
 

549

 

Inside “Pandora’s Box”

 

Abused Women’s Experiences with Clinicians and Health Services

 

Jeanne McCauley, MD, MPH, Robin A. Yurk, MD, MPH, Mollie W. Jenckes, MHS,
Daniel E. Ford, MD, MPH

 

OBJECTIVE: 

 

To explore the attitudes and experiences of
abused women to identify characteristics that helped or hin-
dered abuse disclosure to clinicians and to determine how
women viewed potential interventions to improve detection
and treatment in a medical setting.

 

DESIGN: 

 

Focus group data conducted and analyzed with qual-
itative methodology.

 

SETTING: 

 

Three community-based mental health centers and
one women’s shelter.

 

PARTICIPANTS: 

 

Twenty-one women in group therapy for do-
mestic violence.

 

MAIN RESULTS: 

 

Eighteen (86%) of the 21 women had seen
their “regular doctor” in the prior year; only 1 in 3 had dis-
cussed the abuse with the clinician. The major discussion
themes were medical problems that were exacerbated with
abuse, lack of ability to access medical care due to abuser in-
terference, emotional attitudes about abuse that acted as
barriers to disclosure, clinician characteristics that helped or
hindered disclosure, and treatment experiences and prefer-
ences. Women described how their medical problems began
or worsened during the abusive period. one in three women
described how abusers blocked them from receiving medical
care. Women reported intense shame about the abuse and de-
scribed their self-denial of abuse. Women stated they were in-
clined to discuss abuse if they felt the clinician was per-
ceived to be caring, was easy to talk to, had a protective
manner, or if the clinician offered a follow-up visit. There was
no consistent clinician gender preference among the women.
One in four women had received psychotropic medication for
problems associated with abuse. Many feared addiction, or a
loss of alertness, increasing their risk for more abuse.

 

CONCLUSIONS: 

 

Many abused women experience worsening
health and seek medical care; most do not volunteer a his-
tory of violence even to their regular clinicians. Many of the
barriers to disclosure of abuse could be overcome by a physi-
cian’s knowledge of the link between abuse and medical illness,
an understanding of the women’s emotions about abuse, and
her treatment preferences.
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P

 

hysical or sexual abuse is experienced by 2 million to
4 million U.S. women each year.

 

1

 

 Childhood and
adult abuse are associated with increased numbers of
physical symptoms, depression, anxiety, somatization,
drug and alcohol abuse, and suicide attempts.

 

2–14

 

 Not

surprisingly women who have experienced violence have
higher medical service utilization.

 

15–17

 

 Studies indicate
that as many as 44% of women presenting to primary
care medical practices have been abused sometime in
their lives.

 

2,12,18–21

 

Despite the high prevalence of abuse and the associ-
ated medical problems, most physicians do not routinely
screen their patients for abuse.

 

2,22,23

 

 Although approxi-
mately two thirds of abused female patients have not dis-
cussed their abuse with a medical professional, one study
found that patients welcome a physician asking about
abuse.

 

24

 

 Abused women are reported to have higher dis-
satisfaction with their regular physicians, feeling that
their physicians do not listen, are difficult to talk to, or
are not competent to treat illnesses.

 

25

 

A few studies have described barriers to clinician-
patient discussion of abuse and are summarized in Table 1.
Sugg and Inui described physician barriers to screening.
Physicians feared opening “Pandora’s box” and unleash-
ing patient issues that the clinician had neither the time
nor the expertise to address.

 

22

 

 Other barriers were fear of
offending the patient, a feeling of powerlessness to help
the women leave an abusive relationship, and disinclina-
tion to consider the possibility of abuse among women of
higher socioeconomic backgrounds. In another survey
Canadian physicians felt that they should screen patients
for domestic violence, but few thought they could effectively
treat abuse. Lack of clinician education on detection and
treatment was found to be a major barrier to screening.

 

26

 

There is conflicting evidence as to whether physician
gender is related to detection rates

 

26,27

 

; it is also unclear if
abused women have physician gender preferences. Prior
professional or personal exposure either to violence or to
educational programs on abuse has been associated with
increased detection by physicians.

 

22,26,27

 

Received from the Division of General Internal Medicine, Johns
Hopkins University School of Medicine, Baltimore, Md.

Presented at the Society of General Internal Medicine na-
tional meeting, Washington, DC, May 1997.

Address correspondence and reprint requests to Dr.
McCauley: Physician Advisor/Performance Improvement De-
partment, Johns Hopkins Medical Service Corp., 3100 Wyman
Park Dr., 4th Floor, Baltimore, MD 21211.



 

550

 

McCauley et al., Inside “Pandora’s Box”

 

JGIM

 

One study has focused on the abused woman’s per-
spective of physicians and the health care system. In Rod-
riguez et al.’s focus group study in California, abused
women talked about the silence surrounding the topic of
abuse and what helped them “break the silence”.

 

28

 

 The si-
lence was described as a collusion between the abused
women and other members of society: “The unspoken
agreement between battered women and other members
of society to not disclose or address the battering.”
Women reported fearing physical retribution, feeling
deeply ashamed, having an obligation to keep their fami-
lies together, and lacking the economic resources to ob-
tain medical help for their abuse. Many stated the Califor-
nia law mandating a police report for domestic violence
might lead to added danger from the abuser. In this
study, women identified a compassionate attitude, direct
questioning, and appropriate referrals as physician char-
acteristics and actions beneficial in helping them discuss
the abuse.

Many groups have recommended that clinicians
routinely assess women for domestic violence. However, it
has been difficult to design interventions and provide evi-
dence that these interventions lead to improved outcomes.
Abused women can provide valuable feedback regarding
acceptability and potential effectiveness of proposed
interventions.

For this study, our objectives were to explore abused
women’s experiences with, and perceptions of both clini-
cians and the health care system to identify characteris-
tics that facilitated or acted as barriers to disclosure of
abuse, investigate perceptions of the link between abuse
and medical problems, and gain women’s opinions of po-
tential interventions to improve detection and manage-
ment of abuse in the primary care setting.

 

METHODS

Recruitment

 

To identify abused women who would be willing to
participate in focus group sessions, we contacted two
sites providing counseling services to people experiencing
abuse in Baltimore, Maryland. To be eligible, women had
to be at least 18 years of age, English-speaking, and in
group therapy for current or past domestic violence (either
by self-referral or by court order). The regular therapists
reviewed all focus group questions, explained the purpose
of the study, and asked for participation the week before
the focus groups were conducted. All participants who
were approached agreed to participate. Three of our group
sessions occurred in a community-based mental health
center; the fourth occurred at a women’s shelter for do-
mestic violence. All sessions were audiotaped, the partici-
pants’ real names were not used or revealed to the investi-
gators, and the tapes and transcripts were reviewed only
by the study team. Participants received a small stipend
for their involvement. The Institutional Review Board
committee at the shelter approved the study.

 

Study Design and Sessions

 

We selected a focus group methodology because we
felt that women would feel more comfortable discussing
this difficult topic in a familiar environment with group
and counselor support than individually with a stranger.
Focus groups have been shown to be extremely effective
in providing in-depth information on the attitudes and
feelings of participants about a particular issue.

 

29

 

 Be-
cause we were interested in the range of opinions about
our topics, we conducted different groups until there ap-
peared to be little new information from the participants.
We found that after four different focus groups new com-
ments were limited. The focus group leader attempted to
elicit opinions on all questions from all participants and
encouraged different opinions.

The focus group leader was the principal investigator,
a female physician with a substantial research back-
ground in domestic violence. The focus groups ranged in
size from three to eight participants, and each lasted ap-
proximately 90 minutes. Each participant completed a
short questionnaire with background information prior to
the focus group session. The regular therapists were
present during all the focus group sessions but did not
participate.

Our three major focus group questions were (1) Tell
us about an experience you had with a doctor or health
care physician concerning violence—was it a good or bad
experience and why?, (2) What made it easy or hard for
you to discuss the violence with a doctor or other health
care professional?, and (3) Is there any other information
that you think that doctors should know when treating
women who have experienced violence? The group leader
also included probe questions based on the participant

 

Table 1. A Summary of Studies on Barriers to Physicians’ and 

 

Patients’ Discussion of Abuse

 

Physician barriers

 

22,26

 

Lack of time
Fear of offending the patient by asking about abuse
“Too close for comfort”
Powerless to help or “fix” the problem
Loss of physician control over patient’s decision to leave or 

seek help
Lack of continuity with patient
Lack of education about detection and treatment
Difficulty detecting abuse in patients of high socioeconomic 

status due to identification with the patient
Patient barriers

 

25,28

 

Shame, embarrassment, fear of reaction of others
Denial
Fear or repercussions from abusers
Lack of financial resources to get medical care and/or 

housing without abuser’s support
Fear of police involvement
Fear that family will be separated
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comments to the three major questions; these probes in-
cluded questions about specific physician characteristics,
medical system features (access, confidentiality, insur-
ance issues), medical problems that triggered a physician
visit, and treatment and screening preferences in a pri-
mary care setting.

 

Data Collection and Analysis

 

Audiotapes were transcribed verbatim, and the tran-
scriptions were checked for accuracy by the study leader.
The overall strategy was to have investigators indepen-
dently review the transcript, meet regularly to review and
discuss differences of opinion about transcript fragment
length and other issues, and to develop themes driven by
the participants’ own words and phrases.

Two investigators (JM, RAY) independently reviewed
the transcripts and separated the participants’ state-
ments into fragments with each fragment representing a
discrete thought. They advanced through the transcripts
a section at a time. They regularly met with a third inves-
tigator (DEF) to resolve any differences in fragment length
and content and to develop and revise themes on the ba-
sis of participants’ thoughts and comments. The investi-
gators repeated this process until there was consensus on
all fragment length and content, theme development, and
the grouping of fragments into themes. A fourth investiga-
tor (MWJ) reviewed a portion of the fragments and helped
to revise themes and regroup fragments.

The major themes are illustrated by quotations. We
selected the quotations based on several criteria including
how often comments were made about the particular
theme, intensity of the emotion displayed by participants
about the theme, and the ability of the quotation to pro-
vide new clarity for a theme.

 

RESULTS

 

Twenty-one women participated. Socioeconomic char-
acteristics of the women are listed in Table 2. Most of the
women were single, separated, or divorced, and there was
a diversity of reported family incomes. The participants all
had at least some high school education; many had some
college or graduate school education. The racial breakdown
was representative of Baltimore city with a larger percent-
age of African–American women. There were no Hispanic
women in the groups.

 

Background Questionnaire

 

Results of the background questionnaire are pre-
sented in Table 3. Most of the women had a regular physi-
cian and had had a visit within the year; only approxi-
mately one in three had discussed the abuse with the
physician. Most said that they would answer a written
questionnaire about abuse in a doctor’s office if they felt
that their privacy was protected. One in four had received

medication for depression, anxiety, or sleep problems
associated with the abuse; nearly all the women who took
the medicine stated that it helped.

 

Focus Group Themes

 

In the initial discussion, women described a wide
range of positive and negative health care experiences.
Ninety-eight percent of all the comments from the focus
groups could be classified into three broad categories: (1)
physical or mental problems that started or were exacer-
bated during the abusive relationship, (2) barriers or facili-
tators to disclosure and treatment, and (3) interventions or
office aids that were potentially beneficial or detrimental
(Table 4).

 

Medical Problems Exacerbated by Abuse. 

 

Women de-
scribed many medical and emotional symptoms that be-
gan or worsened with abuse which caused them to seek
medical care. The physical problems included worsening
asthma or hypertension, headaches, eye pain, chest pain,
stomach pains, back problems, vaginal bleeding, massive
weight gain or loss, insomnia, depression, and anxiety.
Though most of the women did not recognize an associa-
tion between abuse and their physical symptoms at the

 

Table 2. Sociodemographic Characteristics

 

of Participants (

 

n

 

 

 

5

 

 21)

 

Characteristic %

 

Educational level
Some high school 43
College or graduate school 57

Race
White 38
African American 62

Marital status
Single, separated, or divorced 81
Married 19

Annual family income

 

,

 

$15,000 43*
$15,000–$30,000 19

 

.

 

$30,000 28
No response 10

*

 

Five of these women were living in a shelter.

 

Table 3. Background Questionnaire of Participants

 

Question Yes, %

 

Have you 

 

seen a regular doctor

 

 in the last year? 86
Did you ever 

 

discuss the abuse with a doctor

 

 or 
clinician? 38

Did you ever have a 

 

doctor ask if you had 
experienced violence

 

? 29
Would you answer “yes” when asked in a 

 

written 
questionnaire about abuse

 

 in a doctor’s office, in a 
private area? 76
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time that they first presented to their physicians, about
one third of the women said that the medical problems
improved when they either left the relationship or talked
with a health professional about the abuse. For example:

 

I had asthma for years, but I noticed that during the
[abusive] time period, I had a really hard time breathing,
and now it’s minimal.

I was always sick. People used to call me a hypochon-
driac because I never told them what was going on.

 

Some of the women did note that the “stress” of the
abuse affected their health adversely. These women would
tell their doctors that they were under stress but would
not specifically identify their abuse as the source of the
stress unless the doctor inquired further or asked di-
rectly. Women noted that they wished their doctors would
probe more. For example:

 

I had some [vaginal] bleeding . . . I tried to explain to the
doctor that I was having a lot of stress, and I was kind of
hoping he would ask more questions.

 

Abillity to Access Medical Care. 

 

The major barrier to
access was the abuser preventing his partner from receiv-
ing medical care. One third stated that an abuser had
specifically prevented them from receiving emergency or
routine medical care or from being alone with a clinician.
For example:

 

My doctor, I could always talk to her, but I didn’t know
that she had been calling my house, sending letters,
making appointments, because my mail was being inter-
vened. The phone calls were being screened.

If you have a husband hovering over a wife, doting on
her . . . there should be signals going off in the doctors’
minds, ‘Maybe we should get this person alone a bit.’

 

Other expected barriers to access were only infre-
quently mentioned. Only a few women noted financial con-
straints or difficulty leaving work to receive health care.
Some women were critical of HMOs because of the lack of
continuity with a regular doctor; however, others men-
tioned that the low copayments in HMOs make medical
care possible for them.

 

Attitudes About Abuse That Affected Disclosure. 

 

Partici-
pants’ feelings about abuse were the most common barri-
ers to disclosure. These feelings included intense shame;
denial that abuse was occurring even when it was severe;
the fear of the reaction of friends, family, or medical pro-
fessionals if the abuse was revealed; fear of the conse-
quences to their children; lack of readiness to change the
relationship with the abuser; and fear of the abuser’s re-
action to disclosure. Some felt they had to be “tough” and
endure the abuse or were too “proud” to discuss the
abuse; others felt “stupid” for not leaving the relationship.

The shame surrounding abuse and the denial that
abuse was occurring were the two most frequent and in-
tense emotions. One woman stated:

 

I think that going to a hospital for domestic violence is
like going to the sexually transmitted disease clinic . . .
you feel like the doctors look at you like you’re dirty or
you weren’t protecting yourself.

 

Interestingly, women of both the highest and lowest
family income groups related inferior social status to
abuse. They did not view themselves as being part of a
low social status, and this perception contributed to their
denial of abuse. For example:

 

He tried to choke me . . . even when I came to the
women’s group here, I still didn’t think I was abused. I
felt like it was someone else’s problem, those people, you
know, downtown.

When I first came here, I thought it would be a group of
low-lifes . . . You know, people that break beer bottles,
scream and argue on Saturday nights.

 

Women feared the negative perceptions of family,
friends, and their physicians if they disclosed the abuse.
They also feared the effect of disclosure on their children,
as exemplified by such statements as:

 

I felt like if I shared it, the doctor would make fun of it

 

and

 

They want to check your children for sexual abuse . . . I
don’t want my children up on nobody’s table at the age
they are with their legs spread.

 

Several women felt that they did not mention the
abuse because they were not at the stage to leave. Some
of the women described a pivotal moment for seeking
help, usually precipitated by fear for their own safety, fear
of losing their children, or fear of killing the abuser:

 

Table 4. Major Themes of Focus Groups Exploring
Abused Women’s Perceptions of and Experiences 

 

with Clinicians and Health Services

 

Medical problems that exacerbated with abuse
Physical
Psychological or “stress”

Ability to access health care
Interference by abusers
Financial considerations

Attitudes about abuse that affected disclosure
Shame
Denial
Fear of reaction of friends or family or medical 

professionals
Fear of consequences to children
Level of readiness to change the abusive relationship
Fear of abuser’s response to disclosure

Clinician characteristics that helped or hindered disclosure
Clinician empathy and communicative style
Clinician gender

Treatment/screening experiences and preferences
Brochure or screening questionnaires
Medications to treat psychological problems associated 

with abuse
Group therapy or individual therapy
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I thought they were just disagreements and didn’t real-
ize what they were building up into . . . when he threat-
ened me “I’m going to take your body out in the woods
where nobody will ever find you.”

I know when I picked up the screwdriver and was ready
to put it through his chest, I knew I had to get out of there
because I was ready to kill him.

 

About one third of the women described fear of either
repercussions from the abuser or losing the abusers’ love
or financial support:

 

I didn’t want them to know what was going on. Then, by
me supposedly loving him so much, I didn’t want to get
him in trouble.

I’ll get beat up more. I mean, God forbid they’re gonna
give him something to be angry about. He’s angry about
nothing.

 

Clinician Characteristics That Helped
or Hindered Disclosure

 

The most frequently mentioned barriers were fear
that the clinician would look down on them or would
blame them for the abuse. The abused women also noted
that many clinicians were uncaring, appeared uncomfort-
able with the topic, were not listening, were too busy or
rushed, or were only interested in money. One said:

 

Sometimes I feel like I should recite a nursery rhyme to
see if they’re listening.

 

Some feared that the doctor would disclose the infor-
mation to other family members; others felt that treat-
ment for abuse was not in the “domain” of a primary care
doctor.

Women consistently mentioned that they were more
inclined to discuss the abuse if they perceived the clini-
cian to be caring, easy to talk to, protective, or if the clini-
cian offered follow-up.

A few women noted that physicians may not be aware
that their actions impact on the abused women’s decision
to disclose. One commented:

 

. . . And just to realize that every chance when they [the
doctors] have a victim in their care, that they strongly af-
fect the person later on. Any little comment that they [the
doctors] make can affect what the victims’ next steps are
with their abuse.

 

The majority of patients felt that physician gender
was not an important clinician characteristics in the deci-
sion to disclose. Those who had a preference were evenly
divided as to whether they preferred a female or male phy-
sician. The following were typical comments:

 

Females are actually more critical than males.

In my experiences, I haven’t had many sensitive men in
my life [and would not feel comfortable talking to a male
doctor] although he was a kind doctor.

Sex [of the doctor] doesn’t matter . . . they’re not the ones
who hurt me.

 

Screening and Treatment

 

Approximately half of the women who commented
stated that brochures and domestic violence posters in an
office helped them talk about their abuse. Though several
women expressed concerns about a loss of confidentiality
and the fact that many people have access to the medical
record, most said that they would answer a questionnaire
about abuse truthfully if administered in a private area.
One said:

 

If I had seen something in his [the doctor’s] office, about
it [abuse], I would have definitely felt more comfortable
bringing it up.

 

One in four women described receiving medication for
depression, anxiety, or sleep disturbances for the emo-
tional problems associated with abuse in the written
questionnaire, and nearly all stated that it helped. How-
ever, in the focus group sessions, many women were criti-
cal of drug therapy for the emotional disturbances associ-
ated with abuse. Many feared addiction to the prescribed
medications. As one woman said:

 

You have to very careful [about taking medication] be-
cause a lot of times if you follow the doctor’s advice, you
can become addicted.

 

Others felt labeled as “crazy” for taking medications.
Some felt “brushed off” when they were given medication
without counseling. One complained:

 

But he [the psychiatrist] did not know me from Adam,
and within 15 minutes he was writing out prescriptions.

 

Some women feared a loss of control or alertness
when taking medications, as exemplified by this woman’s
statement:

 

I’m still living with my husband, and I’m afraid that if I
take any kind of medication, that this man is definitely
going to have control all over again. So I’m scared, I re-
fused to take anything . . . I know if I take any kind of
medication, I won’t be as strong as I am now . . . .

 

All women who commented felt that referral to
women’s groups or to other agencies for help was benefi-
cial. However, the women in our groups consistently de-
scribed negative experiences with psychologists or psychi-
atrists. For example, one woman described a therapist
suggesting that she fought with her husband because she
was suffering from premenstrual syndrome. She stated
that the the therapist said:

 

Better start tracking your [menstrual] cycle . . . you may
find that your fights go with your cycle . . . .

 

DISCUSSION

 

This study of abused women and health experiences
in Baltimore verified some results of former studies and
added some new insights into this difficult-to-research
area. Despite the fact that the majority of these abused
women had regular physicians, only one in three had dis-
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cussed the abuse with her physician; this low rate of dis-
closure has been sited in other studies.

 

2

 

 As noted in prior
studies, the abused women were experiencing a wide vari-
ety of health problems.

 

2–5,7,8,10,11,13,14

 

 In our focus groups,
shame and denial were the most frequent themes men-
tioned as barriers to discussion about abuse; in some
cases the intensity of the shame was so severe that
women feared the reaction of their regular physicians.

The barriers to disclosure of abuse described by these
abused women are remarkably similar to the physician
barriers to discussion described by Sugg and Inui (Table
1).

 

22

 

 Some women noted that physicians lacked the time
to address their problems, but other women noted that
educational brochures, referrals, and brief supportive
comments were helpful. Women in our focus groups also
felt that abuse was related to an inferior social class; this
belief was part of their basis for denying their abuse.
Women noted that the physicians seemed “uncomfort-
able” when the patient admitted she was abused. Some
women affirmed that they chose not to volunteer a history
of abuse if they weren’t at a stage to address the problem,
though others noted that the physician’s counsel caused
them to realize the magnitude of the problem and to seek
help or leave the relationship.

We noted some themes that were different or new
from those described by Rodriguez et al.

 

28

 

 Lack of finan-
cial resources to see a doctor was not mentioned as a sig-
nificant barrier even by most of the women with the low-
est incomes. The most common barrier discussed was the
abuser’s blocking visits or interfering with privacy during
medical appointments. We found reporting abuse to the
police was not a major concern of women in our study,
and only one women reported lying about the cause of her
injuries when directly questioned. These differences in
themes may be due to the difference in ethnic back-
grounds of the women in Rodriguez’s study, which in-
cluded Hispanic and Asian Americans, lack of medical in-
surance coverage in their groups, and the presence of a
mandatory domestic violence reporting law in California
that is not present in Maryland. In addition, though the
groups were similar in the percentage that were single,
separated, or divorced, the California women may have
been in a different stage of readiness to change their abu-
sive relationships or at a different level of perceived threat
from the abuser.

Because of our focus group approach, we were able to
further explore certain themes. For example, even though
women had worsening health with abuse and sought
medical care for their problems, they frequently did not
seem to perceive the link between the two and so did not
volunteer a history of abuse. Some women hinted to their
physicians about a stressful personal problem in the hope
the physicians would “invite” them to give more details;
this “invitational disclosure,” in which the discloser pro-
vides sufficient cues that invite the respondent to notice
and perhaps ask more questions, has been described be-
fore in a small group of patients with stigmatizing condi-

tions.

 

30

 

 Physician gender was not a consistently impor-
tant determinant in the decision to disclose; a supportive,
nonjudgmental clinician attitude was consistently men-
tioned as much more important.

In an effort to understand treatment preferences, we
explored the women’s perceptions of and experiences with
several therapies. We found previously described barriers
to mental health care such as stigma and addiction.

 

29,31

 

The fear of addiction was so great that some women
doubted specific physician reassurances about prescribed
medications. At least one unique fear was described:
women worried that the use of psychotropic medications
might cause decreased alertness leading to slower reac-
tion time in the event of an escalating argument.

Our study has several strengths. We obtained com-
prehensive, in-depth information about participants’
opinions; use of the background questionnaire and the fo-
cus groups was particularly valuable to shed more light
on this complex problem. For example, the background
questionnaire suggested that although practically all
women who received psychotropic medications benefitted
from them, the focus group discussion revealed many
women had concerns about prescription medications. We
sampled a diverse sample of women with different in-
comes and educational backgrounds; all participated ac-
tively in the discussions.

Conversely, focus groups have limited generalizability
because of the small numbers of patients involved. In ad-
dition, the fact that all of the women were in group ther-
apy might introduce a bias in favor of group therapy and
another bias in that these women may be in a different
therapeutic phase because they are receiving help. More
focus group studies or larger quantitative studies need to
be performed to confirm the findings of this study.

This article supports and broadens our understand-
ing of abused women and their perceptions of, and experi-
ences with, clinicians and the health care system. Physi-
cians may be less likely to fear the contents of the
“Pandora’s box” of domestic violence if they have a better
understanding of what’s inside. Many of the barriers to
discussion of abuse could be overcome by a physician’s
understanding of the emotions surrounding abuse and
the unique treatment concerns of abused women.

 

The authors thank the women and the therapists who contrib-
uted to this study. Their cooperation and help was invaluable.
Unfortunately, owing to the confidential nature of this subject,
they regretfully cannot be mentioned by name. The authors
also thank Patricia Ann Coleman for her tremendous help in
preparation of this manuscript.

 

REFERENCES

 

1. Novello AC, Rosenberg M, Saltzmann L, Shosky J. From the Sur-
geon General: a medical response to domestic violence. JAMA.
1992;267:31–2.



 

JGIM

 

Volume 13, August 1998

 

555

 

2. McCauley JM, Kern DE, Kolodner K, et al. The battering syn-
drome: prevalence and clinical characteristics of domestic violence
in primary care internal medicine practices. Ann Intern Med.
1995;123(10):737–46.

3. McCauley J, Kern DE, Kolodner K, et al. Clinical characteristics of
women with a history of childhood abuse: unhealed wounds.
JAMA. 1997;277:1362–8.

4. Plichta S. The effects of women abuse on health care utilization
and health status: a literature review. Women’s Health Issues.
1992;2:154–63.

5. Drossman DA, Leserman J, Nachman G, et al. Sexual and physi-
cal abuse in women with functional or organic gastrointestinal
disorder. Ann Intern Med. 1990;113:828–33.

6. Scarinci IC, McDonald-Haile J, Bradley LA, Richter JE. Altered
pain perception and psychosocial features among women with
gastrointestinal disorders and history of abuse: a preliminary
model. Am J Med. 1994;97:108–18.

7. Walker E, Katon W, Harrop-Griffiths J, Holm L, Russo J,
Hickok LR. Relationship of chronic pelvic pain to psychiatric di-
agnoses and childhood sexual abuse. Am J Phychiatry. 1988;
145:75–80.

8. Jaffe P, Wolfe DA, Wilson S, Zak L. Emotional and physical health
problems of battered women. Can J Psychiatry. 1986;625–9.

9. Briere J, Runtz M. Symptomatology associated with childhood
sexual victimization in a nonclinical adult sample. Child Abuse
Neglect. 1988;12:51–9.

10. Schei B, Bakketeig LS. Gynecological impact and sexual and phys-
ical abuse by spouse: a study of intrafamily conflict and violence:
the conflict tactics (CT) scale. J Marriage Fam. 1979;41:75–88.

11. Felitti VJ. Long-term medical consequences of incest, rape, and
molestation. South Med J. 1991;84:328–31.

12. Bullock L, McFarlane J, Bateman LH, Miller V. The prevalence
and characteristics of battered women in a primary care setting.
Nurse Pract. 1989;14:47–55.

13. Domino JV, Haber JD. Prior physical and sexual abuse in women
with chronic headache: clinical correlates. Headache. 1987;27(6):
310–4.

14. Mullen PE, Romans-Clarkson SE, Walton VA, Herbison GP. Im-
pact of sexual and physical abuse on women’s mental health.
Lancet. 1988;12:51–9.

15. Bergman B, Brismar B. A 5-year follow-up study of 118 battered
women. Am J Public Health. 1991;81:1486–9.

16. Koss MP, Koss PG, Woodruff WJ. Deleterious effects of criminal

victimization on women’s health and medical utilization. Arch In-
tern Med. 1991;151:342–7.

17. Miller TR, Cohen MA, Wiersema B. Victim costs and conse-
quences: a new look. National Institute of Justice Report 1996.
NCJ 155282:1–28.

18. Gin NE, Ruker L, Frayne J, Cygan R, Hubbel FA. Prevalence of do-
mestic violence among patients in three ambulatory care internal
medicine practices. J Gen Intern Med. 1991;6:317–20.

19. Hamberger LK, Saunders DG, Hovey M. Prevalence of domestic
violence in community practice and rate of physician inquiry. Fam
Med. 1992;24:283–7.

20. Rath GD, Jarratt LG, Leonardson G. Rates of domestic violence
against women by male partners. J Am Board Fam Pract. 1989;
2:227–33.

21. Elliot BA, Johnson MM. Domestic violence in a primary care set-
ting. Arch Fam Med. 1995;4:113–9.

22. Sugg NK, Inui T. Primary care physicians’ response to domestic
violence—opening Pandora’s box. JAMA. 1992;267(23):3157–60.

23. Loring MT, Smith RW. Health care barriers and interventions for
battered women. Public Health Rep. 1994;109:328–38.

24. Friedman LS, Samet JH, Roberts MS, Hudlin M, Hans P. Inquiry
about victimization experiences; a survey of patient preferences
and physician practices. Arch Intern Med. 1992;152:1186–90.

25. Plichta SB, Duncan MM, Plichta L. Spouse abuse, patient-physician
communication, and patient satisfaction. Am J Prev Med. 1996;
12:297–303.

26. Ferris LE. Canadian family physicians’ and general practitioners’
perceptions of their effectiveness in identifying and treating wife
abuse. Med Care. 1994;32(12):1163–72.

27. Saunders DG, Kindy P. Predictors of physicians’ response to
woman abuse: the role of gender, background and brief training.
J Gen Intern Med. 1993;8:606–9.

28. Rodriguez MA, Quiroga SS, Bauer HM. Breaking the silence: bat-
tered women’s perspectives on health care. Arch Fam Med. 1996;
5:153–8.

29. Cooper-Patrick L, Powe NR, Jenckes MW, Gonzales JJ, Levine
DM, Ford DE. Identification of patient attitudes and preferences
regarding treatment of depression. J Gen Intern Med. 1997;
12(7):431–8.

30. Limandri BJ. Disclosure of stigmatizing conditions: the discloser’s
perspective. Arch Psychiatr Nurs. 1989;2:69–78.

31. Sussman LK, Robins LN, Earls F. Treatment seeking for depres-
sion by black and white Americans. Soc Sci Med. 1987;24:187–96.

 

ANNOUNCEMENT

 

SGIM Website
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