.

The fact that a battered woman retums home does not mean the health intervention has failed. The
heaith professional is operating against many of the same limits battered women face. The encounter
should be considered a success if battering is accurately identified, its sequelae described, and the
patient made aware of existing resources and support. The case of Adele M. raveals how important it

can be for health professionals to identify muitipte, vague medical complaints as part of the battering
syndrome.

Adele M. has a 20-year history of treatment at the medical centar that inciudes more
than 100 visits to one of the medical clinics. Although she doas not appearto have had any
physical injury early in her medical history, she is routinely followed in the medical clinic.
She was initially described as a "passive, littie woman of seemingly low intelligence.” By

contrast, her husband was an “antagonistic, aggressive person.” No conrection was

| made between her husband’'s aggrassive character and her muitiple visits. Her com-
i plaints of choking sensations were attributed to emotional problems. Early in her history,
she was committed to the State rnental hospital for “paranoid detusions” and “agitated

. and unpredictabie behavior.” Then, in 1979, a physician treating her husband discoverad
her bizarre history of abuse over the last twenty years. Apparently, her son had atso begun
to abuse her. it was only after her abuse was recognized by a physician who discussed it
with her that she made her first visit to the surgical service to report injuries sustained at

' home. Now the physician is following her case in the clinic and talking with her regularly
about her abusive situation. Aithough she refuses outside intervention, the physician has

succeeded in referring the husband and son to the local mentai health center for
outpatient treatment. :

e e e i .+ = it

Recognition of the problem has not yet 13d to its termination. But the Identification of battsring has
made a difference. ldentifying abuse in the medical population will also play an important role in
generating the resources needed o aventually prevent it. A problem that has rarely been recognized

or responded to over the centuries cannot be corrected overnight because health protessionals have
suddenly acknowledged its importance.

When health professionals are asked why they have so persistently failed to identiy or respond to
abuse, theirinevitabie reply is “But what can 1 do?” Until recently, this was areasonable response.

i

t L Today, there are alternatives to symptomatic treatment, labeling, and punitive interaction. Most

1Y large cities now have shelters where battered women can stay for brief periods in relative safety. In

many places, police have been officiaily instructed to enforce the laws against domestic assault.

“ t egal remedies have been strengthened. While social service agencies generally give priority to
victims of abuse, these resources are not available everywhere, nor are they always effective. Butthe

alternatives are sufficiently numerous to offer heaith professionals areal choice wheraver they work.

T

This study does not outfine a specific program. But it does suggest a certain qrientatlon: under-
stand the problem, learn how to identify it, and provide sympathetic and supportive intervention. if the
resources exist, use them. if they do not, help in their deveiopment.

Batterad women are not only abused by violent men, they are also abused by the social sorvices.
They need political support, not simply professional help. Allowing women to maintain their dignity
and indspendence in the health care systemis as much a part of the needed response to tattering as
temporary safety. For health is not simply a lite without unnacessary injury. ltis also the equallty and
self-esteem that permit a woman to enjoy such a life.
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