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ABSTRACT 

 

Domestic violence is a major public health issue that influences all aspects of affected 

women’s lives and has far reaching impacts across all levels of society (Fraser, 2003). 

The impact of domestic violence on women’s health is said to be devastating and is 

believed to result in poor general, reproductive and psychological health (Parker & 

Lee, 2002). There is also evidence that the negative impact on women’s health is long 

term and continues even after the violence has ended.  

 

Women who are subjected to domestic violence seek help from a wide range of 

professionals within health and social care sectors, and evidence suggests that their 

experiences tend to be negative.  

 

This study explored the health issues and healthcare encounters of women who lived 

with domestic violence. The purpose of the research was to seek information about 

the healthcare of women who are subjected to or who have been subjected to domestic 

violence perpetrated by intimate male partners, and to use this information to inform 

healthcare practitioners. A postmodern and feminist lens was applied to the study. The 

framework for the study was interpretive interactionism (Denzin, 2001). Data were 

generated from in-depth interviews undertaken with women who had lived with 

domestic violence and with nurses employed in Emergency Department and 

Community Health settings often accessed by women affected by domestic violence. 

Documents tracing central policy development in relation to health and human 

services’ responses to domestic violence were also examined. Narrative analytic 

techniques were employed to interpret the storied accounts told by women affected by 

violence and nurses.  

 

Findings from the study revealed much information about health and healthcare as it 

is experienced by women affected by domestic violence and by health professionals 

(in this case nurses) who care for them. Healthcare responses to women affected by 

domestic violence are currently enacted under policy that de-genders this form of 

violence and fragments responses to women’s needs. It is clear that biomedical 

discourse is the dominant lens informing health service and health professionals’ 
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practice. Within healthcare settings trajectories for women’s care and treatment are 

apparent that are outcome focussed and embrace therapeutic values of diagnosis, 

treatment and cure. However, this response fails to acknowledge the complexity and 

needs of women affected by domestic violence.  Further the findings demonstrate that 

the approach also has negative impacts on the health and wellbeing of women who 

present for healthcare.  

 

A new lens is provided here, from which to view women’s health issues and through 

which to understand the impact of current healthcare and also through which 

alternative trajectories of care may be proposed. Biographical disruption (Bury 1982) 

is a framework which highlights how, as a result of living with domestic violence, 

women experience significant fracturing of their sense of self and attempt to traverse 

a liminal space in which their personal biographies and identities are shaped not only 

by their experiences of living in violent relationships and their emerging health issues, 

but also by the healthcare service that responds to their issues. There are critical 

points at which health professionals can support women, particularly on presentation.  

 

This study has added to the growing body of knowledge that seeks to inform 

healthcare services and practitioners who practice within these services about the 

needs of women affected by domestic violence. The notion of health as a ‘given’ has 

been challenged and health as a process of disruption, re-evaluation and re-

construction of sense of self has been conceptualised.  
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CHAPTER ONE 

Background 

Introduction 

Domestic violence is a major public health issue that influences all aspects of affected 

women’s lives and has far reaching impacts across all levels of society (Fraser, 2003). 

The impact of domestic violence on women’s health is said to be devastating and is 

believed to result in poor general, reproductive and psychological health (Parker & 

Lee, 2002). Indeed, domestic violence has been cited as the single biggest health risk 

to Australian women (United Nations, 2005). There is also evidence that the negative 

impact on women’s health is long term and continues even after the violence has 

ended (Campbell et al. 2002; Woods, 2000). Women who suffer domestic violence 

may be unable to work because of mental or physical incapacity connecting health 

outcomes, poverty, divorce, unemployment and homelessness for these women and 

their children (Lyon, 2002; Riger, Raja & Camacho, 2002).  

 

Women who are subjected to domestic violence seek help from a wide range of 

professionals within health and social care sectors, and studies show that 

overwhelmingly, their experiences tend to be negative (Gerbert, Abercrombie, 

Caspers, Love & Bronstone, 1999; Humphreys & Thiara, 2003; Mezey, 2001; 

Schroeder & Weber, 1998; Waalen, Goodwin, Spitz, Petersen & Saltzman, 2000). 

Health professionals and women affected by domestic violence believe domestic 

violence is a healthcare issue and that health professionals should be involved with 

identification and health management of women affected by this type of violence 

(Bonhomme & Ratcliffe, 1999; Chang et al., 2005).  

 

As nurses are employed in the largest numbers within healthcare settings they are 

often the first line of contact for women affected by domestic violence (Davis & 

Harsh, 2001; Webster, Stratigos & Grimes, 2001). However, it is difficult to examine 

the nursing response as it appears that nurses rely heavily on other disciplines 

(particularly medicine and social work) to shape their understanding and underpin 

their responses to addressing the health needs of women who experience domestic 
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violence. Health service responses in general, are difficult to detail. Whilst there is a 

plethora of research there has also been a failure to disseminate widely evaluatory 

findings of the initiatives that have been undertaken to address the perceived health 

issues associated with domestic violence. 

 

The purpose of this study was to seek information about the health and healthcare 

issues of women who are subjected to or who have been subjected to domestic 

violence perpetrated by intimate male partners, and to use information gleaned from 

nurses to inform healthcare providers at a broader level. The context of the study is 

Australian, specifically Queensland, however draws on local, national and 

international literature which informs the local response. This chapter provides the 

background to the study. Domestic violence and types of domestic violence are 

defined in the context in which they have been used in this study. An estimation of the 

incidence, prevalence, economic and health costs of domestic violence are presented 

as reported in the literature and an overview of the current deployment of health 

services is discussed. Finally proposed causes of domestic violence are discussed and 

the theoretical influences and assumptions that underpin this study are made explicit.  

 

The information generated from this study allows the reader insight into the lives of 

women who are affected by domestic violence and provides a snapshot of how it 

affects their health. The nature of healthcare encountered by the women is 

illuminated. This is an important aspect to consider when planning responsive 

services to meet their needs. 

 

Defining Domestic Violence 

Violence against women takes place in many contexts – in intimate relationships, by 

unknown perpetrators, at work and in the street by sexual harassment, in the media, 

by pornography and by medical abuses (Gordon, 2000). One of the first difficulties 

encountered by scholars wishing to engage with the literature related to domestic 

violence is the variety of terms used by researchers studying violence against women. 

Commonly used terms are: intimate partner violence, domestic violence, spouse abuse 

and family violence (Laing & Bobic, 2002). It is important to consider the use of such 

terms and their practicalities when researching violence against women as each may 
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be construed as having different meanings by different women and different 

researchers (Women’s Health West, 2003). 

 

In this study the term domestic violence is used, albeit with some hesitation and 

reservation. The term spouse abuse has been avoided as it can be used to denote non-

criminal and more general behaviour than the criminal nature entailed in domestic 

violence by male partners (Harding, 1995). The term family violence has not been 

used as it is seen to detract from the nature of the violence that is the focus for the 

study, as it can incorporate violence against children by parents or indeed, violence by 

children toward parents (Jasinski, 2001). The term domestic violence has been chosen 

as it is a more commonly used term that women are more likely to understand, and 

because it is acknowledged under Australian law that the term refers to violent 

criminal acts committed or threatened to be committed by a heterosexual partner in an 

intimate relationship (Hegarty, Hindmarsh & Gilles, 2000). The commonality of the 

term however strengthens reservations in its use. I am aware of the liberal use of the 

word ‘domestic’ in everyday language, as in ‘it’s just a domestic’ when referring to 

the non violent exchanges inherent in everyday relationships, or the term ‘domestic 

incident’ commonly used by the media. these serve to reinforce the perceived private 

nature of domestic violence (Evans, 2001).  

 

There are numerous definitions of what constitutes domestic violence (Women’s 

Health West, 2003). For this reason it is important to define the context in which the 

term is used. I understand domestic violence and threats to undertake domestically 

violent acts as a violent criminal activity. In using the term four elements of domestic 

violence must be clarified, that underpin the context in which it is used in this study: 

that domestic violence is a criminal act; that the relationship of the perpetrator to the 

survivor is that of an intimate male partner or ex-partner; that it is a female partner or 

ex-partner that is the subject of the violence and that there are varying levels and 

types of violence (Harding, 1995).  

 

There is power inherent in naming women’s experiences of violence, an act that 

typically involves inclusion and exclusion, forming and re-forming names and acts 

and as such, definitions must be used cautiously (MacDonald, 1998). MacDonald 

(1998) argued that defining domestic violence may erect borders that must then be 
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patrolled, that include some and exclude others. However, the challenge here is to 

proceed with an awareness that definitions are socially constructed interpretations that 

may not be shared by others and that the shady areas between different definitions 

should not be dismissed from consideration (MacDonald, 1998). The context in which 

the term is used addresses my broad assumptions about domestic violence as a pattern 

of intimidation, coercive control and oppression used by men over women and that 

whilst physical assault is sometimes used, it is part of a pattern of behaviour that is 

used to consolidate domination and maintain control over female intimate partners or 

ex-partners (Laing & Bobic, 2002; Women’s Health West, 2003). Domestic violence 

includes actual or threatened physical or sexual violence, verbal, psychological, 

emotional, economic or financial abuse and social isolation (Laing & Bobic, 2002). 

 

Types of Domestic Violence 

Domestic violence is a major source of fear, distress, injury and death (Dobash & 

Dobash, 1992). Domestic violence occurs across all strata of Australian society and 

crosses the lines of women’s socio-economic status, age, culture or ethnicity, religion 

or geographic location (Partnerships Against Domestic Violence [PADV], 2004a). 

Whilst the following text differentiates types of violence it should be noted that most 

women suffer more than one type of violence, usually simultaneously and therefore it 

may not be possible to discern the impact each type of violence has on their health. It 

is also important to acknowledge that whilst this thesis focuses on violence 

perpetrated by males toward female partners that domestic violence also extends to 

same sex lesbian relationships (Ponticelli, 1998). 

 

Physical violence generally involves inflicting injury or violence against a woman and 

includes threats by male partners to commit violent acts where there is a reason to 

believe that the threat can be carried out (Crime Prevention Branch Attorney-

General’s Department, 2000). Over 42% of Australian women who have been in a 

previous relationship report an incident of physical violence (Domestic Violence 

Resource Centre [DVRC], 2002). 

 

Sexual violence includes physical assault of a sexual nature, directed toward a woman 

where that woman has not given consent (Crime Prevention Branch Attorney-
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General’s Department, 2000). The victim most commonly knows the perpetrator. In 

1999, Queensland had the highest rate of reported sexual assault in Australia (Crime 

Prevention Branch Attorney-General’s Department, 2000). It has not been established 

if this is due to a higher incidence of domestic violence in Queensland or if there is a 

higher incidence of reporting of domestic violence. 

 

Emotional abuse includes verbal attacks, harassment, isolation of a partner, 

deprivation of physical or economic resources, belittling or extreme possessiveness 

(Alexander, 1993). It is difficult to ascertain how many women are emotionally 

abused as it is the most under-reported form of domestic violence (Bauer, Rodriguez 

& Perez-Stable, 2000). 

 

Estimating Incidence and Prevalence of Domestic Violence 

Epidemiological information is an important element in understanding domestic 

violence by intimate male partners. This type of data ensures that governments and 

communities remain aware of the magnitude of this type of violence and facilitates 

accurate estimates which are needed to direct funding aimed at ensuring appropriate 

levels of services (Mulroney, 2003). Statistics direct responses from policy makers 

and service providers and resulting policy interventions are developed that aim to 

respond to women’s needs (Mulroney, 2003). At present in Australia statistics are 

calculated using several methods: population surveys; undertaking a census of 

women’s use of domestic violence support and accommodation services; calculating 

police and court statistics of reported incidents of domestic violence and applications 

for Intervention Orders; hospital studies of women who disclose violence as a result 

of screening;  survey studies of women attending General Practitioners and who 

identify as having experienced violence as a result of surveys; homicide statistics; 

community attitude surveys and surveys of young people witnessing violence 

(Domestic Violence and Incest Resource Centre [DVIRC], 2002). 

 

Whilst domestic violence by intimate male partners is a major public health issue 

(Fraser, 2003), accurate statistical data regarding incidence and prevalence of 

domestic violence is difficult to collect. This is due to several reasons. First, it is 

believed that around 80% of incidents of domestic violence are not reported 

5 
 



 
 

(Women’s Health West, 2003). This may be due to shame and fear by the woman and 

perceived negative community attitudes (Mulroney, 2003). In addition, women may 

wish to protect their children if threatened or indeed may want to protect their male 

partners. Importantly, male partners are often present when women seek treatment for 

injuries (Harding, 1995). It is estimated that fewer than 20% of women contact 

domestic violence crisis services and approximately 25% contact police services 

(PADV, 1998). However, more than 35% of visits to emergency departments by 

women are thought to be as a result of domestic violence (Guth & Pachter, 2000).  

 

One major Australian study Women’s Safety Australia, conducted by The Australian 

Bureau of Statistics (ABS) (1996), found that only 4.5% of women who were 

physically assaulted had contacted a crisis organisation and 19% had contacted the 

police. A reason that may in part explain women’s reluctance to report domestic 

violence is that as violence predominantly occurs in the privacy of the woman’s home 

there are few witnesses and women tend not to report crime committed by men known 

to them (Carcach & James, 1998; DVIRC, 2002). Additionally, sources that use 

restrictive definitions of violence and that use methodologies that have intrinsically 

defined categories of violence are likely to underestimate the incidence and 

prevalence of violence. For example, one of the most commonly used research 

instruments, the Conflict Tactics Scale (CTS) (Straus, Hamby, Boney-McCoy & 

Sugarman, 1996) does not distinguish between attack and defence in violent incidents 

and fails to include many forms of physical and psychological violence and sexual or 

economic abuse (Mulroney, 2003). The manner in which women are asked about 

domestic violence or the approach used by health professionals when they present at 

healthcare settings may also preclude identification of domestic violence (Battaglia, 

Finley & Liebschutz, 2003). 

 

There have been several Australian studies that have attempted to estimate the 

incidence and prevalence of domestic violence. The largest and most inclusive of 

these studies, the ABS (1996) survey (as described above), identified that 23% of 

women who had ever been married or in a de facto relationship had experienced 

violence and 42% of women had experienced violence in a previous relationship 

(ABS, 1996). Of further concern is that more than half of women experiencing 

violence with their current partner had experienced more than one episode. The ABS 
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(1996) also found that younger women were more at risk of violence with 7.3% of 

women aged 18 – 24 experiencing one or more episodes of domestic violence in the 

past 12 months (compared to 1.2% of women aged 55 and more). More recently a 

survey was undertaken to measure personal safety of Australians. Whilst this was not 

specific to women, the Personal Safety Survey estimated that 17% of Australian 

women had experienced violence perpetrated by a male partner (ABS, 2005). 

 

Other studies depict statistics that are similar to the ABS (1996). Of particular note is 

a study by Horner (2000) who found that 18.9% of women reported having been 

subjected to domestic violence by intimate male partners, with a one-year prevalence 

rate of 7.1%. The figures in this report may be an underestimate as the sample 

consisted of only women who attended the practices unaccompanied by male partners. 

Furthermore, the study used the CTS definition of violence. This study is highly 

concerning as Horner (2000) also surveyed the 15 General Practices that these women 

attended. The medical practitioners estimated that less than 1% of women in their 

practices had been subjected to domestic violence. Horner (2000) further noted that 3 

practices refused to participate, as they believed none of their patients had 

experienced this type of violence. This is concerning when considering the previous 

estimation that more than 35% of visits to emergency departments by women are as a 

result of domestic violence (Guth & Pachter, 2000) and that other studies suggest that 

approximately 25% of women are subjected to domestic violence (Lyon, 2002; 

Mazza, Dennerstein, Garamszegi & Dudley, 2001).  

 

It is important to include lethal outcomes in statistical evidence as to the seriousness 

of domestic violence. It is estimated that more than 25% of murders involve intimate 

partners (Carcach & James, 1998). In almost 77% of cases the victim is female and 

the perpetrator male (Mulroney, 2003). It is interesting that whilst in the USA the rate 

of intimate murders is declining, Australian figures indicate that the number of 

intimate murders remains stable (Carcach & James, 1998). In almost half of these 

cases there was a clear history of preceding violence (Mulroney, 2003). This infers 

that some women may live with domestic violence over a period of time. 

 

At this point it is useful to discuss briefly why it is thought that some women remain 

in abusive relationships, when they are faced with overwhelming harmful outcomes. 
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The majority of women who remain in these relationships do so because they have 

negative self-concepts, nowhere to go and no money (Browne, 1993). Reasons such 

as stigma, fear of losing children or fear of consequences or retribution are also 

important factors (Alexander, 1998). For some women the choice is to stay in a 

violent relationship or to face the prospect of life alone or as a single parent where 

economic disadvantage is well noted (Browne, 1993). Alexander (1998) states that an 

abused woman will leave a violent relationship when she realises that it is not her 

fault but rather the violent nature of the perpetrator. 

Causes of Domestic Violence 

A large body of work has been undertaken in an attempt to understand men’s violent 

behaviour and to identify causes and antecedents of domestic violence. Many and 

diverse proposed causes, factors or antecedents have been cited as reasons why men 

commit acts of domestic violence. Most frequently cited are the roles of cultural 

values and beliefs that influence the organisation of power in the community and the 

power of decision-making in relationships. These are arguably the most important and 

most deeply entrenched factors believed to be responsible for men committing acts of 

domestic violence. This includes the role that gender plays as an antecedent to men 

committing domestic violence (Heise, 1998; Jasinski, 2001). Many studies also 

indicate that unemployment, lower socioeconomic status and social isolation are 

important factors associated with domestic violence (Heise, 1998; Riger & 

Krieglstein, 2000).  

 

 However, I contend that if serious in the quest to improve healthcare responses to 

women affected by domestic violence it is essential to recognise the complexity 

involved in understanding possible causes. Indeed, it is possible to hold 

simultaneously contradictory and competing beliefs that act to enrich each other in 

order to develop a wider, more comprehensive understanding of domestic violence 

(James, Seddon & Brown, 2002). Rather than focus on one specific theory, it is 

suggested here that men who commit violent acts (or threaten to) do so as a result of 

many complex interactions that foster violent behaviour (Hoffman, 2000). This is 

congruent with the belief that there may also be an element of choice in whether to 

commit violent acts and that behaviour is a result of complex factors (James et al., 

2002; Women’s Health West, 2003). Acknowledging this complexity is important in 
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understanding and informing others on the issue of domestic violence (Jasinski, 

2001).  

 

Costs of Domestic Violence 

The costs of domestic violence by intimate male partners are far-reaching. Domestic 

violence not only affects the woman who experiences violence but also has impacts 

and repercussions on her children, family and friends, employer and co-workers and 

on the community as a whole (Carrington & Phillips, 2003).  

 

Whilst the cost in terms of human impact is incalculable (Carrington & Phillips, 

2003), attempts have been made to calculate the costs of violence in terms of tangible, 

intangible and opportunity costs (Laing & Bobic, 2002). Tangible costs include costs 

of crisis accommodation, health, medical and legal services, and income support, the 

costs of which are usually borne by government (Laing & Bobic, 2002). Many 

services do not keep or make available specific costs incurred by responding to, or 

providing services to, women and families affected by violent relationships. However 

it is estimated that housing women in shelter situations and in public housing accounts 

for a considerable portion of the $245.5 million budget allocation to the Supported 

Accommodation Assistance Program (SAAP) (Australian Institute of Health & 

Welfare [AIHW], 2000). Intangible costs refer to pain and suffering of women and 

their children and the impact on the wider community. They also include the flow-on 

effect of women leaving violent relationships, for example replacing household items, 

purchase of school uniforms if children change schools and income lost as a result of 

domestic violence. The intangible costs are usually borne by the woman and are the 

most challenging to calculate (Laing & Bobic, 2002). The annual cost to the 

Australian business sector has been calculated at $1.5 billion, which includes time and 

productivity lost, sick leave and tax paid by business to support women in the 

community (Laing & Bobic, 2002). Opportunity costs to women include loss of 

options or limitation of options due to the circumstances of their lives, for example, 

loss of promotion prospects or quality of life. There have been no studies found that 

include a monetary estimate of this cost alone rather, it has been estimated as a factor 

in intangible costs of domestic violence (Laing & Bobic, 2002). 
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Health costs of domestic violence. 

Recently, The Office for the Status of Women (OSW) commissioned a group of 

economists to calculate the cost of domestic violence to the Australian economy 

(Access Economics, 2004). As a result of this study it was estimated that in 2002 – 03 

that the 408,100 Australian women who lived with domestic violence, cost the 

economy $8.078 billion. Almost half of this sum ($4 billion) accounts for estimated 

costs associated with pain, suffering and premature mortality and health costs. The 

only information available in Queensland that attempts to estimate the health costs of 

domestic violence dates back to 1993. It was estimated that then, in Queensland, 

tangible costs of domestic violence amounted to $556 million per year, with health 

services incurring highest costs. These figures are comparable with other parts of 

Australia and with international studies (Laing & Bobic, 2002). Importantly, most 

studies attempt to quantify pain and suffering in monetary terms. Whilst such studies 

provide important information in terms of dollars and cost to the economy and to the 

health system, they do not reflect the cost to women who live with domestic violence 

which reach far beyond those that can be measured in monetary terms. 

 

Healthcare Use by Women Affected by Domestic Violence 

It is apparent from the above section that women who experience domestic violence 

are costly in terms of healthcare they require. The negative health outcomes related to 

experiencing domestic violence are believed to cause higher usage of the healthcare 

system than general female populations. As stated, the financial cost to the health 

service as a result of domestic violence is enormous. To corroborate this, one study 

has been found that specifically examines the usage of healthcare by women affected 

by domestic violence and attempts to compare this with healthcare usage of women 

who have never suffered domestic violence. In this study, which was conducted in 

five primary care settings in the United States, women who experienced domestic 

violence were estimated to use healthcare services almost twice as often as women 

who did not experience domestic violence and that in terms of dollars they cost the 

health system almost twice the amount that women who did not experience domestic 

violence cost (Ulrich et al., 2003). It should be cautioned that this is likely to be a 

significant underestimation as only women who had a documented incidence of 

domestic violence were included in the study. Further, only women who attended the 
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facilities complaining of pelvic pain or depression were included in the sample 

thereby ignoring the many other reported health consequences of domestic violence. 

In another study Wisner, Gilmer, Saltzman and Zink (1999) found that abused women 

who subscribed to private health plans were notably more expensive in their 

healthcare needs than women who were not abused, particularly in their use of mental 

health services.  

 

There is a rich body of research that highlights the importance of healthcare settings 

as a resource for women affected by domestic violence. In particular, women identify 

general practice and emergency departments as important points of access through 

which to seek help (Hegarty & Bush, 2002; Pakieser, Patricia & Muelleman, 1998). 

Other research identifies the importance of antenatal settings with regard to women’s 

healthcare usage as a result of domestic violence (see for example Webster et al., 

2001). It should be noted that the conclusions of the above research with regard to 

where women access healthcare as a result of domestic violence have not been 

reached by asking women affected by domestic violence, but rather by asking health 

professionals or samples of women who may not be affected by domestic violence. 

Whilst limited, the findings of these studies are useful in highlighting the important 

role that health services play in responding to women affected by domestic violence. 

 

Responses to Domestic Violence: Politics to Service 

As previously stated, domestic violence is a major public health issue that impacts on 

all aspects of the affected woman’s life and has far reaching impacts across all levels 

of society (Fraser, 2003). Implementing effective responses for women subjected to 

domestic violence is said to be a priority of the Australian government (PADV, 

2004b). However, government responses to domestic violence are stretched thinly 

across social, legal and health service departments. Federal and State responses do not 

appear coordinated and local government initiatives, individual government 

department initiatives and non-government organization initiatives add to the 

complexity and challenge of responding effectively to women who experience 

domestic violence. Socio-political influences that underpin responses to domestic 

violence will be discussed in depth in the next chapter. 
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In Queensland, the Department of the Premier and Cabinet (2005) have produced a 

lengthy document entitled ‘Coordinating Efforts to Address Violence Against 

Women’ (CEAVAW) (Department of Premier and Cabinet, 2005). The strategic 

framework and action plan that accompany the document includes a policy statement 

that acknowledges the seriousness of domestic violence and emphasises the 

importance of a coordinated and consistent approach. The document identifies roles 

and responsibilities for the following services: Department of Families, Queensland 

Health, Queensland Police Service, Department of Justice and Attorney-General, 

Legal Aid Queensland, Department of Corrective Services, Education Queensland, 

Department of Housing, Department of Aboriginal and Torres Strait Islander Policy 

and Department of the Premier and Cabinet. The number of services involved 

highlights the complexity and far reaching impacts of domestic violence. However, it 

fails to provide direction for how these services might fulfil their roles or meet their 

responsibilities. Additionally, it fails to map pathways for coordination of services or 

collaboration between services.  

 

Local Initiatives to Address Domestic Violence 

The role and responsibility of Queensland Health in responding to women affected by 

domestic violence is identified within the CEAVAW (2005) strategic framework. It 

states: ‘Queensland Health has the primary responsibility for providing a response to 

sexual assault.’ This is to be achieved through “providing supportive services that 

respond to women affected by sexual assault and domestic violence” (Department of 

Premier and Cabinet, 2005, p. 20). While identifying the primacy of health services in 

responding to affected women the wording is concerning as it emphasises sexual 

assault and may detract from the seriousness of domestic violence that does not 

involve assault of a sexual nature. Further, it does not reflect the complexity of 

domestic violence or the social complexities that permit this behaviour in our society. 

 

Australian health service responses focus on detection of domestic violence within 

healthcare settings. For example, the Queensland government’s health response 

(Queensland Health Domestic Violence Initiative (DVI)) is focussed on opportunistic 

screening of women who present to a range of healthcare settings. The DVI received 

accolades on implementation of the initiative in 1998 and the DVI has served as a 
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benchmark for other States in implementing similar screening programmes 

(Queensland Health, 2001; New South Wales Health Department, 2001). Nurses play 

a key role in implementing this initiative, which is implemented using a standardised 

method of identification of domestic violence. It aims to diagnose domestic violence 

more accurately and respond appropriately to women affected by domestic violence. 

The DVI also aims to raise awareness of domestic violence for Queensland Health 

employees (Queensland Health, 2001).  

 

However, the Queensland DVI has been problematic. Since implementation it has 

suffered with fluctuating screening rates and some facilities and departments have 

ceased screening completely. The reasons cited indicate that many nurses involved in 

implementing screening held negative attitudes about conducting screening, did not 

have time to conduct screening and due to rapid staff turnover were often poorly 

trained in its implementation and follow up resources (Queensland Health, 2001). The 

evaluation of stage II of the DVI had several recommendations aimed at improving 

the response but since this evaluation, in 2001, there have been no further reports 

found that evaluate the DVI or indicate if any of the recommendations have been 

implemented. However, despite a lack of evidence regarding its effectiveness the DVI 

continues to be implemented in some Queensland Health facilities. It must also be 

stressed that the DVI is only in use in some public health facilities and that there is no 

coordinated response to domestic violence within the private healthcare system. 

Again, this is concerning as it may perpetuate the myth that domestic violence occurs 

only in certain social groups and suggests that health professionals fail to detect 

domestic violence (Krantz, Phuong, Larsson, Thuan & Ringsberg, 2005). Despite the 

lack of evaluation other States have launched similar screening campaigns based on 

the Queensland initiative. 

 

Healthcare Providers Responses to Domestic Violence 

Despite the problems suffered with implementation and maintenance of the above 

screening initiatives there is an abundance of literature that suggests that introduction 

of screening and assessment protocols will improve healthcare responses to women 

affected by domestic violence (Walton-Moss & Campbell, 2002). However, proposed 

aims and effectiveness of screening initiatives in terms of whether they improve 
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responses and outcomes for women affected by domestic violence remains 

contentious. Wathen and MacMillan (2003) and Ramsay, Richardson, Carter, 

Davidson and Feder (2002) undertook systematic reviews of interventions aimed at 

preventing domestic violence. Wathen and MacMillan (2003) found that whilst 

screening tools could identify women who might be experiencing domestic violence 

there was a lack of evidence to support their usefulness in terms of improving health 

outcomes. Ramsay et al. (2002) concluded that implementation of screening protocols 

in healthcare settings could not be justified as potential benefits of identification of 

women experiencing domestic violence have not been adequately weighted against 

potential harms that may eventuate from screening. A general observation of 

screening related literature is that many screening and assessment protocols described 

in the literature are author constructed and show little evidence of theoretical 

underpinnings or evaluative data to support the notion that they are valid and reliable 

tools to afford women the best response from health professionals (James-Hanman, 

1998/9; Sampselle, 1991; Walton-Moss & Campbell, 2002).  

 

There is consensus in the literature that health professionals have an important role in 

identifying and responding to women affected by domestic violence. According to 

Canadian data representing samples of nurses, physicians, social workers, 

physiotherapists, occupational therapists and psychologists, the majority of health 

professionals (93%) believe that domestic violence against women by intimate male 

partners is a healthcare issue and that they should be involved with identification and 

health management of women affected by violence (Bonhomme & Ratcliffe, 1999). 

Women concur that health professionals have a role in identification and responding 

to domestic violence (Chang et al., 2005).  

 

The majority of research does not differentiate roles for health professionals who 

encounter women affected by domestic violence and describes a broad response that 

includes nurses, medical practitioners, social workers and other allied health 

professionals that women encounter within the health system. Whilst the study 

undertaken and set out in this dissertation aims to inform the nursing response to 

women affected by domestic violence it is acknowledged here that other health 

professionals have equally important roles and responsibilities in developing and 

coordinating woman-centred healthcare responses. 
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Identifying the Nursing Response to Domestic Violence 

Nurses in particular are believed to play an important role in identifying and 

intervening in domestic violence within the health system (Henderson, 2001). Data 

suggests that over 90% of women (in an antenatal setting) believe that midwives 

should be responsible for screening for domestic violence and 64% cite GPs as the 

primary healthcare workers responsible for screening (compared to 49% social 

workers and 47% hospital doctors) (Webster et al., 2001). It is suggested here that as 

nurses are employed in the largest numbers within healthcare settings and are often 

the first line of contact for women who present for healthcare and who are affected by 

domestic violence, that their health should indeed be of particular interest to the 

nursing profession. Further, nursing is a female dominated occupation that claims to 

embrace a model of health that values individuality and diversity, which suggests that 

nurses may be more perceptive regarding women’s health needs and more motivated 

to implement interventions that are woman-centred and that value individual 

experiences (Davis & Harsh, 2001; Webster et al., 2001). However, it is difficult to 

examine the nursing response as much of the literature examines broad responses by a 

range of health professionals and does not specifically unravel the complexities of 

each response, thereby suggesting that nurses and other health professionals are 

expected to respond in a similar manner. This is contentious and nursing literature is 

quick to counter with a claim that nurses incorporate a more multifaceted 

understanding of health into their practice than their medical colleagues (Schroeder & 

Weber, 1998). It would appear somewhat inappropriate to provide broad, general 

assumptions regarding appropriate responses from the different health professions 

when each views its role in responding to women experiencing domestic violence 

differently, particularly as these assumptions remain largely unscrutinised in research. 

 

Nurses occupy very different positions within the health system than those of other 

healthcare providers (Henderson, 2001). However, it is difficult to outline the nursing 

role within healthcare services that respond to women affected by domestic violence. 

Much of the relevant nursing literature focuses on improving screening rates and 

detection of domestic violence by nurses in emergency department and antenatal 

settings (Davis & Harsh, 2001; Gantt & Bickford, 1999; Krasnoff & Moscati, 2002; 

Krimm & Heinzer, 2002). Whilst this is important, it is only part of an initial response 
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when women encounter the health system. It has not been conclusively shown to 

equate to more responsive services being deployed once violence has been detected 

(Davis & Harsh, 2001; Henderson, 2001). Indeed, it has been suggested that current 

nursing interventions are ineffective, with women stating they receive little support or 

encouragement from nurses when they disclose domestic violence (Henderson, 2001).   

 

Proposed Study 

Nurses play an important role in responding to women affected by domestic violence. 

As stated above, domestic violence has a devastating impact on women’s health and is 

thought to be the single biggest risk to women’s health in Australia. At present current 

approaches are based on responses that are quantitatively informed, that do not 

distinguish between healthcare models used by health service providers, or take into 

account the different professional roles of health service providers. That is, current 

approaches are based on counting health needs by type and symptom and then 

responses are prescribed for particular professions. In turn this fragments responses to 

women affected by domestic violence and may not take into consideration what 

women describe as important. In particular there is inadequate articulation of nursing 

roles within healthcare services. Additionally the complexity and individuality of 

experiencing domestic violence appears to be underrepresented. Effectiveness of 

current approaches in addressing issues associated with domestic violence has not 

been demonstrated as evidenced by an overwhelming body of research that highlights 

women’s negative experiences of healthcare responses when they seek care as a result 

of domestic violence. Therefore, an understanding of women’s health and healthcare 

issues that result from domestic violence, informed by key players in healthcare 

settings, that is women affected by domestic violence and nurses in settings to which 

they most frequently present for care, is a much neglected area of nursing, health and 

women’s research in Australia.  

 

Knowledge generated from listening to women whose health has been affected by 

domestic violence and from nurses who encounter women affected by domestic 

violence in healthcare settings can provide nurses with a woman-centred 

understanding of healthcare and can guide a more responsive nursing service that 

reflects nursing values.  This knowledge may also be transferable to other health 
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professionals who encounter women affected by domestic violence by providing fresh 

insight into a healthcare issue that continues to demand a more responsive health 

service. Further, health policy makers may use this knowledge to re-direct and re-

create current responses to women’s health and to addressing domestic violence by 

focussing on collaborative, women-centred responses. Lastly and of significance, is 

that research informed by key players sustains and compliments the feminist political 

agenda to keep domestic violence on health policy and political agendas.  

 

Overview of the Dissertation 

In the following chapters the reader is guided through the approach taken in this study 

to develop understanding of the health and healthcare issues of the women who took 

part in the study. Context to their healthcare experiences will be highlighted by 

including nurses’ voices in the study. Importantly, women’s experiences will be 

situated centrally in the study. 

 

Chapter Two provides the reader with a critical review of current research and policy 

regarding domestic violence and women’s health and healthcare experiences. This 

situates the study in the quest to develop understanding and inform and develop 

practice.  

 

To bring to the foreground and problematise the health issues and healthcare of 

women who lived with violent relationships interpretive interactionism (Denzin, 

2001) was used as the research framework. In chapter three this approach and the 

methods used to gather, analyse and interpret study data are explained. 

 

Chapter Four presents the study findings. A narrative construction of women’s 

experiences of violence is presented. This is followed by a thematic presentation of 

healthcare encounters from the viewpoint of study participants, that is, affected 

women and nurses. 

 

In Chapter Five the findings from the shared stories of women affected by domestic 

violence and nurses who practice in healthcare settings to which they frequently 

present are discussed. The discussion reconstructs healthcare by providing alternate 
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ways to explain the care trajectories experienced by participants. The discussion re-

contextualises the findings by comparing and contrasting them with available 

literature and situates the findings in personal and broader socio-political and cultural 

contexts.   

 

The final chapter draws together the findings and discussion to offer suggestions for 

future practice in order that more responsive services can be delivered to women 

affected by domestic violence.  
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CHAPTER TWO 

Current Discourse 

 

Introduction 

The purpose of this literature review is twofold. First, it situates the study within the 

socio-political discourse that informs and directs healthcare responses and details the 

available literature on domestic violence, women’s health, women’s health issues and 

healthcare responses. Second, it critiques available discourse, from a feminist 

standpoint, present in literature and research studies that at underpin nursing and 

health professionals’ knowledge regarding health and healthcare services provided for 

women with healthcare needs arising from living with domestic violence. 

 

Socio-political Discourse 

An important influence on healthcare is the socio-political context that underpins 

service responses at a broader level. Health services are guided by policies developed 

by government. Policy is an instrument used by government to direct resources and is 

said to shape the world in which we live (Bridgman & Davis, 2004). An exact 

definition of policy is contentious but there are characteristics that are said to be 

inherent in all policies. First it is intentionally designed to achieve a purpose. Second, 

policy involves decisions and their consequences. Third, policy aims to be dynamic. 

Finally, it should be structured and orderly and political in nature (Bridgman & Davis, 

2004). In health, policies are said to permeate at a number of levels to regulate 

practice and to guide the practice of health professionals (Cheek & Gibson, 1997). 

Policy literature is thus an important discourse to examine with regard to current 

knowledge about domestic violence and healthcare responses to women affected by 

domestic violence. 

 

In Australia several policies and key documents influence and direct responses to 

domestic violence and women’s healthcare over time. Situating and critiquing these 

policies and documents helps to make sense of how women affected by domestic 
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violence and the health professionals who care for them construct, sustain and can, in 

part, help explain the problematic nature of current healthcare responses (Cheek & 

Gibson, 1997). It also provides a context for reading the available research literature. 

 

The background to current socio-political discourse regarding domestic violence in 

Australia has been dominated from the mid 1990’s to 2007 by a Federal Government 

that valued social conservativism (Phillips, 2006). In 1997, a joint national statement 

was made by Heads of Government in Australia that recognised that domestic 

violence was an issue of national importance. Heads of Government affirmed their 

commitment to working with other governments and with business and the 

community to help prevent violence against women in all its forms (Partnerships 

Against Domestic Violence [PADV], 1997).  As a result, the Commonwealth 

Government committed $50 million to a major initiative named Partnerships Against 

Domestic Violence (PADV), which was overseen by the Office for Women (OFW) 

(PADV, 1997).  

 

In 1999 PADV undertook many small pilot projects to identify pathways that women 

embarked upon when experiencing domestic violence and to examine the range of 

groups women accessed outside of the family, when they experienced domestic 

violence. The ensuing report highlighted that women accessed many different services 

as a result of domestic violence, one of which was health services, however it also 

highlighted that mental health services of the time served to further victimise women 

who experienced domestic violence. In concluding, the need for more appropriate 

health services and more interagency collaboration was emphasised (Dimopoulos, 

Baker, Sheridan, Elix & Lambert, 1999). In the same year a report was published by 

PADV that highlighted current perspectives on domestic violence and identified 

priority themes for funding of projects. These included working with children and 

young people to break the cycle of violence, working with adults to break patterns of 

violence, working with victims and violent men and educating the community, 

identifying information and best practice, helping people in rural communities and 

protection of the law (PADV, 1999). It is significant that whilst in this document there 

is discussion of the severity of the impact of domestic violence on women’s health it 

is not a priority theme for PADV project funding. Instead the discourse was mainly 

future focussed in identifying women affected by domestic violence through 
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screening measures and initiating measures aimed at preventing the occurrence of 

domestic violence. Whilst this discourse is important it fails to address the issues that 

were established surrounding mental health service responses and responses to 

women already affected by domestic violence who were in need of healthcare. 

 

In the evaluation of Phase I of the PADV strategy many women reported that medical 

professionals resisted confronting or addressing the issue of domestic violence and 

that they were treated with medication for anxiety or depression because of their 

presenting symptoms. Further evidence from the report suggests that health 

professionals did not understand domestic violence and did not make effective 

referrals to other support services. The evaluation highlighted the need for education 

and training of health professionals in how to respond to women affected by domestic 

violence (Bagshaw, Chung, Counch, Lilburn, & Wadham, 2000). However responses 

were aimed at identification of and counting of episodes of domestic violence. Of 

concern is that on the OFW website (which now controls PADV publications) there 

were (and remain) many publications available regarding the varied initiatives that 

were funded by PADV. None of the publications concerned women’s health as a 

result of domestic violence. Indeed only one publication was targeted at health 

professionals. This was in the form of a resource kit to identify family violence for 

General Practitioners in Melbourne. This indicates that despite mounting evidence 

that current responses were problematic, initiatives that were rolled out did not 

address these issues. Instead measures implemented embraced the dominant discourse 

of identification, counting numbers and initiating preventive measures. That is, 

despite the limitations, previously described, of screening initiatives that count the 

prevalence of women affected by domestic violence this form of initiative 

predominates. Also, whilst measures taken to prevent the occurrence of domestic 

violence are important they do not meet the needs of women who are currently 

experiencing domestic violence.  

 

Phase Two of the PADV (PADV II) strategy was released in 2001 with severely 

diminished funding. Phillips (2006) claims that a substantial amount of PADV 

funding ($10.1 million) was transferred to fund the government’s ‘National Security 

Public Information Campaign’. PADV II (2001) claimed to work towards nine 

objectives within an overall goal of a whole-of-government approach to reduce and 
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prevent domestic violence in Australia, and across three outcome areas. The emphasis 

of Phase II was on domestic violence as family violence. This is concerning as family 

is regarded as a private place and it shifts responsibility for committing domestic 

violence from men who commit the violent acts to a concept of family dysfunction 

(Phillips, 2006). PADV II hoped to achieve outcomes by focussing on capacity-

building and improving responses to domestic violence and favoured ‘a perpetrator 

approach’, with funding prioritised to indigenous family violence and perpetrators. 

Whilst several small pilot projects were funded much of the funding for PADV II 

went to consultants (Phillips, 2006).  

 

It was identified at the start of Chapter One that the impact of domestic violence on 

women’s health is devastating (Parker & Lee, 2002) and that the negative impact on 

their health is long term (Campbell et al. 2002; Woods, 2000). However, the impacts 

of domestic violence on women or on women’s health were not noted as priorities 

despite acknowledgement in Phase I of PADV that domestic violence was 

predominantly a women’s issue that had a large impact on women’s health and that 

services focussed on appropriate healthcare responses were lacking. In PADV II the 

three outcomes areas were: safe communities, coordinated and collaborative service 

delivery and commitment to evidence-based approaches (PADV, 2002). Objective 

four of phase two is significant as its stated aim was to achieve a “whole of 

government response through relevant policy and programme changes in the areas of 

health, legal, justice, housing and education” (PADV, 2002, p. 24). 

 

In the Phase II evaluation report regarding achievements under objectives set forward 

at the commencement of PADV II, objective four warrants some discussion. From the 

initiatives funded, one of the most significant findings was the need for a more 

coordinated approach at all levels of service delivery and policy development. The 

specific examples of achieving a whole of government approach were focussed on the 

areas of criminal justice and community. The States and Territory cited as having 

achieved in these objectives were: NSW, ACT, Tasmania and Victoria.  Queensland 

was not reported (PADV, 2004b).  

 

There is considerable confusion in the above responses and it can be seen that efforts 

at the socio-political level to address domestic violence have been uncoordinated and 
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fragmented. Issues that have been raised in Phase I of PADV have not been 

addressed, yet have not been carried forward into Phase II of PADV. Instead a new 

agenda was set, one in which women have not been the central focus. During Phase II 

of PADV no publications were released (apart from the above review) and there were 

no ministerial announcements or speeches since the inception of PADV until mid 

2003 (Phillips, 2006). 

 

One research project that was funded by PADV II claimed to examine best practice 

for integrated approaches across the continuum of domestic violence responses to 

women, outside the criminal justice system (PADV, 2003).  The research project 

attempted to investigate how to implement an integrated response to women affected 

by domestic violence across services. Whilst the research attempted to find ways to 

integrate services it used a process of categorisation of service responses. I argue that 

rather than integrate services this process served to further fragment services and 

embraced a discourse of  hegemony and control as women’s needs were sorted and 

prioritised by ‘experts’. Services were categorised as core domestic violence 

specialists, core generalists and relevant generalists. This is problematic as it may lead 

to valuing of one service over another, particularly across services with competing 

philosophical stances. Additionally, leadership may be claimed by services that 

traditionally sit higher within a social hierarchy of services, and are considered more 

powerful, for example law and medicine. These services then compete with ‘lower 

order’ services such as welfare or housing which tend to attract less political interest. 

Further this leads to the potential response of individuals or agencies as one that does 

not value their own position and abdicates responsibility to other ‘more important’ 

services. Potentially, responding to women affected by domestic violence may be 

viewed as not ‘core business’ by some services. Thus despite claims to address 

women’s needs, the converse may occur as women’s needs are pushed to the outer 

and they are marginalised, lost in the language and discourse of policy.  

 

This research focussed on early intervention, early referral, crisis response, first 

response and medium – long term support for women. Women’s health services are 

featured in each of these categories as a core domestic violence specialist service and 

health professionals were also noted as important as core generalists and in relevant 

generalist responses. However health professionals were not reported as having a role 
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in early intervention with women affected by domestic violence and the context of 

their response is not described. This is in contrast with elements of good practice 

described in PADV II (2001).  

 

I argue that whilst it is important to attend the ‘here and now’ of women’s health that 

above approaches do little to ensure ongoing or appropriate care once disclosure of 

violence is made. Further it reinforces the notion that the role of health professionals 

is to identify and count women affected by domestic violence and does little to 

develop a context for caring practices. Of further concern was that when roles of core 

generalists and relevant specialists were discussed, nurses were excluded. Instead, the 

focus was on general practitioners, paramedics and the general headings of ‘mental 

health services’ and ‘drug and alcohol services’. This situates women’s needs within 

the medical discourse of diagnosis and illness. It could be assumed that nurses may be 

included under the mentioned genre of ‘service providers’ within mental health 

services and drug and alcohol services. However, this discourse reinforces a 

perception that responding to women affected by domestic violence is not the ‘core 

business’ of some health professionals and affords ownership of women’s healthcare 

to others. The report did identify that approaches used by service providers that 

indicated to women that they were believed and which offered responsive and 

appropriate support were important principles of good practice. However, it is still 

widely recognised that when women affected by domestic violence encounter 

healthcare providers responses based on these principles are lacking (Humphreys & 

Thiara, 2003; Mezey, 2001; Schroeder & Weber, 1998).  

 

Phase II of PADV recommended that good practice be encouraged by including 

education and awareness-raising, development of collaborative arrangements and 

integrated responses led by committed bureaucrats. The report also called for 

flexibility and diversity in responses (PADV, 2004b). In response to the PADV I 

finding that confirmed the importance of education, training and support particularly 

for health service staff, PADV II did not report on any initiatives to address this. 

Instead, it continued to recommend that this be undertaken. One element of good 

practice identified education and training and the development of screening tools for 

use by health professionals as important to allow identification and appropriate 

responses to women affected by domestic violence. However it is problematic to 
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suggest that screening tools will lead to more appropriate responses as their purpose is 

to identify the presence of domestic violence. In concluding phase II of PADV it was 

evident that despite some success in achieving its stated objectives, none had been 

fully achieved and it was recommended that PADV phase III be implemented 

(PADV, 2004).  

 

Following completion of PADV phase II in 2004, PADV was no longer funded and 

was incorporated into the agenda of the OFW (2006). Domestic violence is now part 

of government’s Women’s Safety Agenda – Elimination of Violence which serves to 

address four broad themes – prevention, health, justice and services. Implementing 

services based on these themes aims to decrease the effects of domestic violence and 

sexual assault upon the community by building on PADV achievements and the 

National Initiative to Combat Sexual Assault (OFW, 2006). However, I contend that 

failing to proceed with PADV III normalised a discourse of incompletion at 

government level, where previously set objectives are framed but inaction is sustained 

at policy and bureaucracy levels. How this inaction impacts on women who seek help 

as a result of domestic violence and on professionals who aim to respond to women 

affected by domestic violence, is yet to be established. Additionally, a cycle of review 

and inaction fails to offer clear direction or make explicit government assumptions 

regarding intended responses to domestic violence. 

 

In current policy the OFW sets out to achieve the above goals by: 

 Re-running the ‘successful’ national “Violence Against Women. Australia 

says No” campaign. This is a multimedia campaign that aimed to build on 

community awareness of domestic violence and sexual assault. It claimed to 

offer practical assistance through a 24-hour help line. It should be noted that 

whilst the campaign claims to have been ‘successful’ it is not clear its success 

was measured or how success was indicated. Indeed, the campaign was 

hampered by delays and attracted criticism for wasting money on setting up a 

new helpline that utilised inexperienced and poorly trained staff, rather than 

using existing services. Further criticisms were that the accompanying booklet 

was de-gendered (apart from the title) and that the campaign lacked a 

theoretical framework (Phillips, 2006). 
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 Continuing funding of the Australian Domestic and Family Violence 

Clearinghouse and the Australian Centre for the Study of Sexual Assault. 

These agencies serve as national resource centres and central points for 

collection and dissemination of policy, practice and research. 

 Conducting research projects on domestic violence and sexual assault to 

enhance previously developed research and good practice. 

 Training practice nurses in regional and rural areas to assist them to identify 

and respond to domestic violence.  

 Training the criminal justice sector on sexual assault 

 Dedicated resource at the Australian Institute of Criminology to continue 

research into sexual assault. 

 Funding Mensline services to provide counsellors and develop training and 

resource materials. 

 

The strategies listed above continue to reiterate the discourse of policy and inaction 

and the campaign has now lost momentum as there has been no attempt by 

government to keep domestic violence on its agenda (Phillips, 2006). Further, the 

rhetorical doctrine of good practice has not clearly been established and is given over 

to the hands of experts. The role that experts play in responding to women affected by 

domestic violence is important in terms of advocacy and political lobbying (Shipway, 

2004) however, it is also important that women affected by domestic violence offer 

direction about what can be considered good practice. The current discourse values 

more of the same, or extension of previous efforts and collection points for 

information to address domestic violence and as a result women’s needs remain at the 

periphery. Women continue to cite negative experiences when seeking help. A fresh 

lens from which to examine women’s needs that result from domestic violence is 

required which requires women’s voices central in order to challenge the current 

discourse of policy that favours experts over experience.  

 

The Queensland Response to Domestic Violence 

Following critique of Federal responses to women affected by domestic violence I 

undertook to locate and examine key documents that have influenced and directed the 

Queensland government response to women. This was of particular importance as the 
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research has been based in Queensland and the sample of women and nurses who took 

part in interviews were Queensland residents, the nurses employed in the Queensland 

State healthcare system. 

 

The Queensland Government response to domestic violence is difficult to track and 

many documents that had been cited in the literature were not able to be located. The 

documents located and critiqued were: the Queensland Government Policy and Action 

Plan on Domestic and Family Violence: 2001 – 2003: Safe Families – Safer 

Communities (Department of Families, 2001); Coordinating Efforts to Address 

Violence Against Women (CEAVAW) (Department of the Premier and Cabinet, 

2002); the CEAVAW Strategic Framework and Action Plan 2002 – 2005 (Department 

of the Premier and Cabinet, 2003a); Women in the Smart State Directions Statement 

2003 – 2008 (Department of the Premier and Cabinet, 2003b) and Smart State: Health 

2020 Directions Statement (Queensland Health, 2002).  

 

The documents selected identified how domestic violence emerged as an important 

political issue following Federal directives. The Queensland Government Policy and 

Action Plan on Domestic and Family Violence: 2001 – 2003: Safe Families – Safer 

Communities articulated the State Government response to domestic violence. This 

document provided information about the underpinnings and principles of the 

government response and culminated with a framework for action. The plan 

highlighted three outcome areas: reducing the incidence and impact of domestic and 

family violence; preventing domestic violence; and providing coordinated quality 

services (Department of Families, 2001).  

 

Whilst the importance of delivering ‘coordinated quality services’ indicated  that State 

policy makers recognised that women had needs that were already present, a clear 

problem with the Queensland response to domestic violence has been that it has failed 

to recognise domestic violence as an issue of gender and of power and control over 

women. From inception of its policy the issues were introduced and constructed as 

issues in which the government recognised “the right of Queenslanders to live in safe 

and supportive communities that are free from violence and harm, and where 

individuals have access to local support, information and practical help.” (Department 

of Families, 2001, p. 1). The title of the policy Safe Families – Safer Communities 
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suggests that violence is a family issue in which the violence had equal effects on 

individual members of the family. It is suggested that political blurring of this 

gendered issue has led to multiple realities regarding domestic violence. Indeed, the 

result has been a response that aims to address a loosely constructed issue in which 

agencies have no clear direction and struggle to define the issue and compose a 

suitable response. The loosely defined definition of domestic violence suggests that 

domestic violence is an issue that can be remedied by experts and addressing the issue 

requires expert approval and guidance. Failure to adequately define domestic violence 

has led to broad scale initiatives that government have claimed to be comprehensive 

innovations. Many of these initiatives have been non-specific and indeed, sometimes 

with competing objectives. For example, under Outcome One (reducing incidence and 

impact of domestic and family violence) one of the strategies has been to “develop 

new models and support existing models of service delivery that are client focussed.” 

(Department of Families, 2001, p. 10). Models of current service delivery have not 

been defined nor suggestions for new models identified. Further, the broad scale 

strategies have rendered the issue of domestic violence malleable to multiple agendas 

of key players who have differing definitions. The policy covered a multitude of 

politically ambitious facets regarding domestic violence and did not give clear 

direction to any of the agencies involved, this has resulted in ad hoc decision-making 

and de facto policy, and re-conceptualisation of responses as routine, day-to-day 

actions carried out by professionals involved in responding to women affected by 

domestic violence. Thus the discourse of dominance and control over women’s needs 

as a result of domestic violence has been afforded to policy makers and bureaucrats 

and fails to consider what women identify as important or address the contexts of 

practice that enact responses. 

 

Following on, the Report of the CEAVAW Project: Coordinating Efforts to Address 

Violence Against Women (Department of Premier and Cabinet, 2002) clearly 

articulated that domestic violence was a problem that primarily affected women, was 

an abuse of fundamental human rights and an act for which the perpetrator must take 

responsibility. This is important language to consider as it focuses women’s needs as 

human rights needs. CEAVAW was a major initiative undertaken by the Queensland 

Government which involved collaboration with eleven key government departments, 

including Queensland Health. The main objectives of this project were said to aim to 
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promote coordination of services and activities, identify gaps and duplications of 

services and to develop strategies and make recommendations to enhance responses to 

women affected by domestic violence. The report produced the CEAVAW strategic 

framework and action plan 2002 – 2005 (Department of Premier and Cabinet, 2002).  

 

It has been noted by the CEAVAW (2002) that current responses to women affected 

by domestic violence were fragmented. In its policy statement it recognised that 

domestic violence was a major barrier to women achieving social, economic and 

political equality and that domestic violence has a major impact of women’s health 

and well-being. Also in the policy statement the seriousness of the issue was 

acknowledged and a whole of government response called for. 

 

The CEAVAW Strategic Framework and Action Plan 2002 – 2005 was released in 

2002. In this Action Plan there were four objectives: 

 To work in an integrated way to reduce gaps and duplication in information 

provision. This objective has four strategies, all of which included Queensland 

Health. 

 To enhance pathways for women between Government services. This 

objective has seven strategies, all of which included Queensland Health. 

 To enhance coordination of legal and court assistance. This objective has two 

strategies, one of which included Queensland Health. 

 To have a coordinated approach to planning and policy development. This 

objective has six strategies, all of which included Queensland Health. 

(CEAVAW, 2002) 

 

It is not possible to evaluate if the objectives were met as the CEAVAW Strategic 

Framework and Action Plan was a time limited framework which was completed in 

2005 and prior to evaluation was superseded by Women in the Smart State Directions 

Statement 2003 – 2008. Responding to domestic violence was addressed in Goal 4 - 

Enhancing Women's Safety (C. D’Aquino, Personal Communication, February 21, 

2007). Whilst the document recognised the issue of women’s health as a result of 

domestic violence the associated discourse did not clarify how innovative measures to 
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respond to women could be produced and maintained the rhetoric of Government and 

policy makers that claimed to lead the way forward but that ultimately led to inaction. 

 

The Women in the Smart State Directions Statement 2003 – 2008 was said to respond 

to key issues raised by Queenslanders to Government. Government responded by 

voicing commitment to improving women’s quality of life and opportunities in 

Queensland (Department of Premier and Cabinet, 2003). The Directions Statement 

was to be overseen by the Queensland Government’s OFW.  

 

Within Women in the Smart State it was acknowledged that violence against women 

was a significant problem and that Government had an important role in supporting 

women to feel safe in the community and to engage in community life. The plan 

under Women in the Smart State articulated five goals in which women featured in the 

discourse: 

 

 Improving women’s health and well-being by improving services to women in 

areas of high risk or need and by promoting positive images of women and of 

lifestyle choices. 

 Promoting opportunities to help women balance their work, family and 

lifestyle by providing information and services, and by valuing the role of the 

carer. 

 Improving women’s capacity to achieve economic security by supporting 

women through education initiatives, financial security and business. 

 Enhancing women’s safety by implementing strategies to reduce violence 

against women and helping women to feel safe and supported in homes and 

communities and by improving transport services. 

 Increasing women’s participation in leadership, decision-making and 

community-building by addressing issues of under-representation and 

improving opportunities. 

(Department of Premier and Cabinet, 2003. p. 12) 

 

To address these goals, the Queensland OFW, who oversee the Directions Statement 

has included in their strategic priorities a public education campaign aimed at 
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preventing violence against women (Department of Premier and Cabinet, 2003). This 

campaign was said to expand on a whole-of-government public education campaign 

that would include high profile sportsmen to raise awareness that violence against 

women is unacceptable and include distribution of information and advice about the 

negative effects of violence against women (Department of Premier and Cabinet, 

2003). Although the campaign is said to be ongoing I am unaware of any public 

education campaign by the Queensland Government that is aimed at reducing, 

preventing or responding to violence against women or domestic violence. 

 

It has been claimed by Queensland Government that the Women in the Smart State 

(Department of Premier and Cabinet, 2003), complements the, Smart State: Health 

2020 Directions Statement (Queensland Health, 2002). However, within the Smart 

State: Health 2020 Directions Statement domestic violence has not been cited as a 

health issue to be targeted in order to offer significant health improvement 

opportunities to women. Indeed, women’s health has not been referred to specifically 

within the Smart State: Health 2020 Directions Statement as an issue (Queensland 

Health, 2002).  

 

The socio-political discourse above highlights the incongruence of policy that states it 

will deliver but that fails to follow through. The top down approach of Government 

initiatives is problematic in that it fails to prevail through other levels of bureaucracy 

and policy that compete for representation and funding in political agendas that 

respond to ‘who shouts loudest for longest’. In so doing the needs of women are lost 

in the focus of doctrine and direction. Women’s experiences are ignored and their 

needs handed over to bureaucrats to rationalise into the language of policy. The 

building of and succession of policy has been slow partly due to inaction that is 

exacerbated by lack of clear or achievable goals and perpetuated by lack of evaluation 

of projects that have been undertaken.  

 

Current policy discourse has no identifiable framework on which to base its 

objectives. It does not hold women as central to its processes to inform policy. 

Current discourse reflects the language of policy but does not contextualise the needs 

of women or the caring practices of service providers who work at grass roots level to 

meet women’s needs. When alluding to women’s health needs that result from 

31 
 



 
 

domestic violence there is no reference to women’s experiences or understandings. 

Further there is no evidence that discourse associated with socio-political factors 

places value in the experiences of the stakeholders involved in healthcare encounters 

that result from domestic violence, with regard to what their needs might be.  

 

I have highlighted the socio-political discourse that guides and influences responses to 

domestic violence, and in particular to women’s health issues that result from living 

with violence. The next step in this chapter is to unravel how this discourse permeates 

to frame understandings about women’s health issues and needs as a result of 

domestic violence and examine responses to women who seek healthcare. To achieve 

this,   I move now to the literature that constructs current knowledge.  

 

Health and Domestic Violence 

I have argued in the previous chapter the significant and complex health issues 

associated with domestic violence. I have also suggested that frameworks based on 

data related to incidence and prevalence of domestic violence and associated women’s 

health factors fall short. Indeed, even the way health is defined in current literature is 

problematic.  

 

Health as a concept has been defined in many ways and requires some consideration. 

Whilst the World Health Organisation’s (1986) (WHO) definition that encompasses 

health as a dynamic concept which involves interface at physical, psychological and 

social levels predominates in global health literature, it remains contested within 

medically oriented healthcare discourse where health as a concept alludes to Cartesian 

notions of mind versus body and dualism of health and illness. Saracci (1997), a 

medical epidemiologist, argued that for the WHO to situate health with happiness was 

problematic and ambiguous claiming that health was “a condition of well being free 

of disease or infirmity and a basic and universal human right." (p.1126). 

 

As can be seen above the concept of health is contentious. The main problem with 

reviewing the literature regarding health and domestic violence is that whilst domestic 

violence as a concept is defined, it is not clear how health has been defined or 

contextualised. This suggests that current research regarding domestic violence and 
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women’s health may be limited in its usefulness, as researchers, informed by different 

theoretical standpoints fail to make clear how they have conceived the concept of 

health as it relates to women affected by domestic violence. As evidenced by the 

above definitions there is a difference between the dynamic concept of health 

proposed by the WHO (1986) and the medically oriented definition (Saracci, 1997) in 

which health is a concrete concept that is transferable across individuals and groups, 

with little thought about meaning or context. Importantly, as assumptions are not 

made clear it inevitably affects what is asked or what is perceived as answered in 

current research. This is a common theme across the scholarly literature regarding 

health and domestic violence. Three examples of such studies have been selected as 

examples. The first example, a study by Roberts, Lawrence, Williams and Raphael 

(1998) sought to evaluate women’s mental health using various measurement scales. 

In this study it was clear how domestic violence had been defined but it was not clear 

how mental health had been defined.  The second example, a study by Coker, Smith, 

Bethea, King and McKeown (2000) which from an epidemiological perspective, 

sought to establish relationships between women’s physical health and psychological 

domestic violence, also made clear how domestic violence was defined. However, 

health was not defined and physical health outcomes were established by counting 

presenting medical diagnoses.  The third study by Campbell et al., (2002) reviewed 

previous research on the health consequences of domestic violence, but, did not define 

health prospectively rather health was defined by default; the findings were presented 

in terms of physical and mental health effects. 

 

Measurement of health features strongly in the literature (see for example Plichta & 

Falik, 2001). In measurement studies ‘health status’ is a popular term applied to 

women’s health. Physical health status is measurable by variables such as self rating, 

or current diagnosis of a chronic condition. Mental health is also measurable, 

incorporating variables such as diagnosis by a doctor of a depressive illness or anxiety 

disorder, scoring highly on scales that measure depression or self identification of 

drug use for depression or anxiety.  

 

Other measures of health have included use and abuse of drugs and alcohol by women 

affected by domestic violence. However, it is disturbing that, without identifying what 

health means for women affected by domestic violence, studies align women’s mental 
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health with substance dependence (Tolman & Rosen, 2001) and in particular with 

alcohol abuse (Weinshemier, Schermer, Malcoe, Balduf & Bloomfield, 2005).  

 

Current knowledge is informed by assumptions that observable or diagnosable illness 

outcomes define ways women’s health is affected as a result of living with domestic 

violence.  Whilst studies that measure women’s health offer valuable information 

about the symptoms suffered by women affected by domestic violence and are useful 

in developing medical treatment responses, it is suggested here that measuring ill-

health affords a restrictive construction of health and negates the possible social 

connections between women’s health as a result of domestic violence and poverty, 

divorce and unemployment. This is concerning, in that women who suffer domestic 

violence may be unable to work because of the impacts of domestic violence. This in 

turn may affect their ability to find stable housing if they leave a violent relationship 

and may also impact on any custody arrangements for children (Lyon, 2002; Riger et 

al., 2002).  

 

When undertaking this research I did not set out to define health or to align myself 

with one particular definition. However it is important to make clear the lens with 

which health has been viewed whilst conducting this research. In this study health is 

not a concrete concept. It is not necessarily a definable concept but is related to the 

individuality of experience, life and being in the world. I do not set out to construct a 

definition of what health means for the participants in the research but instead 

embrace a multitude of beliefs and experiences. I argue that contested views of health 

are part of the problem and provide a distraction. 

 

Reading the literature has sensitised my view because of the poorly defined and 

normative lens that has been applied specifically or by default to many of the 

available studies. Whilst the idea that the concept of health is a “given” is 

troublesome for me I bear in mind that the aim of the chapter is to deconstruct current 

knowledge of women’s health and health issues related to domestic violence. The 

chapter is set out then in a manner that reflects current constructions of health and 

health issues for women. That is, in terms of physical and psychological health issues. 

This is useful to my argument that, at present, health for women is studied from a 
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medically informed, Cartesian perspective where the effects of violence present in 

ailments of the body, the mind or both but as separate ailments. 

 

Health Impacts of Domestic Violence 

Domestic violence is said to pose the biggest health threat to Australian women (UN, 

2005). The impact of domestic violence on women’s health is devastating and results 

in poor general, reproductive and psychological health that is long term and continues 

after the violence has ended (Campbell et al. 2002; Parker & Lee, 2002; Woods, 

2000). Several studies describe health effects that extend beyond acute injuries and 

describe these as causing the most significant adverse health outcomes for women 

who live with domestic violence (Mazza, Dennerstein & Ryan, 1996). Within the 

literature health impacts are most often reported in terms of physical health issues and 

/ or psychological health issues. 

 

Reporting Women’s Physical Health Issues 

Many studies have been conducted which evidence the significant and numerous 

physical health issues of women affected by domestic violence. These issues have 

been found to be related to the frequency and severity of the violence (Balci & 

Ayranci, 2005; Fraser, 2003; Sutherland, Bybee & Sullivan, 2002). Frequently cited 

physical problems include injuries to the face, head, neck and torso (torso, particularly 

during pregnancy). These physical injuries may result in headache, backache, fainting 

or seizures (Campbell et al., 2002; Fraser, 2003; Hegarty et al., 2000; Sutherland et 

al., 2002). Other significant adverse health problems are increased frequency in viral 

illnesses and cardiac problems such as chest pain and hypertension and chronic 

illnesses such as irritable bowel syndrome and chronic abdominal pain (Campbell et 

al., 2002; Horner, 2000; Mazza et al. 1996; McCauley et al., 1995; Plichta & Falik, 

2001; Porcerelli et al., 2003).  

 

Women who suffer domestic violence are more likely to acquire sexually transmitted 

diseases and infections and are more likely to suffer vaginal bleeding, urinary tract 

infections, pelvic pain and be diagnosed with uterine fibroids and cervical neoplasia 

(Campbell & Soeken, 1999; Campbell et al. 2002; Fraser, 2003; Hegarty et al., 2000; 
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Mazza et al., 1996; McCauley et al., 1995; Porcerelli et al., 2003). Also noted in the 

literature are trauma injuries including sprains, fractures, burns, concussions and 

injuries requiring surgery such as splenic and liver trauma (Browne, 1993; Campbell 

et al., 2002; Fraser, 2003; Roberts, Lawrence, O’Toole & Raphael, 1997). McCauley 

et al. (1995) identify the following symptoms as being prevalent in women subjected 

to domestic violence: loss of appetite, vaginal discharge, eating binges or self-induced 

vomiting, diarrhoea, pain in the pelvic or genital area, abdominal or stomach pain, 

breast pain, difficulty in passing urine, problems with sleeping, shortness of breath 

and constipation. Notably, women who endure domestic violence are more likely to 

miscarry a pregnancy, suffer unwanted pregnancy and antepartum haemorrhage and 

give birth to low birth weight infants (Browne, 1993; Hegarty et al., 2000).  

 

These findings highlight the seriousness of the physical sequelae of domestic violence 

and may give some indication of the resources required to treat women’s physical 

symptoms and diagnoses. It is not surprising that research has found that more than 

35% of visits to emergency departments by women are as a result of domestic 

violence (Guth & Pachter, 2000). This estimation should be treated with caution as 

the data has been extracted from women’s medical records and assumes that health 

records have been accurately documented by personnel providing care.  

 

Many of the above studies use survey as their main instrument for data collection and 

therefore limit information to a set of criteria determined by stakeholders other than 

affected women. Studies that account for only physical symptoms and diagnoses do 

not give the reader insight into how women perceive their health to be affected. 

Further, survey research may draw low numbers of respondents and from this 

researchers can make value judgements about women’s reasons for non participation. 

For example, Balci and Ayranci (2005) surveyed women who presented for forensic 

medical examination as a result of domestic violence. Only half of the women 

approached agreed to take part in the study. From this the researchers concluded 

“women assaulted by their spouses are not very motivated to participate in studies 

concerning women’s health and partner abuse” (Balci & Ayranci, 2005, p. 261). This 

fails to acknowledge the psychological and social contexts and complexities of 

domestic violence that inhibit women from reporting their experiences and needs.  
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Reporting Women’s Psychological Health Issues 

The psychological health consequences that result from domestic violence are far 

reaching and have arguably the most impact on women's health. Ongoing exposure to 

domestic violence exposes women to increasing levels of isolation and anticipatory 

terror and is believed to impact greatly on their mental health (Browne, 1993). It has 

been suggested that current medical practice inappropriately focuses on medical 

diagnoses and treatments and that this results in re-traumatisation and re-victimisation 

of women who disclose mental health problems (Taft, 2003). As previously stated 

many women suffer both physical and psychological harm and it is difficult to 

determine if one precedes the other. There are some theories that suggest that the 

stress response of living in a violent relationship may cause or exacerbate many 

physical illnesses and negative psychological effects (Sutherland et al. 2002).  

 

Women who have experienced domestic violence are thus believed to suffer co-

existing negative mental health issues such as depression and anxiety or substance 

abuse and are more likely to have a history of self harm than women who have not 

experienced domestic violence (Taft, 2003). Unfortunately, these issues often go 

undetected and untreated as women are less likely to disclose psychological anguish 

to health practitioners than observable or measurable physical health issues that do not 

attract accompanying stigma (Plichta & Falik, 2001).  

 

High rates of many types of emotional distress are evident in the literature 

(Humphreys & Thiara, 2003). The most frequently cited problem is depression 

(Campbell et al., 2002; Campbell & Soeken, 1999; Dienemann et al., 2000; 

Humphreys & Thiara, 2003; Parker & Lee, 2002; Petersen, Gazmararian & Clark, 

2001; Plichta & Falik, 2001; Taft, 2003). Depression is thought to be present in 

approximately 50% - 60% of women who suffer domestic violence, the severity of the 

depression is often associated with the severity of violence (Dienemann et al., 2000; 

Taft, 2003).  Anxiety is also commonly cited as being more prevalent in women who 

have experienced domestic violence and is often described as co-existing with 

depression (Dienemann et al., 2001; Hegarty et al., 2001; Parker & Lee, 2002; Plichta 

& Falik, 2001).  
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Women who have experienced domestic violence are more likely to succumb to 

suicide or exhibit suicidality. Women affected by domestic violence are reportedly 

three and a half times more likely to be diagnosed as suicidal (Dienemann et al., 2000; 

Hegarty et al., 2001; Mazza et al., 2001; Parker & Lee, 2002; Plichta & Falik, 2002; 

Roberts et al., 1997; Taft, 2003).  

 

Drug and alcohol abuse is reported more in women who have been in violent 

relationships (Horner, 2000; Mazza et al., 2001; Roberts et al., 1997; Taft, 2003; 

Weinscheimer et al., 2005). It is estimated that between 20% and 50% of women in 

violent relationships abuse alcohol and that women subjected to domestic violence are 

also five and a half times more likely to misuse legal or illicit drugs (Taft, 2003; 

Weinscheimer et al., 2005). Caution is again urged in interpreting these findings as 

they may suggest that women are at fault because of their alcohol use and they fail to 

identify the violent partner as a contributing factor. Indeed, the study by 

Weinscheimer et al. (2005) portrays female victims of domestic violence as the 

‘problem’ (sic) drinkers as opposed to their violent partners who were found to have a 

lesser drinking ‘problem’. Other negative mental health outcomes include women 

reporting higher rates of phobias, dysthymia, somatisation and eating disorders 

(Parker & Lee, 2002; Roberts et al., 1998; Taft, 2003).  

 

Whilst the above studies provide useful insight into the psychological health impacts 

of domestic violence they are limited by their methods of inquiry. The above papers, 

with the exception of Campbell (2000), Hegarty et al. (2001) and Taft (2003) used 

survey as their main instruments of inquiry. Most often versions of the Conflict 

Tactics Scale (CTS) were used. Of concern is that defining mental health issues relied 

on doctor’s diagnoses, ingestion of prescription drugs for mental health issues or 

scoring on survey scales. Campbell (2000) and Hegarty et al. (2001) base their review 

papers on studies that have counted incidences and prevalence of particular disorders. 

Taft (2003) presents an important issues paper of recent evidence regarding women’s 

mental health issues related to domestic violence and takes into consideration social 

and ecological contexts of violence. Importantly, she captures women’s voices in her 

paper. 
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The diagnosis of post-traumatic stress disorder (PTSD) has received much attention in 

epidemiological and discussion literature with regard to the mental health of women 

who live in violent relationships (Campbell, 2000; Humphreys & Thiara, 2003; 

Roberts et al., 1998; Taft, 2003; Woods, 2000). PTSD is characterised by "increased 

psychological arousal, intrusive thinking, trouble sleeping and concentrating, 

irritability, being watchful and jumpy, physiological arousal, fear, avoidance, 

hypervigelence and psychic numbing, including dissociation" (Taft, 2003, p. 7). It is 

estimated that between 60% and 80% of women who have been subjected to domestic 

violence suffer some degree of PTSD (Taft, 2003; Woods, 2000). Furthermore, it has 

been found that even after two years of leaving a violent relationship, women 

continue to suffer symptoms of PTSD (Woods, 2000).  

 

Research has shown that women who have experienced domestic violence and who 

have been diagnosed with PTSD exhibit psychological alteration (for example 

depression), biological alteration (for example increased blood pressure), neurological 

alteration (for example changes in brain structure), behavioural alteration (for 

example substance abuse) and physiological alteration (for example elevated resting 

heart rate) (Dutton et al., 2006). There is also an association between socioeconomic 

status and PTSD in that women of lower socioeconomic status are more likely to be 

diagnosed with PTSD (Taft, 2003).  

 

The process of diagnosis of PTSD warrants discussion as it is an important distinction 

in the contested and marginalised nature of women’s mental health and healthcare. 

Diagnosis of PTSD is based on categorising women’s symptoms according to the 

Diagnostic and Statistical Manual (DSM) V (APA, 2003). However, this is 

problematic as it fails to take into consideration women’s lives and focuses on 

attaching a label of ill health that can be treated. Indeed, some authors oppose the 

diagnosis of PTSD describing the associated emotions as part of a normal adaptive 

process to abnormal and extreme stress (Browne, 1993; Woods, 2000). Further 

Humphreys, Lee, Neylan and Marmar (2001) warn that such a restrictive view of 

women’s experiences of trauma may force other unwanted or inappropriate labels 

onto women who are already stigmatised. This is already apparent in the above study 

by Dutton et al. (2006) which risks holding women responsible for their poor health 

by engaging in substance abuse and which fails to offer context for the cited adverse 
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health alterations. Similarly, Humphreys and Joseph (2004) warn that labelling 

women with PTSD removes the naming of experience from those who are the 

subjects and places it in the hands of those who legitimate what is normal (or not). As 

a result it may lead to further marginalisation of women as their needs are only 

legitimated by professionals with whom they have encounters.  

 

It is evident that the impact of domestic violence on women’s health is devastating. 

While inconclusive and incomplete, the literature suggests that negative health 

outcomes are far reaching and numerous. Currently, our understanding of these 

women’s health issues is underpinned by studies that focus on incidence and 

prevalence of medical diagnoses and which draw assumptions about women’s health 

and health issues that are medically constructed. However, I argue here that by 

focussing on the medical diagnoses that women acquire as a result of domestic 

violence overlooks the complexity and diversity in women’s experiences and in their 

resulting health issues. Medical diagnoses depersonalise the violent events that affect 

women’s health and disembody experiences, marginalizing healthcare needs to the 

peripheries of health responses. Further, focussing on incidence and prevalence of 

medical diagnoses and the objectification of women’s experiences fails to 

acknowledge the cause of many of the negative health outcomes (that is, the 

behaviour of the violent male partner) and it perpetuates myths regarding domestic 

violence that remove blame from the perpetrator. For example, that domestic violence 

is a personal issue, that women ‘ask for it’, that if it is a problem they should leave 

and that it is not the perpetrator’s fault (Herman, 2004).  

 

It must be noted as well that the majority of studies that investigate health outcomes 

that result from domestic violence use quantitative survey methods of inquiry. Whilst 

this provides important information about incidence and prevalence of certain health 

outcomes it assumes that health is a quantifiable state that is interpreted similarly by 

researchers and service providers and requires women to assign a value to concepts 

that do not have shared meaning. Also, survey methods of inquiry may be limited by 

retrospective bias, in that surveys that attempt to estimate frequencies of incidents 

assume that women are able to remember acts that may take place over a prolonged 

period of time. In addition, surveys that have value labels such as ‘rarely’ or ‘often’ 

may be interpreted differently by women (Desai & Saltzman, 2001).  
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This literature, in these ways, fails to capture the complexity that is evident in 

women’s health and health issues that result from living with domestic violence. It is 

difficult to separate physical and psychological health outcomes as women often 

suffer both, usually simultaneously and it is difficult to determine if one precedes or 

causes the other (Fraser, 2003; Sutherland et al., 2002).  

 

Reporting Women’s Health Experiences 

A number of studies have captured the experiences of women. While these studies 

have focussed on a range of social, legal and welfare issues and corresponding service 

system responses to women’s issues, they include women’s accounts that highlight 

how health is embedded in the many problems they encounter when they seek help 

through these services. Davis, Taylor and Furniss, (2001), Dworkin (1993), Few 

(2005), Humphreys and Thiara (2003), Smith, Tesaro and Earp (1995) and 

Yoshihama (2002) illuminated the complexity of women’s lives and thus their health 

whilst living with domestic violence. In their studies women described the violent 

situations in which they lived and alluded to experiencing health issues that impacted 

on all aspects of their lives. Whilst describing her experience of living with domestic 

violence one participant clearly alluded to mental health issues: “When I cooked, I 

would think about cutting myself with the knife. When I crossed a railroad, I 

contemplated whether to wait for trains to pass by” (Yoshihama, 2002, p.396). 

Similarly this woman said “my confidence hit rock bottom when I was at home. I got 

to the point where I was no good at cooking, no good at basic things… it’s pathetic… 

(Sally)” (Humphreys & Thiara, 2003, p. 214) 

 

In a second example Few (2005) study that investigated police responses to domestic 

violence. One woman described her experience that clearly highlighted her physical 

health injuries “I was beaten until my head swoll the size of a watermelon. I was 

unrecognizable. I knew I was gonna die”. In a study that examined women’s use of 

welfare services as a result of domestic violence one participant related this “I tried 

the last time to call the police and he ripped the phones out of the wall… That time he 

sat on my upper body and had his thumbs in my eyes and he was just squeezing. He 

was going, “I’ll gouge your eyes out. I’ll break every bone in your body. Even if they 

do find you alive, you won’t know to tell them who did it to you because you’ll be in 
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intensive care so long you’ll forget” (Moe, 2007, p. 686). This highlights not only the 

devastating physical sequelae but also the psychological sequelae of entrapment in a 

violent relationship and suggests the enduring nature of the violence.  

 

Other studies report on the health issues that women experience when they present to 

healthcare facilities but focus on the response they receive from health professionals.  

See for example, Battaglia et al., (2003), Gerbert et al. (1999), Mayer (2000) and Taft 

(2003). These studies also allude to complex health experiences. One example of why 

a woman presented to a health facility was: "… I can't relax. I was shakin' all the time 

and having nightmares. My heart was racing…". This woman was later diagnosed 

with PTSD (Gerbert et al., 1999, p.263).  

 

The above studies are useful sources of information about women’s health from 

women. They allude to health as a complex issue for women affected by domestic 

violence, one that is not easily separated from the social context in which it occurs 

and suggests health is embedded in their lifeworld. I argue that in order to understand 

women’s health and health issues that arise from living with domestic violence, and 

their resulting healthcare needs, there is a need to investigate women’s health and 

health issues from women’s accounts of their embodied everyday lives and the 

epiphanies that occur within the context of their violent relationships. Gathering and 

examining information about women’s experiences by asking them to reflect on their 

health may enhance the fit between meeting women’s needs and delivering responsive 

health services. At broader levels, allowing women to tell of the complexity of their 

lives offers a fuller picture of what health means for them and provides a fresh lens to 

inform socio-political discourse. 

 

Reporting Women’s Healthcare Encounters 

Given that I have argued there is a poor understanding of women’s health and health 

issues that result from domestic violence, it is not surprising that women who have 

approached health services have overwhelmingly described a response that does not 

meet their needs (Randall, 1991). Women who are subjected to domestic violence 

seek help from a wide range of professionals within health and social care sectors, and 

existing studies show that overwhelmingly, their experiences tend to be negative 
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experiences (Gerbert et al., 1999; Humphreys & Thiara, 2003; Mezey, 2001; 

Schroeder & Weber, 1998; Varcoe, 2001; Waalen et al., 2000). Women describe 

doctors and nurses who are disinterested, respond inappropriately by either ignoring 

the cause of their presentation or offering unhelpful advice, and who at times 

perpetuate the situation by openly doubting the women’s experiences (Bacchus, 

Mezey & Bewley, 2003; Chang et al., 2004; Yoshihama, 2002). These experiences 

suggest that current health service responses are problematic and do not adequately 

meet women’s needs. Whilst useful, the above studies do not attempt to unravel the 

complex factors that are associated with women’s health and healthcare experiences.  

 

Qualitative studies provide powerful information about women’s encounters with 

health professionals. McCauley, Yurk, Jenckes and Ford (1998) related how women 

described the lack of engagement as collusion between women and other members of 

society not to talk about domestic violence. Women reported feeling shamed. One 

woman compared going to hospital for treatment to attending a sexually transmitted 

disease clinic. She aligned both with being viewed as ‘dirty’ or failing to protect 

oneself by health professionals. Yam’s (2000) and Gerbert et al’s. (1996) studies 

found that women experienced anger, embarrassment and frustration when 

encountering health professionals and believed they were blamed, pitied or 

misunderstood by health professionals. They also reported receiving care from health 

professionals that demonstrated they were unconcerned, controlling and hurried and 

that whilst their physical injuries were treated the abuse was not addressed. Similar 

findings were reported by women who accessed community based services (Bacchus 

et al., 2003; Peckover, 2003).   

 

There is a small body of literature that attempts to highlight the outcome of women’s 

negative experiences by claiming they are further abused within healthcare settings in 

their interactions with health professionals. The nature of this abuse has been 

theorised as re-victimisation or re-traumatisation when applied to sexual assault, self 

harm and some elements of violent relationships. Most often it is applied to women 

who experience re-victimisation or re-traumatisation by their violent partners (Bybee 

& Sullivan, 2005; Mears, 2003), or by helping professionals following sexual assault 

(Campbell, Wasco, Ahrens, Self & Barnes, 2001) or health professionals who care for 

women following episodes of self harm (Holdsworth, Belshaw & Murray, 2001; 
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Huband & Tantam, 2000). The concept, with regard to domestic violence, is not so 

well explored. Instead the literature focuses on causative factors related to women’s 

negative experiences as opposed to the process of encounters that result in women 

reporting negative experiences.  

 

Focus group research has been a popular method of elucidating data about women’s 

healthcare experiences (Bates, Hancock & Peterkin, 2001; Lutenbacher, Cohen & 

Mitzel, 2003; Mayer, 2000). Primarily these studies were based on acknowledgement 

that women had negative experiences when they encountered health services and 

focussed their investigation on how to improve services. Lutenbacher et al., (2003) 

sought to explore healthcare associated factors that inhibited, supported or sustained 

women’s abilities to leave abusive relationships. They related women’s experiences 

of disclosing domestic violence where they reported feeling invalidated by health 

professionals and facing a wall of silence. Whilst they stated that training of health 

professionals is not on its own sufficient to meet the needs of abused women their 

primary recommendation was to implement education programmes that would 

increase screening and identification rates of women who presented as a result of 

domestic violence. This casts the lens away from the processes of care that remain 

problematic to encourage health professionals to count how many and how often. 

 

It is difficult to interpret and critique research regarding women’s experiences of 

healthcare. There are several reasons for this. First is that research that claims to 

investigate experiences sometimes does not achieve this aim.  For example Sethi, 

Watts, Zwi, Watson and McCarthy, (2004) interviewed women who waited in the 

waiting room of an Emergency department. The title of the study ‘Experience of 

domestic violence by women attending an inner city accident and emergency 

department’ suggests that the authors were interested in women’s experiences of 

living with domestic violence however the stated objective was to their elicit 

responses  to being asked about domestic violence. Feder, Hutson, Ramsay and Taket 

(2006) conducted a synthesis of qualitative studies of women’s expectations and 

experiences when they encountered health professionals. However little is reported 

regarding women’s experiences and the study focuses on desired characteristics of 

health professionals and disclosure of domestic violence. The review concludes by 

highlighting that qualitative research is an underused source of evidence and that the 
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findings are concordant with quantitative surveys of women who have experienced 

domestic violence.  

 

The methods used to obtain information are a second issue in that information about 

women’s experiences is often drawn from answers to closed-ended questions which 

limit the range of factors that can be examined and the depth of data that can be 

obtained (Hathaway, Willis & Zimmer, 2002). A restrictive lens applied to women’s 

experiences is problematic. Caralis and Musialowski (1997) set out to determine 

‘women’s experiences with domestic violence and their attitudes and expectations 

regarding medical care of abuse victims’. However their qualified definition of abuse 

categorised abusive acts such as yelling, threats and intimidation, pushing or shoving 

as minor abuse. It is argued here that women who experience this type of violence 

may not classify it as minor. With regard to women’s attitudes regarding medical care 

the findings of the research included only that women thought they should be 

screened for domestic violence. In addition, information for some of these studies was 

obtained from Emergency Department settings. Data obtained from this setting may 

be affected by stress that women waiting to be seen in an Emergency Department 

might suffer, or their answers may be affected by fear of reprisal in their impending 

care if they refused to take part.  

 

A major problem with current research and with health service responses may be that 

they fail to take into account what women identify as important, and until women are 

asked about their health and health issues, needs and expectations regarding 

healthcare will continue to be driven by what health professionals and bureaucrats 

perceive to be women’s needs (Kurz & Stark, 1988). Further, it reinforces socio-

political discursive practices that de-gender the nature of domestic violence and 

rewards processes that are maintained and sustained in cycles of review and inaction. 

 

Reporting Women’s Healthcare Expectations & Experiences 

There is a small body of qualitative research that investigates what women expect 

from health professionals when they approach health services. This research indicates 

that women do expect health professionals to respond appropriately, by recognising 

the problem and by providing information about services that offer support (Chang et 
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al., 2005; Feder et al., 2006; Gerbert et al., 1999). In the meta-analysis conducted by 

Feder et al. (2006), regarding women’s expectations and experiences when they 

encountered health professionals as a result of domestic violence, it was found that 

women expected responses that were non-judgmental and which took into account 

individual experiences. Women also expected that responses would be non-directive. 

Importantly, this study examined women’s expectations and experiences at different 

stages of their abusive relationships and identifies that women have different needs 

according to the stage that their relationship has reached. 

 

Other studies have identified more specific features of expectations. Appropriate 

communication features strongly in women’s words (see for example, McCauley et 

al., 1998; Yam, 2000). They emphasise the importance of health professionals 

believing them, of being non-judgemental, of listening, understanding and giving 

them time to tell their stories (Chang et al., 2005; Gerbert et al., 1999; Humphreys & 

Thiara, 2003). Women stress the importance of their experiences being validated 

through a non-judgemental approach that indicates caring and understanding on the 

part of the health professional. Women claim that this approach emphasises that they 

are not to blame, and that that they are safe and their decisions will be respected. 

Importantly, women indicate that this approach is associated with reaching turning 

points in their relationships with violent partners (Gerbert et al., 1999; McCauley et 

al., 1998). Gerbert et al. (1999) highlighted the importance of adopting these 

responses and of using astute assessment and communication skills in order to gain 

women’s trust and allow them to disclose the presence of abuse in their lives. They 

described how women sometimes undertake a ‘dance of disclosure’ when they present 

for healthcare. The ‘dance’ consists of dropping hints, revealing certain elements, 

changing stories, lying or minimising their symptoms in order to disclose the presence 

of violence in their lives. Women also expect health professionals to be able to initiate 

referrals to these services should they wish (Caralis & Musialowski, 1997).  

 

Battaglia et al. (2003) identified five characteristics that women cited as promoting a 

trusting relationship with their healthcare provider. These included communication 

skills that conveyed interest, professional competency that demonstrated knowledge 

about domestic violence, a practice style that made them accessible, caring qualities 

that emphasised non-judgement and that made them feel empowered in decision 
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making and emotional equality. Studies by Chang et al. (2004) and Chang et al. 

(2005) concur with these findings. Importantly, women comment that having a health 

professional who responded appropriately helped to plant the seed so that they began 

to see themselves and their relationships differently and in some cases it assisted them 

in making the decision to leave a violent relationship (Gerbert et al., 1996). Whilst 

these studies (with the exception of Caralis & Musialowski, 1997) used qualitative 

approaches as their methodologies only studies by Battaglia et al., (2003) and Yam 

(2000) were theoretically grounded. The above studies were also limited by their aims 

which were focussed on health service responses and characteristics of service 

providers, thus disembodying the women’s health experiences from the service 

provider’s actions and reactions.  

 

Reporting Healthcare Responses – Further Influences 

The majority of research on health and domestic violence, that relates to responses by 

healthcare providers' does not differentiate roles for health professionals who are 

engaged in healthcare delivery. There is some evidence that relates to nurses’ roles in 

responding to domestic violence. Literature that relates to nurses tends to fall into 

three categories. The first category holds a large body of research that articulates 

nurses’ roles in screening women for the presence of domestic violence (Bullock, 

Sandella & McFarlane, 1989; Cassidy, 1999; Davis & Harsh, 2001; Evanson, 2006; 

Furniss, McCaffrey, Parnell and Rovi, 2007; Gantt & Bickford, 1999; Mian, 2000). 

By focussing on screening this delineates nurses to the role of counting incidences 

and prevalence of domestic violence and recommendations tend to focus on how to 

improve the process of screening rather than improving responses to women should 

violence be identified. A second, smaller, body of research focuses on factors that 

affect nurses’ responses to women affected by domestic violence but offer little 

direction on how to overcome or challenge these factors (Henderson, 2001; Inoue & 

Armitage, 2006; Woodtli, 2001). The third body of work that offers information about 

nurses’ responses to domestic violence can be found in discussion papers (Fulton, 

2000; James-Hanman, 1998-9; Olive, 2007; Sampselle, 1991). However, this 

information is atheoretical in its background and does not focus on women. Fulton 

(2000) relates terms of diagnoses for nurses to observant of in detecting domestic 

violence and provides information on how to categorise wounds and document 
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assessment findings. James-Hanman (1998/9) and Sampselle (1991) summarise what 

is known about barriers to responding to women affected by domestic violence. 

Whilst Olive (2007) suggests that nurses should provide physical, psychological and 

emotional support to women affected by domestic violence, she does not attempt to 

address the barriers that have been cited as problematic to nurses in delivering 

responsive services to women. 

 

In keeping with current literature regarding healthcare responses the critique below 

focuses on health professionals and healthcare responses generically and the findings 

are applied across health disciplines. 

 

Despite the overwhelming acknowledgment by health professionals that violence is a 

health issue for women, it is suggested in the literature that present healthcare 

responses may not meet women’s needs and that there are numerous barriers to 

achieving effective healthcare responses (Stark, 2001). Many strategies have been 

planned to address the issue and these focus primarily on education of health 

professionals in various settings, predominantly hospitals and community health 

settings and tertiary education institutions. However, this literature is fragmented and 

fails to offer comprehensive or collaborative strategies to overcome barriers cited as 

inhibitive in delivering effective responses to women affected by domestic violence. 

These barriers will be discussed and the strategies implemented to address the issues 

will be presented. 

 

A range of factors have been identified which inhibit effective healthcare and several 

strategies have been implemented to address these factors (Bekemeier, 1995; Cassidy, 

1999; Cole, 1999; Gantt & Bickford, 1999; Garcia-Moreno, 2002; Gerard, 2000; 

Griffin and Koss, 2002; Klingbeil, 1986; Perley, 1992; Randall, 1991; Roughton, 

2000; Sampselle, 1991; Stark, 2001; Walton-Moss & Campbell, 2002). It is difficult 

to separate many of the factors that inhibit responsive health services as they at times 

overlap and are intertwined with the subjective and social complexity of domestic 

violence and political factors that drive current healthcare responses. The major 

barriers cited in the literature are related to individual practice related to domestic 

violence and health, and system level knowledge and responses. By addressing these 
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factors it can lead to what may be achieved in further research that has not already 

been addressed.  

 

It is argued that individual practice is affected by lack of knowledge about domestic 

violence and related issues may lead to failure of health professionals to detect or 

acknowledge domestic violence (Bekemeier, 1995; Cassidy, 1999; Cole, 1999; 

Garcia-Moreno, 2002; Griffin & Koss, 2002; Klingbeil, 1986; Perley, 1992; Randall, 

1991; Stark, 2001; Walton-Moss & Campbell, 2002). It is apparent that if health 

professionals do not know what to assess for in cases of suspected violence, or know 

how to ask a woman about domestic violence that they in turn they will not ‘hear’ or 

see the issues related to the violence (Taft, 2003; Roughton, 2000). Whilst there is an 

abundance of literature that describes physical and psychological health issues for 

women who have endured domestic violence there is evidence that it is still poorly 

understood by health professionals (Browne, 1993; Henderson, 2001). This is true, 

particularly of mental health issues, which when poorly responded to can lead to 

inappropriate blaming and ill-timed interventions that compound women’s health 

problems (Browne, 1993; Humphreys & Thiara, 2003; Taft, 2003).   

 

Reasons provided for lack of knowledge by health professionals regarding the subject 

of domestic violence are not conclusive. It has not been established if lack of 

knowledge is due to lacking or limited education strategies being implemented or 

current education strategies do not challenge health professionals’ preconceived 

assumptions or understandings about domestic violence.  A further problem is that it 

is noticeable when perusing the literature that whilst many studies claim to improve 

health professionals’ knowledge, they do not make the reader aware of whether or not 

they have been implemented at the level they claim to have been designed for, nor if 

they achieved any measurable outcomes (Cassidy, 1999; Gerard, 2000; Roughton, 

2000). Interventions appear to be aimed at small audiences in localised healthcare 

settings. Further, whilst valuation of such interventions, when present, suggests there 

is a medium term benefit in addressing issues of identification of domestic violence, 

they do not evaluate whether the effectiveness of the healthcare responses is 

improved, as in improved outcomes for the women, nor have they evaluated improved 

appropriateness of responses from healthcare providers. Further, these interventions 
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do not challenge taken-for-granted assumptions about women’s health issues and the 

role of health services in responding to their needs. 

 

Personal attitudes and values of health professionals are also cited as impacting on 

individual health professionals’ practice (Cassidy, 1999; Perley, 1992; Roughton, 

2000; Sampselle, 1991). Many health professionals feel uncomfortable raising the 

subject and feel it may be interpreted as outside of their professional boundary to 

make inquiries about what may be perceived as a personal or private problem (Cann, 

Shakespeare, Doll & Thomas, 2001; Frost, 1999). A study by Inoue and Armitage 

(2006) supports this. Their study, to determine nurses’ understanding of domestic 

violence, also found that whilst many nurses view domestic violence as a private 

experience they also saw it as a shameful experience that extended to the whole 

family. Additionally, as Sampselle (1991) states, health professionals are also 

products of cultural traditions and may base their attitudes and values on prevailing 

attitudes that discredit and objectify women. Henderson (2001) argues that attitudes 

and values embraced by nurses can sometimes be actively destructive in the care of 

women affected by domestic violence. In her study of nurses’ responses to abused 

women she found that nurses’ belief systems of stereotypes of abused women (for 

example, from ethnic origins, lower socio-economic class) remained unchallenged 

and unexamined and resulted in inaction in many circumstances. Negative attitudes of 

health professionals toward these women may result from poor knowledge 

surrounding the issue of domestic violence and a belief by some that the violence is 

not the fault of the perpetrator (Bates & Brown, 1998). However, this is a complex 

problem and is intertwined with health professionals’ own experiences within 

workplace environments, their personal backgrounds, education and emotional 

responses to specific situations (Henderson, 2001). Further, as stated above there is 

little literature to support the view that increased knowledge about domestic violence 

will lead to long term improved effectiveness in health professionals’ responses. 

 

At systems levels of response health professionals cite lack of time as inhibiting 

appropriate responses (Cole, 1999; Griffin & Koss, 2002; Klingbeil, 1986; Roughton, 

2000; Stark, 2001; Walton-Moss & Campbell, 2002). Whilst it is recognised that 

health professionals are often constrained by appointment systems and prioritising 

patients’ needs in emergency situations, the literature tends to investigate time as a 
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factor in identifying the presence of domestic violence rather than how it impacts on 

capability to respond appropriately. The majority of research that cites time as an 

inhibitive factor in healthcare responses is primarily related to screening (Davis & 

Harsh, 2001; Furniss et al., 2007). This is perplexing as the small body of knowledge 

informed by women about what they want from health professionals identifies 

appropriate responses and actions that are not time consuming, such as 

communication styles that make them feel they are not to blame for their situations 

(Chang et al., 2005).  

 

Structural constraints of the health system may hinder responses to women affected 

by domestic violence in that health services serve to meet the interests of the 

dominant professional groups (Perley, 1992). In this case it is believed to be medical 

staff and bureaucrats who guard access to and control allocation of resources that 

women may need (Perley, 1992). This has led to the claim that women are further 

abused within the healthcare system, by healthcare providers and bureaucrats, greedy 

for power and position in contested healthcare stakes (Dyehouse, 1992).  

 

Efficiency of processing women within the healthcare system has also received some 

attention in the literature. Varcoe (2001) found that when women presented for 

healthcare as a result of abuse that their abuse was unrecognised and obscured 

through the processes employed to efficiently move women through departments. She 

relates how patients were stripped down to manageable problems that could be 

labelled (for example fracture or overdose) to facilitate their processing through the 

department. She also described how abuse was obscured by stereotypical thinking that 

led to nurses ‘doing nothing’. By doing nothing nurses maintained the efficient 

processing and complemented dominant patterns of practice that focussed on smooth 

transition through the department.  

 

Lack or resources, including protocols to respond to domestic violence has been cited 

as an organisational issue. At a local level organisational issues related to lack of 

resources such as social work support or protocol to follow in order to support women 

have been cited as problematic (Furniss et al., 2007; Olive, 2007). However, other 

studies have been conducted where protocols have been implemented and resources 

made available and health professionals have continued to cite difficulty in 
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responding to women affected by domestic violence (Bair-Merritt, M., Mollen, C., 

Yau, P., & Fein, J. 2006; Loughlin, Spinola, Stewart, Fanslow & Norton, 2000).  

 

Organisational issues are complex and intertwined with many other factors such as 

health professionals’ attitudes and values. As cited above health professionals are 

influenced by the dominant discourses of their workplace and tend to subscribe to 

what is valued within those settings. Additionally, attitudes and values are intertwined 

with health professionals’ lack of knowledge about domestic violence and what 

women expect in terms of responsive health responses.  

 

Lack of time is an organisational issue. Timely processing is valued in healthcare 

settings to ensure the smooth running of busy departments and appointment 

scheduling. Additionally, time as a resource is important as for many health 

professionals’ women’s use of their time accrues a monetary charge and they are 

bound by short consulting periods for reimbursement (this is also an issue for 

women). 

 

The current orientation of health services is an important systems issue that is 

inhibitive in delivering timely, responsive services to women affected by domestic 

violence. Humphreys and Thiara (2003) suggest that the orientation of current health 

services has resulted in the medicalisation and marginalisation of many women’s 

health issues by mainstream health services thereby inhibiting effective healthcare 

responses. This may be influenced by the current medical model of healthcare that 

drives health services, and which frames the structured bureaucracy of healthcare 

settings and underpins the practice of healthcare (Caralis & Musialowski, 1997). The 

medical model of health that prevails in health services is said to define ‘good 

practice’ at that which affords primacy to prioritising physical emergencies and 

favours individual, biological or psychiatric causes of ill health over socially or 

externally constructed experiences (Kurz & Stark, 1988). The dominance of this 

discourse may perpetuate and extend the violence experienced by these women to 

include claims of abuse by health professionals within the healthcare system 

(Dyehouse, 1992).  
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Caution has been urged in attaching medical diagnoses to these women’s experiences. 

The tendency is to focus on women’s responses to domestic violence as most in need 

of intervention rather than the men who perpetrate acts of domestic violence (Foley, 

1996). Further, the labelling of many mental health issues can lead to stigma, shame, 

isolation and discrimination and depersonalises women’s experiences. Many women 

fear they will be used in legal proceedings against them, particularly when contesting 

custody issues related to children (Stark, Flitcraft & Frazier, 1979; Taft, 2003; 

Warshaw, 1993). An example is provided by Warshaw (1993, p. 140) that 

demonstrates the labelling and depersonalisation process is in hospital notes. The 

triage nurse wrote, "Was hit on upper lip, teeth loose and with dislocation". The 

doctor's notes state "swelling and pain on the mouth after was hit by a fist about 5 

hours ago…". The discharge diagnosis was "Blunt trauma Face". Objectifying, 

disembodying and failing to acknowledge the identities and genders of the 

perpetrators of domestic violence may invoke women as the problem and reinforces 

pervasive cultural images of domestic violence (Philips & Henderson, 1999). There is 

concern that this leads to construction of a medical history that removes the violent 

events from their contexts (Warshaw, 1993).  

 

The literature shows the pervasive influence of medical discourse in the taken for 

granted assumptions that underpin many studies. The medical model of care that 

remains valued in healthcare settings impacts on nursing responses to domestic 

violence. Within healthcare institutions nursing practice is controlled and overseen by 

medical practitioners and is derived from a base of long standing social, economic and 

political power (Hallam, 2000). Nurses continue to defer to their medical colleagues’ 

recommendations and practices and at times value medical opinions and ideas before 

their own (MacIntosh, 2002). Kelly (1998) also suggests that gender is an important 

factor that impacts on nursing responses that aim to act outside what is accepted as the 

‘norm’. The long history of oppression of nurses by their medical counterparts 

restricts how nurses conceptualise their role and perpetuates their subordinate role in 

decision making and delivering care (Short, Sharman & Speedy, 1998).  
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Addressing Women’s Healthcare Needs 

There is some consensus in the literature as to the utility of strategies proposed to 

address barriers to effective healthcare responses. However, much of the literature is 

descriptive in nature and no background is given to the theoretical underpinnings. 

Furthermore, there has been little evaluation of effectiveness of any of the strategies 

suggested. Indeed, it is difficult to find interventions which are theory based and 

formally evaluated.  

 

There is a large body of evidence which suggests that educational strategies and 

interventions will best improve health professionals’ capacity to respond to women 

affected by domestic violence, particularly if implemented with health professionals 

at work place level. This is based on the assumption that educational strategies that 

aim to improve knowledge and understanding will therefore lead to more appropriate 

intervention by health professionals. The majority of this literature focuses on formal 

in-service and structured training programmes which are aimed at addressing 

knowledge deficits about causes of violence against women and to ‘teach’ health 

professionals how to assess and intervene more effectively in these situations 

(Bonhomme & Ratcliff 1999; Cassidy, 1999; Gantt & Bickford, 1999; Gerard, 2000; 

Loughlin et al., 2000; Mian, 2000; Randall, 1991; Roughton, 2000; Schroeder & 

Weber, 1998; Webster et al., 2001). However, the majority of strategies use small 

group work which makes implementation to larger groups problematic due to lack of 

time and resources. Whilst educating small numbers may be useful it is also 

problematic in healthcare arenas where turnover of staff can be rapid. Education and 

knowledge about violence against women may improve detection and screening rates, 

improve healthcare providers’ ability to offer interventions and challenge the attitudes 

and myths held by many health professionals (Gantt & Bickford, 1999; Schroeder & 

Weber, 1998; Webster et al., 2001). However, the literature suggests that outcomes, if 

evaluated, are often short term. It is documented in the literature that at present just 

over 50% of Registered Nurses have received formal education regarding intimate 

male partner violence (Helton & Evans, 2001). However there are contrasting 

opinions about where such education should take place. Some authors suggest that 

health professionals’ responses will be improved by including education at 

undergraduate level (Woodtli, 2000). There have been several innovative approaches 
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used at undergraduate level to provide education about assessing for and responding 

to domestic violence. Davila (2005) described a programme of a one day immersion 

workshop for students. The programme focused on awareness-raising, increasing 

familiarity with screening tools, enhancing interview skills and increasing knowledge 

of domestic violence prevention resources. However, it is suggested that whilst 

student nurses may gain useful information from such sessions, implementation of 

associated skills will remain difficult in their clinical practice due to time constraints 

and pressure from more qualified staff who operate within a medically oriented 

paradigm. Hayward and Weber (2003) described a community partnership approach 

to preparing student nurses to respond to domestic violence where students gained 

field experience by working with community partners. Whilst she states that feedback 

from students was positive there has been no formal evaluation (of either programme) 

to suggest that it improves responses to women affected by domestic violence.   

 

It is noticeable that whilst some studies regarding women’s health, healthcare 

responses and domestic violence are described as beneficial for specific health 

settings they are disseminated in the form of journal articles aimed at reaching 

academics or policy papers that may not reach their target audiences. Further , many 

studies do not make the reader aware of whether or not they have been implemented 

at the level they claim to have been designed for, nor if they achieved any measurable 

outcomes (see for example  Cassidy, 1999; Gerard, 2000 and Roughton, 2000). 

Encouragingly, it has been reported that following education in one hospital, 

identification of women subjected to abuse rose from 4% to 35% over a 2-year period 

(Schroeder & Weber, 1998). Whilst this suggests that there was a medium term 

benefit in identification and screening rates, it does not indicate whether the 

effectiveness of the healthcare response was improved, as in improved outcomes for 

the women or more appropriate responses from healthcare practitioners. Indeed, the 

reader is not made aware of what was offered to the women once identified. A further 

criticism is that the authors fail to identify what service is offered to women if they 

screen positive to domestic violence.  

 

Davidson et al., (2001) reported major deficiencies in a systematic review of training 

programmes for health professionals. These included limited time spent on delivering 

education and education that had little or no follow up, scant data about effectiveness 
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or methods of training and concerns over methodological approaches to evaluation. 

Lack of staff attendance at non compulsory education sessions may also be a factor 

that precludes implementation of educational strategies. Weiss et al., (2000) reported 

on a clinical education programme implemented to educate staff about domestic 

violence. Less than 50% of staff attended and at a follow up session only 26% 

attended. 

 

There is further criticism of current approaches to education in that they lack formal 

assessment and raise issues of sustainability over time (Cole, 1999; Garcia-Moreno, 

2002; Perley, 1992). Additionally, there remain problems with failure to implement 

protocols when healthcare departments meet busy times and workloads are increased. 

Furthermore, co-ordination of projects often relies heavily on one motivated staff 

member (Loughlin et al., 2000; Mian, 2000).  

 

The difficulties faced in overcoming the problems and constraints in health service 

responses are considerable. By challenging the current biomedical orientation to 

health, health professionals may risk losing power and control over these women’s 

health and will have to acknowledge the lived reality of women whose issues may be 

confronting (Warshaw, 1993). Also, it would necessitate physicians working closely 

with, and at times taking direction and advice from agencies not controlled by the 

powerful and dominant medical fraternity (such as women’s groups), and whose 

views of health conflict with the prevailing medical model of health (Kurz & Stark, 

1988; Warshaw, 1993).  

 

Summary 

The literature review highlighted the negative experiences of women when they 

sought help from health professionals and has located those negative experiences 

within socio-political and health discourse.  It has critiqued the dominant socio-

political and health discourses regarding health and healthcare of women affected by 

domestic violence and exposes the silences that at present inhibit more effective 

healthcare responses. Current socio-political discourse lacks identifiable framework 

and does not hold women as central to its processes to inform policy. At present, the 

socio-political orientation of women’s healthcare is dominated by a top down 
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approach that values the discourse of policy and doctrine over personal experience. 

Health is viewed as a given, a concrete notion that is untheorised and under explained. 

At present, understanding of women’s health issues is informed by a medically 

oriented discourse to health and healthcare that may be at odds with women’s 

experiences and needs. 

 

Health discourse remains troublesome in its attempts to define health and in its basis 

for current approaches which rely on quantitatively derived knowledge. This 

representation accounts for injury but disembodies and fragments women, their 

experiences and their health problems. Whilst there is a small body of work that 

provides some insight into the experiences of women they focus on a range of social, 

legal and welfare issues and corresponding service system responses to women’s 

issues. However, importantly, they highlight how health is embedded in the many 

issues for which women seek help as a result of domestic violence. Many strategies 

have been utilised in attempts to more appropriately address women’s health issues 

however the literature is fragmented and assessment of effectiveness has been 

hampered by lack of evaluation of newly implemented strategies. With this 

background the following study questions have been identified. 

 

Study Questions 

The purpose of the study was to generate knowledge that could inform nursing 

practice development to meet the health needs of women affected by domestic 

violence. In order to do this, the following study questions were posed: 

 

1. How do women affected by domestic violence construct health and health 

issues that result from domestic violence? 

2. How do nurses, as health professionals, construct health and health issues for 

women affected by domestic violence? 

3. How is healthcare delivery experienced by women affected by domestic 

violence and nurses who care for them? 

4. What facilitates / constrains healthcare delivery to women affected by 

domestic violence? 
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CHAPTER THREE 

Methodology & Methods 

Introduction 

This study provides an opportunity for women’s health issues that result from 

domestic violence and their healthcare encounters to be examined from a different 

perspective that may inform current practice and policy. By calling on women’s 

voices and the voices of nurses who work in settings in which women affected by 

domestic violence seek help, it offers an alternate lens from which to examine the 

discourse of current approaches that aim to address the health needs of women 

affected by domestic violence. To illuminate and contextualise women’s health issues 

and health needs the theoretical stance that underpinned the study was of the utmost 

importance. In this chapter the research approach is explained and the procedures for 

the study detailed.  

 

Theoretical Underpinnings 

In Chapter Two I set out current knowledge and discourse about the health issues of 

women affected by domestic violence and healthcare responses to meet their needs 

when they seek help. I critiqued this knowledge from the standpoint of the positioning 

of women’s knowledge and their experiences and women’s health, health needs and 

healthcare responses as paramount. The literature review revealed that epidemiologic, 

medical expressions of health and healthcare that are situated in a conservative 

political stance currently predominate. I argue that this may affect healthcare for 

women.  

 

Exposing these problematic discourses inferred the need for an approach to the 

current study that employed a theoretical perspective that moved beyond trying to 

understand women’s experiences in causal terms and engaged with the ‘hows’ and 

‘whats’ of women’s realities and experiences within healthcare systems. This also 

required listening to the experiences of those who care for them during their 

healthcare encounters, that is, health professionals (Gubrium & Holstein, 2000). For 

the purposes of this study knowledge generated about healthcare delivery will be 
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informed by Registered Nurses (RN’s). Whilst various health professionals hold 

different roles and responsibilities in delivering healthcare there are many shared 

responsibilities and experiences. Therefore, whilst this study is informed by RN’s 

information generated will be useful to many health professionals who deliver 

healthcare to women affected by domestic violence. To fulfill these needs an 

interpretive approach was used. Interpretive researchers attempt to understand and 

explain human and social realities by giving or understanding the meanings 

constructed in human interactions (Blumer, 1978). In this study, interpretation was 

through a postmodern and feminist lens. This lens was employed to examine the 

tensions and taken-for-granted assumptions embedded in everyday healthcare 

interactions involving women affected by domestic violence and health professionals, 

in this case, nurses who administered care to women affected by domestic violence. In 

addition this lens helped to highlight competing discourses that underpin current 

healthcare responses.  

 

There is no single way to conduct feminist studies and it was assumed here that no 

one ‘true’ feminist lens or standpoint best served women’s interests (Beasley, 1999; 

Thorne & Varcoe, 1998). Therefore, it was important to choose a method of inquiry 

that embraced the main tenets of feminist research while acknowledging women’s 

diverse experiences. A postmodern feminist position facilitated this aim.  

 

A postmodern position acknowledges the main tenet of all feminisms that contest the 

dominant discourses of marginalisation and subordination of women within the binary 

of a patriarchal society (Glass & Davis, 1998). This study was designed from the 

stance that as a philosophy it supports and values the context of women’s experiences 

and celebrates personal experience rather than generalisation of experiences (Glass & 

Davis, 1998). Postmodern feminism suggests a position that does not unify or 

universalise but rather displays diversity and tension within an overarching need.  To 

quote Baber & Allen (1992, p. 19), “There is no women’s voice, no woman’s story, 

but rather a multitude of voices that sometimes speak together but often must speak 

separately”. To provide one explanation of women’s experiences would assume the 

same patriarchal stance as non-feminist studies and potentially regresses to the meta-

narratives of traditional feminist standpoints that assume women want to be like men 
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and that they seek empowerment to break free from their situations (Putman Tong, 

1998).  

 

Importantly, this study was built on the assumption that gender and marginalisation 

are the products of a number of social discourses that create matrices of difference 

and cross all common cultural boundaries (de Lauretis, 1986). The position taken for 

this study emphasises the plurality of meaning in social, political and economic 

contexts and contests that identity is shaped by intersecting conjunctures, 

particularities and embodied experiences (Fahy, 1997; Putman Tong, 1998) rather 

than universal givens. This complements the postmodern tenet that the subjective is 

fragmented, inconsistent and contradictory and supports the notion that no aspect of 

social reality may be taken for granted as authentic, natural or normal (Glass & Davis, 

1998).  

 

A postmodern lens suggests that language plays a major part in how knowledge and 

understanding are constructed in the postmodern world and the postmodern challenge 

is to overcome the binary opposition that exists in the use of our language when 

writing research (Fahy, 1997).  

 

The relationship between postmodern feminism and other feminist standpoints is 

strained, and further, is but one approach to feminism that recreates a new theoretical 

understanding of women’s lives and experiences (Putman Tong, 1998). Embracing 

the instability inherent in feminist analytic categories overcomes some obstacles to 

understanding women’s health issues resulting from domestic violence and nursing 

and healthcare responses that aim to address women’s health needs. Importantly, the 

standpoint adopted for this study opens up the possibility of alternative readings in 

order that women and nurses who care for them can understand how others position 

them socially within societal discourses (Cheek, 1996). It allows sharpening of the 

critical edge of contemporary research into domestic violence by avoiding dogmatics 

and the reductionism to single cause analyses (Fahy, 1997). 

 

These underpinnings highlight several values adopted for the study. First, that 

knowledge is multifaceted, interpreted and contested within the social world. Second, 

that language is performative in construction of knowledge and practices that 
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normalise and marginalise women’s health issues that result from domestic violence 

and third, knowledge and contested discourses are dynamic in stabilising what is 

dominant (Influenced by Hoff, 1998). 

 

Methodology – Interpretive Interactionism 

Interpretive interactionism was employed as the study methodology in order to 

facilitate the standpoint and theoretical position outlined above.  Interpretive 

interactionism was developed as a method for conducting studies on social or personal 

problems that have public and policy implications (Denzin, 2001).  

 

Interpretive interactionism has three characteristics that are of particular importance to 

this study (Denzin, 2001): 

 

 It complements the postmodern and feminist lens employed in the study by 

keeping women and their diverse experiences central in the research process and 

rejecting the notion that women’s experiences can be captured in a unitary approach 

that measures cause-and-effect. 

 It is concerned with discourses of gender, power and knowledge and how these 

are socially constructed. 

 It uses a sophisticated process of rigor to ensure that the participants’ stories are 

recorded and presented in a way that holds true to their meaning for the participants 

(discussed later in the methods section of this chapter). 

 

This methodology draws on the tenets of several other methodologies which are 

outlined below. 

 

Interpretive interactionism draws on symbolic interactionism (Crotty, 1998). 

Symbolic interactionism has a central theme of putting oneself in the place of others. 

Its most basic concept is the symbol (Howard & Hollander, 1997). Symbols are 

“abstract meanings attached to objects, people and behaviour” (Howard & Hollander, 

1997, p. 92). Symbolic interactionism has many diverse strands, however, there are 

some common characteristics (Crotty, 1998; Denzin, 1978; Blumer, 1978): 
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 That human beings act towards things (symbols) on the basis of meanings that 

these things have for them 

 That the meaning of such things (symbols) is derived from and arises out of the 

social interaction that one has with one’s fellows 

 That these meanings are handled in and modified through an interpretive process 

used by the person in dealing with what he or she encounters (Benzies & Allen, 

2001). 

 

Methodologically symbolic interactionism requires the researcher to take the 

standpoint of those studied (Crotty, 1998).  

 

The epistemology underpinning the study is constructionist and this is consistent with 

the postmodern and feminist positions adopted for the research.  In the constructionist 

view meaning is constructed, rather than created, through normal interactions between 

people and their everyday worlds (Crotty, 1998). A constructionist epistemology 

ensures that meanings are ascribed that reflect and illuminate women’s experiences 

and interactions during their healthcare encounters with nurses and other health 

professionals, and emphasizes that there is no one valid or true interpretation of these 

experiences (Crotty, 1998). Constructionists dispute that knowledge is a fixed concept 

and assert that constructions of meaning are all valued and accepted as “multiple 

knowledges” (Guba & Lincoln, 1994, p. 13) that co-exist between participants. Object 

and subject are indissolubly bound in everyday interaction. This understanding infers 

that multiple subjective meanings will emerge from the research rather than one 

objective truth (Crotty, 1998). 

 

Interpretive interactionism is also influenced by phenomenology. Phenomenological 

researchers seek to explore phenomena through the lived experiences of the persons 

experiencing them (Crotty, 1998; Wallace & Wolf 1999). A key concept of 

phenomenology, that is utilized in interpretive interactionism, is that of bracketing.  

Some phenomenological researchers, basing their interpretation of the term on the 

earlier philosophical work of Husserl, conceive of the term as the researcher, in 

attempting to set aside previous assumptions and ideas, returns to the unadulterated 

phenomenon as experienced by the person describing it (Ray, 1994).  From a more 

Heideggerian perspective bracketing focuses on the researcher acknowledging these 
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assumptions and seeking to engage with the phenomena under investigation directly 

and immediately (Crotty, 1998; Paley 2005). This term is also used in interpretive 

interactionism when the researcher identifies, defines and analyses the structures of 

the study problem (Crotty, 1998; Denzin, 2001). In common with phenomenological 

research interpretive interactionism challenges perceived notions of existence that are 

taken-for-granted and attempts to uncover and describe a fresh perception of existence 

(Crotty, 1998).  

 

Interpretive interactionism also embraces some of the key concepts involved in 

hermeneutics. Hermeneutics is both the study of and the practice of interpretation.  

Initially, hermeneutical theory was developed to assist in interpretation of biblical and 

classical texts (van Manen, 1990).  An underpinning of hermeneutics is that texts 

transmit meaning of experiences, beliefs and values between persons and 

communities and skilled hermeneutic inquiry has the potential to uncover meanings 

from within these texts (Koch, 1995). This results in researchers developing an 

explicit awareness of meanings and assumptions that they may not have been aware 

of and have been unable to articulate (Crotty, 1998). Importantly, for this research, 

hermeneutics emphasizes that experiences are never completely comprehensible and 

hermeneutic researchers argue that there is no original truth in experiences that can be 

used to reproduce present experiences (Dilthey, 1976). A consistent theme in the 

literature is the notion of a hermeneutic circle. Heidegger (1958) views ‘being’, within 

the hermeneutic circle, as a nebulous concept that the researcher seeks to unfold with 

the aim of making the implicit explicit in order to grasp the meaning of ‘being’. 

According to Gaddamer (1989) the researcher starts with ideas or parts of the research 

problem and initially learns the language of the problem to provide a rudimentary 

understanding. This understanding develops what is already understood and helps the 

researcher to illuminate the starting point or research problem to form a whole. In 

modern hermeneutics the researcher undertakes a cyclical process that moves from 

the current text to its historical and social circumstances, and attempts to reconstruct 

the world through which it evolved in order to situate the text (Crotty, 1998). The 

literature review evidences a first cycle in this process. 
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Using interpretive interactionism, which draws on symbolic interactionism, 

phenomenology and hermeneutics, allowed application of a research methodology 

that engaged in how interactions between women affected by domestic violence and 

healthcare providers were experienced and constructed and allowed examination of 

procedures, conditions and resources that were utilized within health systems. The 

chosen methodology attempts to make the world of lived experience visible to the 

reader with a focus on life experiences that radically alter and shape the meanings 

people give to themselves and their life projects. It aims to construct studies, 

performances and texts that make sense of and criticise the postmodern period of 

human experience (Crotty, 1998). 

 

Denzin uses the term ‘epiphanies’, or turning points to describe significant 

experiences that alter the course of meaning of one’s lifecourse (Denzin, 2001). He 

describes four types of epiphany: First, major epiphanies, which are experiences that 

shatter and change a person’s life forever. Second, cumulative epiphanies occur as a 

result of a build up in a series of life changing events. Third are minor or illuminative 

epiphanies, which result from revelation of underlying tensions and problems in a 

situation or relationship. Lastly, in relived epiphanies the person goes through the 

events of the major turning point repetitively (Denzin, 2001).  

 

In this research approach thick descriptions of the lives of the group being studied 

were collected in order that more comprehensive meaning of their experiences in 

troubled situations could be uncovered (Denzin, 2001). Interpretive interactionism as 

a method endeavors to capture the voices, emotions and actions attendant to everyday 

experiences (Volker, 2003). Importantly, research findings must be situated within the 

larger sociopolitical setting and linked to policy (Volker, 2003). Interpretive 

interactionism was thus useful and appropriate for this study because it can help to 

contribute to policy formation by drawing on the perspectives and experiences of the 

women who were central to the research process (Mohr, 1997). It provided meaning 

about the lived experiences of both women living with domestic violence and health 

professionals who cared for them and how these were related to and interrelated with 

the discourses of healthcare and were embedded in policy and service planning 

(Volker, 2003). 
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Research Approach 

Six elements inform the processes that are used in an interpretive interactionism 

study. These elements are: 

 Framing the research question. Denzin (2001) suggests that the study question 

begin with ‘How’ in order to reflect the experiences of the participants as the 

area of primary interest in the study.  

 Deconstruction. This element of the process is analogous to undertaking a 

literature review (Mohr, 1997). During this time prior conceptions must be 

deconstructed and analysed (Denzin, 2001). 

 Sample and capture. In sample and capture the study problem is ‘captured’ 

and located and situated in the everyday world (Denzin, 2001). In more 

general research terms this includes sampling and recruiting participants and 

collecting data within a specific context.  

 Bracketing. The fourth element of the interpretive process is analogous to data 

analysis (Mohr, 1997). When bracketing the study problem is ‘bracketed’ and 

its structures identified, defined, and analysed (Denzin, 2001). 

 Constructing. This element is concerned with re-creating the study problem 

and is analogous to presenting and discussing and debating the study findings. 

During construction the researcher re-creates the study problem from the data 

collected. In this element of the process meaning is attributed to constructions 

and experiences (Denzin, 2001). 

 Contextualising. The final element in this methodological process is 

contextualisation of data which aims to add depth of meaning to theoretical 

constructions that arise from the previous research steps (Denzin, 2001). This 

involves relocating women’s and health professionals’ experiences to take into 

account their social environments and is demonstrated by thickly describing 

occurrences of the study problem as they are situated in the participants’ world 

(Denzin, 2001; Hall, 1994). 

 

The application of the framework is discussed in detail below. For each of the six 

elements of the research process both the headings specific to interpretive 

interactionism and to generic research terminology are provided.  
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Framing of the Research Question – Study Aims and Significance 

In Chapter One the research questions were framed by drawing on current discourses 

that shape knowledge regarding domestic violence, resultant women’s health issues 

and healthcare responses aimed to address women’s needs. The resultant research 

aims and questions situate the problem under investigation in such a way that it 

requires investigation by locating women’s experiences centrally and 

interdependently with the experiences of those providing healthcare, and the broader 

discourses that shape healthcare policy and service planning. The study sought to 

answer the four research questions presented at the end of the previous chapter. 

 

Deconstructing the Study Problem – Literature Review 

In Chapter Two the study problem was deconstructed by undertaking a critical review 

of current literature regarding framing of socio-political responses to women affected 

by domestic violence and situating their health issues and healthcare experiences 

within current discourse. Deconstructing the study problem highlighted the 

problematic discourses and tensions that were apparent in defining and responding to 

women’s health issues as a result of domestic violence. Deconstruction of the study 

problem was ongoing through the research process to further analyse and deconstruct 

the multiple understandings, discourses and experiences of health and healthcare that 

emerged as the study progressed (Hall, 1994). This is consistent with the approach 

used. This deconstruction facilitated the development of the four specific research 

questions. 

 

When deconstructing the study problem multiple sources of data were located to 

collect thick descriptions of the problem under investigation. This began with locating 

multiple sources of information regarding women’s experiences of domestic violence 

and their health issues as the reference point for selection, examination and 

investigation of research that informs current discourse (Mohr, 1997).  
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Sample & Capture - Sampling and Data Collection  

Capturing information about the study problem involved locating multiple cases of 

the problem under investigation, that is, women affected by domestic violence and 

nurses practicing in clinical healthcare settings that women access when they seek 

help as a result of domestic violence. For clarity ‘Sample & Capture’ of women 

affected by domestic violence and of nurses are described separately below. 

Following this bracketing will be discussed as applied to both women and nurses who 

participated in the study. 

 

Sample & capture: women affected by domestic violence. 

Three community settings (Non Government Organisations [NGO’s]) that specialized 

in assisting women who had been subjected to violence were the sources of locating 

study participants. Each of these settings had ‘Domestic Violence Support Groups’ 

and advocacy services including counselling and access to legal advice. One setting 

had an inner city location; one setting had an outer suburb location and one setting 

was in provincial Queensland.  

 

Purposeful sampling was chosen as a method for selecting participants that would 

afford information-rich cases that allowed in-depth study (Glesne, 1999). This 

included snowball and opportunistic sampling to recruit further participants. In order 

to capture the immediacy of experience women aged over 18 years and who had been 

within the last three years, or were currently in a relationship with an intimate male 

partner who they identified as having been physically, mentally, socially or sexually 

violent toward them were asked to participate. The participants had left their 

relationships 6 months - 2 years prior to taking part in the research. Women who 

attended support groups were chosen, as it was believed that their attendance at such a 

group indicated a readiness to talk about their experience.  

 

Women under 18 years or who had been identified as having an intellectual handicap 

were not considered for the study due to ethical considerations of gaining informed 

consent. Also excluded were women who were not conversant in English, as this 

would require further consideration beyond the scope and resources of this study. 
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Sampling was concurrent with information gathering and was ongoing as a result of 

early bracketing and analysis. This continued until sufficient data was gathered that 

generated a new and richly textured understanding of the study problem 

(Sandelowski, 1995; Patton, 2002). Final recruitment required a search for cases that 

confirmed and disconfirmed emerging information (Patton, 2002).  

 

Nine women were recruited through the three NGO’s that offered support services for 

women affected by domestic violence. Each had left their violent relationships when 

the research began but most of the women described the violence as ongoing. They 

had all experienced physical and emotional abuse during their relationships and had 

remained in their relationships for between three and more than 20 years. The women 

who took part were aged between 29 and 45 years and resided in a variety of locations 

in South East Queensland. Three women had completed tertiary study, three were 

trade qualified and three had completed secondary education. The women had a 

diverse range of ethnic origin but were Australian born. 

 

Interviews – Stories and Epiphanies   

In-depth interviews were used to elicit information rich stories and to gain access to 

women’s worlds and to locate those experiences which had changed their lives 

(Denzin, 2001; Minichiello, Aroni, Timewell & Alexander, 2004). The conversational 

nature of in-depth interviewing allowed time to focus on the women’s perceptions of 

self, life and experiences as expressed in their own words and allowed me access to 

women’s private interpretations (Fontana, 2002; Minichiello et al., 2004).  

 

I spoke with each of the women at least twice with interviews lasting between 60 – 

150 minutes. Interviews were conducted in a setting that the woman identified as 

being safe for her and each interview was audio tape-recorded. The interviews were 

guided and I employed narrative techniques in order to collect and illuminate the 

storied accounts of their everyday lives and how they located health within their lives 

and their healthcare encounters when they sought help for their health issues. This 

approach allowed women to relay not only their personal experiences but also to 

discuss their interpretations, and the larger cultural themes and meanings they 
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ascribed to their experiences, that illustrated the social, economic and political 

influences of their healthcare (Stevens, 1993).  

 

Prior to beginning each interview I sought informed consent from women to take part 

in the study (attached at appendices A and B). Following this, there was a brief 

discussion of their demographic details such as age, occupation, education, 

relationship status and presence of any children. I began and guided each interview 

with the statement: “Tell me about your health while you were living with your 

partner”. In addition to interview data I created field notes were created after each 

interview. Taped field notes recorded participants’ characteristics, non-verbal 

behaviours, affect, communication processes, rapport, impressions and any problems 

encountered in order to provide context to women’s accounts. I maintained a 

reflective journal in which I recorded my feelings about the participants and our 

interactions. The journal remained an important tool in personal debrief as it allowed 

me to debrief from what were sometimes stress-evoking and emotional experiences. 

 

The stories women told were transcribed verbatim and the tapes re-checked to 

confirm consistency with the transcribed texts. Following transcription, I arranged a 

second interview to further explore issues that arose, and each participant was shown 

a copy of the initial analysis to ensure they believed their anonymity was maintained. 

This was a requirement of the University Ethics committee and also served to enhance 

rigour of the study by asking women if it was a true reflection of our conversation and 

the meaning each woman had ascribed to her experiences. 

 

Sample & capture: nurses. 

The purpose of this phase of the research process was to locate nurses employed in 

practice areas identified by women as active in the care they received or sought when 

they entered healthcare settings. Women’s stories indicated that Community Health 

based nurses and Emergency Department nurses featured most prominently in their 

healthcare encounters. This was also supported by current literature. 

 

The study settings were located in two separate Health Service Districts and across 

three healthcare settings. One setting was in an Emergency Department of a large 
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provincial South East Queensland hospital. The second setting was in a small 

suburban public hospital Emergency Department in South East Queensland and the 

third setting was a large Community Health service in South East Queensland. Both 

Health Service Districts provided health services to women who were interviewed for 

the study. 

 

Following approval by each District’s Human Research Ethics Committee (see details 

later in section on Ethics) I negotiated access with the hospitals’ executives. 

Following this Department supervisors were contacted, who gave permission to 

access staff employed within their Departments. The final step was to access nurses 

who were involved with the care of women affected by domestic violence to explain 

about the study purpose of the study and to seek their support. This was done with 

assistance from Department Heads who advertised the research within their 

Departments, by e-mail and by poster. Names of interested nurses and contact 

numbers were forwarded to me and I was then able to contact the nurses directly. 

Posters were displayed in Department tearooms to ensure that staff who did not have 

e-mail access were also informed of the research. 

 

A sample of twelve nurses (male and female) who had gained more than one year of 

experience in Emergency and / or Community Health settings was recruited using 

convenience methods including snowballing. The selected time period for experience 

was to ensure that nurses had worked in these settings at times when domestic 

violence is thought to be most prevalent, for example over the Christmas period. Six 

(6) nurses were recruited from a provincial ED, three (3) from a suburban ED and 

three (3) from Community Health. All nurses were Registered Nurses (RN’s) and held 

a range of experience (minimum of 5 years post registration experience), 

qualifications and classifications. This included RN’s employed in management, 

education and direct clinical care of patients within the Departments. Further detail 

has not been included in order to protect the identity of the RN’s who volunteered to 

participate. 
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Nurses Interviews - Stories and Epiphanies  

Prior to meeting with nurses to conduct interviews I made preliminary contact by 

telephone to ensure availability. Interviews were conducted in locations and at times 

chosen by the participants and at times that were convenient to them. A digital voice 

recorder was used to record conversations for interpretation. I gave potential 

participants written information about the study and asked them to provide written 

informed consent. Following this, there was a brief discussion of demographic details 

such as qualifications, position, length of employment in current setting and length of 

experience in current setting. The questions and prompts designed to guide the 

conversation are attached in appendix (C). I recorded field notes, similar in structure 

and function to those kept when interviewing the women. Interviews lasted between 

35 – 95 minutes. Three RNs participated in follow up interviews for the purposes of 

ensuring rigour and seeking clarification to confirm that findings and interpretations 

rang true for them.  

 

Bracketing Key Informant Data: Analysing Interview Data 

It was important that I employed analytic methods in keeping with the theoretical 

background of the study. I chose narrative techniques because narrative inquiry 

concerns itself with the potential of stories to give meaning and context to experience 

(McAllister, 2001). Also, it is characterised by awareness that stories told are often 

contested ground – leaving the possibility that the listener may interpret the story 

differently from the teller (Poirer & Ayres, 1997). Additionally, the emphasis of the 

interviews was on seeking and valuing the participants’ accounts and on retrieving 

and understanding their perspectives, in a language that was natural to them 

(Minichiello et al., 2004).  

 

In order to bracket and analyse interview data I employed narrative analytic 

procedures when working with the data obtained from both women’s and nurses’ 

interviews. These procedures are described below.  

 

Narrative analytic techniques were employed to scrutinise interview texts. Analysis 

was conducted using the techniques described by Emden (1998) and Mischler (1986). 
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In analysing data I was systematic and sorted and classified text into groups and 

themes. Before giving further detail of the process it is first useful to draw the reader 

to the way in which narrative terminology is used. I adopted the stance that there is a 

difference between stories and narratives in that narratives are used to give meaning 

to experiences whereas stories are a structure used by the teller to retell and make 

sense of a lived experience. I assume that the products of conversations with women 

and with nurses, in which they recounted their stories, were the narrative accounts of 

their experiences constructed by me as the researcher.  

 

Prior to data transcription and immediately following each interview meeting, I 

listened to the recorded conversations in order to ensure that conversations were 

recorded fully and were audible. Tapes and voice files were given to a transcriptionist 

and data collection continued whilst each recording was transcribed. This ensured that 

data collection was concurrent with data analysis. Once each transcript was received I 

undertook repeated reviews of the recorded conversations in order to inform the 

analysis and ensure congruence between recorded conversations, written transcripts 

and the emerging narratives.  

 

Storied accounts, as told by each participant, were analysed and interpreted as 

described by Emden (1998). In this process I ‘combed’ the transcripts to create a core 

story that reduced the full-length stories to shorter stories whilst retaining key 

meanings. The core stories contained almost exclusively the women’s and nurses’ 

own words and were individual to each participant. Core stories were created using 

steps described by Emden (1998) who draws on the work of Polkinghorne (1988). 

This process used for combing each transcript, as used in the study, is depicted in 

figure 3.1. 

 

Following core story creation, emplotment was undertaken. This was done to identify  

emerging plots or themes across the various women’s and nurses’ core stories and 

assisted in ascribing meaning to their stories. Initially subplots across stories were 

identified. This required movement back and forth between and within stories to 

identify and document what was important and distinguishing and to check for 

commonalities in stories. This was done with the aim of identifying sets of events that 

were common to all stories and which formed the basis of construction of story plots 
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(Emden, 1998). The story plots identified the significance that events had for the 

participants who related their stories and took into consideration the historical and 

social contexts of the events they described (Polkinghorne, 1988).  

 

 

Text read and re-read 

In-depth, guided 
interviews 

Themes and fragments 
identified woven 

together 

 

 

 

 

text re-read for 
coherency

Process repeated 

Subplots identified Core stories 
created 

Words, which detracted from 
the theme deleted 

Researcher’s comments and 
questions deleted  

 

 

 

 

 

Figure 3.1 Narrative Analytic Process – Core Story Creation 

 

Best-fit possibilities were drawn up by reading back and forth between events as 

described by the women and nurses and emerging plots (themes) (Polkinghorne, 

1988). This required ongoing comparison and contrast of the plot structures of all 

stories to ensure a preconceived plot was not imposed on the study (Emden, 1998). It 

also ensured that as the researcher I remained astute to struggles and tensions within 

the stories and accepted the inconsistencies (McAllister, 2001). 

 

Whilst the above has focussed on detailing the research methods employed for the 

study I now return to the elements employed in undertaking the study that were 

informed by interpretive interactionism.  

 

Step five of the research approach involves re-constructing or re-creating the study 

problem from the findings. In these chapters four and five the findings are presented 

and subsequently discussed and debated. Chapter Six presents an alternate voice or 

discourse to the current study problem (Denzin, 2001). 
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The final step in the research approach is to contextualize the findings (Denzin, 2001; 

Hall, 1994). The discussion in chapters five and six attends to this by theorizing to 

generate new information and knowledge about women’s health issues that result 

from domestic violence and their healthcare encounters and offers an alternative lens 

from which to generate alternative healthcare practice and policy.  

 

Rigour 

In undertaking the research I used a framework of guiding principles to ensure that the 

study was conducted in a way that employed rigorous methods and techniques to 

investigate the study problem and provide a coherent account of women’s 

experiences. The principles involved using a reflexive approach built on honesty and 

mutuality that used multiple sources of data to ensure multiple knowledges were 

raised and contested and to make sure the study was relevant to women's interests and 

lives. I was keen to reflect the complexity of women’s realities and the relationality of 

knowledge construction as I sought to see beyond and behind what we are socialised 

to believe.   

 

I needed to engage closely with the women and nurses who took part in the study in 

order to narrow the distance between myself and the women who were interviewed, 

whilst acknowledging that it was difficult to separate my personal experiences and 

experiences as a researcher from the experiences of the women and of the nurse 

participants (Gottfried, 1996; Kelly, 1998; Stanley & Wise, 1998). To maintain a 

balance I examined and acknowledged my attitudes and assumptions as an ongoing 

process by maintaining a journal throughout the study (Koch & Harrington, 1998). I 

rejected the objective stance of positivism to embrace the feminist claim that the 

personal is the political (Stanley & Wise, 1998). Whilst my personal thoughts are 

omitted from the discussions and stories it is acknowledged that these emotions and 

involvement are a central part of the research process. In keeping with this, a 

reflective journal was maintained for the duration of the study as a monitoring process 

for personal thoughts and feelings regarding the study (Koch & Harrington, 1998). In 

the course of this study I was confronted with dilemmas and struggles that are 

inherent in feminist research. I recognised that this caused feelings of confusion, 

trepidation and ambiguity (Maxwell-Young, Olshansky & Steele, 1998; Reinharz & 
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Chase, 2002) and chose to embrace these feelings and accept them as a hallmark of 

feminist scholarship that will ultimately strengthen the research and benefit the 

women in this study (Maxwell-Young et al., 1998).  

 

This study was relevant because women identified the study issues as being 

significant in their lives (Meleis, 1996). The research aim was to develop knowledge 

in this area in order that women’s needs can be better understood and met by health 

professionals, taking into consideration the social and political contexts that frame 

healthcare responses (Acker, Barry & Esseveld, 1996; Hall & Stevens, 1991; Thorne 

& Varcoe, 1998). It contributes to nursing knowledge and more widely health and 

policy literature regarding women's health as a result of domestic violence and their 

resultant healthcare needs (Acker et al., 1996). 

 

Rigour is enhanced by acknowledging the complexity of women’s lives through a 

careful review of existing knowledge (Meleis, 1996). Whilst conducting the study it 

was important to work to understand and respect participants’ interpretations of their 

experiences and remain mindful that interpretations and women’s lives are socially 

situated within gendered, racial, class-based structures and cultures that shape 

everyday life (Hall & Stevens, 1991; Reinharz & Chase, 2002). The methods used to 

elicit information reflected the understanding that women’s experiences and 

healthcare responses are generated by larger social structures (Gottfried, 1996). 

 

The underpinnings of this study rejected androcentric notions of traditional research 

and sought to generate new concepts by describing women's and nurses’ experiences 

in their terms (Hall & Stevens, 1991). The active voices of participants are sustained 

as the study issues are re-created in the findings and their voices were used to describe 

experiences and help to create theory (Acker et al., 1996; Kelly, 1998; Koch & 

Harrington, 1998). 

 

Providing a coherent account of experiences required me to question the plausibility 

and consistency of observations and question the cogency and faithfulness of 

interpretations in their representations of the worldviews of the participants. This 

enhances the dependability of the study findings and was achieved by confirming 

findings of first interviews when I returned to participants for subsequent interviews 
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(Hall & Stevens, 1991; Meleis, 1996; Rice & Ezzy, 1999). Reflexive exploration of 

the entire study process was ongoing and the interpretive work that was undertaken 

remained as close to the interview text as possible for purposes of dependability and 

adequacy (Thorne & Varcoe, 1998). 

 

Fundamental to this study was my assumption that participants told the truth. The 

study was based on sound ethical principles and potential power dynamics were 

monitored consciously in order to preserve the subjective validity of the women's and 

nurses’ experiences (Denzin & Lincoln, 2000; Hall & Stevens, 1991; Meleis, 1996). 

As the researcher, my role in the study was not limited to information collection but 

extended to working as a source of health information and referral and as an advocate 

(Hall & Stevens, 1991; Hoff, 1988). 

 

Rigorous research requires evidence of good rapport. This is demonstrated in the 

reflexive stance used to carry out the study and in the collaborative relationship 

pursued between myself, as the researcher, and participants (Hall & Stevens, 1991; 

Hoff, 1988). It was possible that there may have been a power differential (Mill & 

Ogilvie, 2003) and strategies were therefore developed to establish rapport. These 

included allowing participants to choose venues for interviews, not setting time limits 

and observing verbal and non verbal cues (Hall & Stevens, 1991; Meleis, 1996; Mill 

& Ogilvie, 2003; Reinharz & Chase, 2002).  

 

The challenge in presenting the findings was to provide faithful descriptions of 

women’s and nurses’ experiences that could be interpreted by formal reviewers and 

by women themselves (Hall & Stevens, 1991). It has been suggested by some that 

credibility can be enhanced by returning the text transcripts to participants for 

confirmation (Hall & Stevens, 1991; Kelly, 1998). This path was not chosen lest 

subjectively constructed knowledge was altered to reflect the hegemonic ideologies 

that currently inform my understanding of domestic violence (Thorne & Varcoe, 

1998). Furthermore, safety issues had to be considered for women and it was not 

appropriate to request several visits with the women involved (Koch & Harrington, 

1998). However, a requirement of the University Ethics committee was that text was 

returned to the women to confirm that data had been appropriately de-identified (it did 

also however give women the opportunity to confirm verbal accuracy). When women 
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were given the printed text of the findings they were asked to confirm that it was 

appropriately de-identified and given time to read it. The findings included primary 

accounts in the writing and by keeping the text as close to the interpretations as 

possible (Koch & Harrington, 1998; Rice & Ezzy, 1998; Thorne & Varcoe, 1998). 

This ensured that the active voice of the participants was maintained in the resulting 

interpretations (Rice & Ezzy, 1998).  

 

Researching in this challenging environment is not a solo effort. Reflexive 

engagement was entered into as I sought to develop the study. This included seeking 

academic expertise, political expertise and liaison with community groups used by 

women affected by domestic violence (Mill & Ogilvie, 2003). The research process 

was supervised by female academics who have expertise in feminist research and the 

findings are considered to be true accounts of women's experiences (Rice & Ezzy, 

1999).  

 

Ensuring a rigorous research approach required confirmation of recurring themes to 

give expressive meaning to women's and to nurses’ words (Thompson & Barrett, 

1997). Importantly, it was recognised that inconsistencies in stories did not invalidate 

perceptions and interpretations (Gottfried, 1996). Indeed, negative and divergent cases 

and alternative explanations strengthened conclusions (Reinharz & Chase, 2002). The 

interpretive work remained as close to the original accounts as possible in order to 

respect and support the subjective reality of the women who endured domestic 

violence and nurses who cared for women. This allows the reader to become 

immersed in the pattern of interpretation and takes into consideration the social and 

environmental contexts of women's lives and nurses’ practice. For me, as the 

researcher, it drew attention and questions to areas of similarity and agreement and 

areas that were contested or disputed and allowed interrogation of the tensions in 

women's and nurses’ multiple realities in a larger social and political scene (Hall & 

Stevens, 1991; Thorne & Varcoe, 1998). 

 

Ethical Issues 

At all times the study upheld the ethical principles advised by the National Health and 

Medical Research Council (NHMRC) (1999) in the National Statement on Ethical 
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Conduct in Research Involving Humans and the NHMRC (2007) National Statement 

on Ethical Conduct in Human Research1. 

 

Ethical approval was gained as per University Ethics Committee requirements and 

from appropriate Health Service Districts.  This required that the study adhered to 

several ethical principles. Each of these principles and how they were upheld in the 

study are outlined below: 

 

Integrity, Respect for Persons, Beneficence and Justice 

To uphold these principles required being prepared to stop the study at any time 

should it be suspected that harm might come to any of the participants. This was of 

particular concern for the women involved who had experienced domestic violence. 

Women affected by domestic violence were given the opportunity to debrief at the 

end of the interview and were made aware of counselling services available should 

they have felt that they needed to further debrief. Counselling was pre-arranged with 

the facilities involved, should the interviews have evoked distress and women were 

informed of this. Nurses were given a card at the end of the interview that provided 

details of a help line should they wish to discuss domestic violence further.  

 

Information obtained in the course of the study was used for no other purposes. 

Participants were made aware that a second interview (and possibly third interview in 

the case of women affected by domestic violence) might be required to discuss 

emerging information and for purposes of rigour. Whilst my role was that of a 

researcher, my role as advocate may have taken precedence if conflict developed. 

Information regarding potential resources that participants, and in particular the 

women, might have needed such as counselling, legal services, medical services, 

social services and support and pastoral services should they have requested it was 

brought along to the interview. 

 

Applying the ethical principle of justice required that participants had access to the 

researcher at any point in the study to clarify and address any issues. It also required 

facilitating access to psychological support (discussed above) and maintenance of 
                                                 
1 Ethical approval for the study was approved prior to the release of the 2007 NHMRC Statement 
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participants’ anonymity. Contact numbers were available on the information sheets 

and re-iterated when seeking consent. Confidentiality was maintained at all times and 

the anonymity of the women, nurses and of the facilities was preserved within the 

written report through the use of pseudonyms and by omitting or changing any 

demographic details that would reveal a participant’s identity. Further, as part of a 

second meeting, the women affected by domestic violence were asked to confirm that 

the information collected in the first interview adequately de-identified them. Health 

facilities and nurses’ stories were also de-identified and this information has been kept 

separate from interview transcripts. Audiotapes of interviews with women were wiped 

clean following transcription of data and transcripts will be stored in a locked drawer 

for the period of time specified by the Griffith University Ethics Committee. A 

research assistant was used to transcribe the interview conversations. The 

transcriptionist was informed of the confidential nature of the information and asked 

to sign a confidentiality statement when transcribing women’s stories (Appendix D). 

Access to information has been limited to the research team, that is myself and 

associated supervisors. 

 

Consent 

Acquiring consent required that the right of voluntary participation was maintained 

and that participants could withdraw from the study at any time without being 

penalised. Furthermore, this required that that the study was fully described, the right 

to refuse to take part and any risks or benefits were made clear. Information sheets 

and consent forms are attached as appendices E - H. One Health Service District 

requested that nurses were provided with a revocation of consent form as part of their 

informed consent package (appendix I). Women were informed of the research by 

group facilitators at the support service they attended and only names of women 

willing to take part were given to me. Written and verbal informed consent was 

gained from all participants who volunteered to take part. Nurses were advised of the 

research by Nurse Managers and by poster advertisement within their Departments 

(appendix J). Interested nurses contacted their Manager who provided the researcher 

with their contact details. 
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Research Merit and Safety 

It was anticipated that risk to participants in the study was minimal although it was 

acknowledged that interviews might have elicited disturbing memories, particularly 

for women who had experienced domestic violence. However, the cathartic nature of 

sharing information intended to outweigh this. Women were advised of counselling 

services available on a one to one basis and a close relationship with group facilitators 

in the NGO’s was maintained to ensure support was available should woman have 

identified a need for counselling. The interviews were conducted in a place chosen by 

the participants. In the case of women, this was in a place that she identified as being 

physically and emotionally ‘safe’ for her. It was possible that women may have 

disclosed acts of violence that the perpetrator had not been convicted of which raised 

legal issues. However, women were made aware that data collected could not be used 

for legal purposes as stated in the information sheet. To prevent study information 

being used as legal evidence each woman was advised that names would not be 

attached to the information in a way that might identify her. This was also advised in 

the information letter. 

 

Summary 

Ethical practice is at the heart of rigorous research and the concepts and criteria for 

rigour and the ethical conduct of the study were outlined in this chapter. Particular 

attention has been given to the positioning of the researcher and the relationship 

between the researcher and participants, and the mechanisms used to advance the 

women’s interests as well as those set in place to protect their vulnerabilities. 

 

In this study interpretive interactionism was employed as a methodology that 

facilitated the progress of the study aims. Its philosophical and theoretical 

underpinnings facilitated the development of a multifaceted and multivocal 

examination of specific health issues, that is, health issues and healthcare for women 

affected by domestic violence. The approach centralised women’s experiences in the 

investigation, captured in storied accounts from women and nurses and enabled the 

tensions between women’s perceived needs, coalface responses, in nursing practice to 

be foregrounded and critiqued.  
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Narrative analytic techniques were applied to analyse the interview data in order to 

illuminate women’s experiences and articulate the health needs they identified and 

their perceptions of the health services they used. In turn narrative techniques were 

also used to articulate nurses’ perceptions of their practice and of the needs of women 

they cared for in emergency and community settings. The outcomes of these 

procedures were used to re-contextualise women’s experiences and articulated needs 

in theoretical and practice terms in order to better understand the healthcare needs of 

women affected by domestic violence and critique healthcare designed to respond to 

their needs.  
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CHAPTER FOUR 

Re-creating Health & Healthcare Encounters 

Introduction 

The study findings are organised into three parts. First, the reader is given insight into 

the lives of women living with domestic violence. This section is called ‘Fragments’. 

It is presented in the form of a narrative. It is a montage rather than a single story, 

constructed from fragments of the stories of women who participated in this study, 

using their words. 

 

In part two and three, I deviate from traditional methods of presenting study findings 

by using the present tense. The purpose of this is twofold. First it ensures rigour in 

that reporting the findings as participants related their stories provides faithful and 

powerful descriptions of women’s and nurses’ experiences in an active voice. Second, 

employing present tense maintains the ‘here and now’ of their stories: for women, as 

they endured and continued to endure domestic violence related health issues and for 

nurses as they continued in their daily practice in settings where women present for 

healthcare consequential to domestic violence. In part two, Layers and Layers. 

Emerging Health Needs, the changing health status and emerging health needs of 

women who participated are presented, based on their accounts of their experiences. 

In addition, this part introduces findings from the data produced in interviews with 

participating nurses in order that the professional lens on women’s health needs is 

illuminated. 

 

Part three, Negotiating Healthcare sets out the complex nature and the processes 

involved in engaging in healthcare between women and health professionals who they 

encounter when they seek help for their violence related health issues.  These findings 

are constituted from both the stories of affected women and nurse participants. The 

stories that illuminate healthcare are situated in Emergency Departments (EDs) and 

Community Health (CH) settings. These settings represent significant beginnings in 

women’s healthcare encounters and allow the reader to travel the path followed by 

women who sought healthcare as a result of domestic violence.  
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The findings maintain the context of the healthcare relationship and the primacy of 

women’s experiences in the quest to come to an understanding of underlying issues. 

The findings present a dynamic and complex view of women’s health as it is affected 

by domestic violence and the nature of healthcare encounters that result reveal 

significant issues.  
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Part 1 

 

Fragments 

 

It all seems such a blur. Sometimes I think my 

memory’s shot. Sometimes I wonder what’s real and 

what isn’t. Did I imagine what happened? I know 

deep down it wasn’t my imagination. It happened, 

but the order of things, the facts, if there are 

any, are unclear and sound relative when you 

think of what other women have been through.  How 

do you explain something that is so insidious? 

Something that grows and spreads like a fetid 

cancer that eats away at you little by little, 

robbing you of life. Maybe if it was a cancer 

people would want to understand. It would be 

important if it was cancer. They’d be interested 

and I’d warrant some kind of attention. 

 

I’ve done lots of interviews over the years. 

Social workers, doctors, nurses, police, 

psychologists, psychiatrists, just about every 

department in Centrelink, and now of course, the 

lawyers – my lawyer, his lawyers, court workers. 

Now it’s more like competing with the boys club 

though. They knock you down further. It’s like 

one of those Errol Flynn movies where there’s a 

sword fight and you get, you’re not that far off 

and there’s another one there to have a go. My 

other abusers I call them. They only want to know 

certain bits of me. Everyone wants a piece of me 

on their records – the official me. That’s how I 
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am. Lots of little pieces in different 

departments and agencies. Not just me, my kids as 

well. We aren’t a unit. We are case numbers. 

Divided up until we’re so fragmented we’re 

unrecognisable as people by agencies and 

departments. It’s clever really. By putting 

little pieces of us all over the place, no one 

ever sees the big picture. They can cope with 

their own little piece. They have a policy for 

that… 

 

Something went wrong. At first I tried to look at 

it from the outside, put things into perspective. 

I was in a relationship with a man who said he 

loved me. I had gorgeous kids, we had enough 

money, a house. Wasn’t that what I had wanted? At 

first I forgave him for his moods and outbursts. 

He was stressed. Work stressed him, I stressed 

him, the kids stressed him.  

 

Violent he wasn’t actually every day. The pushing 

and shoving the rudeness, the intonation, you 

know, the voice, the put down, that was daily. It 

wasn’t just the physical stuff – the bloodied 

face, the slaps, the kicks, and holding me down 

sort of thing, threatening me, it became the 

punching and holding the knife against the neck 

and going out to the children, threatening the 

family, things like that, so I was very meek and 

mild that’s not in my nature.  

 

It wasn’t as if he behaved like this all the 

time. I’m a difficult person to live with I 
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guess. I’m moody in my own way and probably am a 

bit unreasonable. It’s that weakness in me again. 

I have values though and you don’t just walk away 

when the going gets tough. I made him happy once 

and I’m sure I can make him happy again. I can 

cope with the roller coaster ride, I think…. 

 

I’m trying so hard to make him happy, to change 

myself and do things better. I love him. He says 

he loves me. We have children to care for. I feel 

tired. That weakness is rearing its ugly head 

again. Why do I feel like this? I try to carry 

on, for the children. I’ll work through my own 

problems but I don’t want it to get to the kids. 

I’m tired and a little down. I feel tense. Tense 

about my relationship. Tense about when the next 

outburst might be. Trying to anticipate and 

avoid. Anticipate and avoid. Tense about myself. 

I become preoccupied with putting things right. I 

can’t remember things and I become vague. I 

wonder am I going crazy, but no I can’t be. I’m 

still functioning. 

 

When he comes it’s like the storm clouds follow 

him into our home and the blackness surrounds me. 

I’m so tired. It’s my own fault. I shouldn’t lie 

awake at night worrying. It’s the tiredness. And 

then I do stupid things like can’t decide whether 

to buy Milo or Nesquick. What did I come shopping 

for? I can’t remember. Can you believe that? How 

embarrassing. I leave everything and run from the 

shop. Panic. Where’s the car? Can I find it? How 

will I get home? I try to drive home but the 
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panic rises that I might not be able to find my 

way. My heart pounds. My mouth is dry and I am 

drenched with sweat. What’s happening to me? What 

sort of mother am I when I can’t even decide what 

drinks to buy, when I don’t know what I’m doing? 

He tells me that too.  

 

It’s easier to stay at home now. Too difficult to 

go out. The less I do things the more that fear 

sort of grows inside of me. The house is such a 

mess. I can’t even cope with that. He tells me 

that as well. 

 

The tiredness is overwhelming. Crushing. I can’t 

seem to stay on top of things – the house, the 

children, the shopping. I can’t talk to anyone 

any more. I’ve lost my voice. I can’t string 

together a conversation. Better just to stay away 

from people in case they think I’ve lost it. I 

have nothing important to say anyway. He tells me 

that frequently. 

 

The tiredness becomes exhaustion. It spirals. The 

pain in my head and the tension in my muscles 

makes it complete. I can’t sleep. I can’t eat. I 

can no longer make decisions. When I did they 

were wrong anyway – he told me so. 

 

The melting pot which has become my mind 

overflows and I am fighting, struggling to make 

sense of what is happening. I can’t and something 

inside of me starts to die. It’s something deep 

down in my core. I am becoming a shell.  
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The balls of flame that until now I have been 

juggling start to fall. I get burnt in the 

process of them falling. 

 

I teeter on the edge of an abyss and wonder what 

it would be like to fall. I feel like the 

blackness below is sucking me in, offering me an 

escape, offering comfort.  

 

I’m sinking. Somewhere, deep inside of me a 

little part has already died, taken the long 

plunge into the abyss. That part of me has gone. 

Closed down. That part of me is safe.  

 

I become a robot. Reality is gone. There is only 

today because tomorrow I may not be here. There 

is nothing left…………………  

 

Everything is black. 
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Part 2 

 

Layers and layers. Emerging Health Needs 

 

In this story the process of change in women’s health is described by women. They 

describe their emerging health needs and their efforts to seek help. Nurses reveal their 

perspective, how they see women affected by domestic violence as they enter their 

workplaces. The women and the nurses who took part in the study have been given 

pseudonyms to protect their identities. Facilities that were discussed during our 

conversations have also been de-identified.   

 

My Health – Falling Apart 

 

Prior to living in a violent relationship the women tell of the meaning health held for 

them:  

 

I mean I had been trekking in Nepal and all that, so I was quite 

physically fit. I used to rock climb. I went to the gym. I swam. 

(Edwina) 

 

For Andrea health is a myriad of small, things, nothing out of the expected: 

 

Um I was tired. I was a single parent and I had three part time jobs. 

I didn’t have colds. I had always had menstrual problems such as 

ovarian cysts, stuff like that, but they were never great issues.. Um, I 

was concerned about cancer… (Andrea) 

 

Health at this time is a physicality, attributes one has or not. However, the women’s 

descriptions of health alter as they reflect on their lives in their violent relationships. 

They struggle to describe its increasing complexity. They reveal its increasing 

significance and debilitating effects. Edwina tells of her changing health:  
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embodied in her personhood: 

 

I did go through periods of really ill health … lots of viruses. Then I 

would get ear infections, lots of flu’s. I suddenly developed asthma 

out of the blue… Starting having fainting attacks and stuff, and then 

I was assessed, had low blood sugar… I went downhill quite 

rapidly. I also got very concerned that he was putting stuff into the 

food or the tea … Really bad muscular pain. Headaches, migraines, 

vision. My vision would change. The more stressed I was the less I 

could actually physically see… My hair would fall out, like it would 

just fall out in bucket loads. The more stressed I was, the more hair 

would fall out… I lost my sense of trust of anybody. I just didn’t 

trust anybody.. I don’t think I even laughed much or anything like 

that… I was like a robot. (Edwina) 

 

Confusion, anticipatory terror and disrupted sense of self are described by the women. 

Adequate words to described the impact of violence are hard to find at times. Ange 

speaks with emotion. She cries and then raises her voice in anger but insists on 

continuing her story as if any interruption to this outpouring might silence her: 

 

I had constant headaches. I had shaking, disturbed sleep, complete 

appetite loss. I lost so much weight…. my sleep was always 

disturbed, so you end up very tired, physically fatigued. When I 

lived with him, um it was mainly, he was mainly, my appetite was 

affected. Constant headaches, tiredness. It wasn’t just tired, it was 

fatigue. Fatigue. I felt like I couldn’t pedal fast enough, so that had 

an impact on my physical body that I was tired. I also went through 

a period, and I still think I have it, where I get bad acne. On the 

most part when I lived with him that’s how it affected me in a 

physical sense. Headaches, appetite, constant fatigue... It hurts. 

There is just so much suffering. That’s what it is, it’s suffering, 

continued suffering. I’ve cried rivers of tears. It makes me feel sick. 

It makes me feel tired you know, very upset, very vulnerable…I felt 

like I had five balls in the air, five burning balls in the air, trying to 
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keep them in the air. I couldn’t hold them for very long. I had to 

pick them up again. (Ange) 

 

Nora describes her suffering and the fear she had of her partner and the ongoing, 

relentless and direct threat he represented to her, even in her vulnerable state 

following childbirth: 

 

to a woman that’s still recovering, that’s got ten stitches inside her 

thing, you know, and is on your own, you’ve given birth, you’re still 

bleeding, all your, what’s your name, your hormones and 

everything. You’ve got a newborn, you’ve never had one before, 

your milk’s still coming in and someone threatens to take your 

newborn off you. That was traumatic. He said, I’m coming to take 

the baby. (Nora) 

 

Chaos and an inability to function marks Ursula’s description of her changing health, 

resulting from a life lived in disorder and threat:  

 

… I couldn’t buy any groceries. I’d be at the shop and the next 

minute, I’d buy eight different size cans of Milo, in all different 

sizes. You’d think, what am I buying? And I’d buy three things from 

the shop and walk out, absolutely exhausted. I’d think how can I go 

and get groceries? Caring for my children, getting them to school 

and all that I just couldn’t see myself doing that at all… (Ursula) 

 

Women begin to withdraw from daily life and become what they describe as 

‘internal’. However, whilst they describe becoming ‘internal’, their stories recount 

actions that focus on the external, away from their own needs, at times resilient in the 

face of collapsing health and sense of self:   

 

To cope with him in the end, it was almost like I had to shut down 

certain parts of my mind to not go mad... I made some conscious 

decision somewhere along the track that if I was going to survive 

and look after these children, that had to be my focus. (Edwina) 
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Resilience, even in the actions of self harm, in Inese’s situation, a frantic alternative to 

giving in to how she felt: 

 

… Like shit. I just want to die. I just want to die.… I feel like the 

whole world is going to swallow me up. (Inese) 

 

Resilience only works to a point. Ursula describes her increasing sense of 

worthlessness, and hopelessness in response to her abuse, laughing bitterly as if 

mocking herself: 

 

I didn’t think I was capable of actually looking after the children. It 

was that sort of sense of helplessness and hopelessness, and I guess 

the worthlessness got you. An emptiness, like my soul had died but 

my body was still alive, and I was so confused about all my 

emotions. (Ursula) 

 

She continues, relating her recourse to desperate measures:  

 

I was just getting to the state where I couldn’t go on you know. It 

wasn’t that I really wanted to die. I just wanted to get help, an 

improvement… I guess I took pills and thought I’ll go to sleep and I 

will wake up happy. (Ursula) 

 

Yet she lives. The women telling their stories have left their violent relationships. 

They understand how their health has changed, disintegrated, become intertwined 

with who they are, their sense of self. They continue, their health improving in their 

eyes but part of an ongoing struggle with re-claiming their personhood, which 

remains fragile:  

 

Sometimes I feel like I’m drowning and then I’ll get back up again 

and start kicking and screaming and fighting again. (Ange) 

 

Health is now more fluid and complex as Ursula describes: 
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I think of health as being right across the board in all areas of your 

life, and if you’re physically healthy, emotionally healthy, socially 

healthy. (Ursula) 

 

And Andrea’s reflection:  

 

What does it involve? The whole thing. Clear mind, I think the 

biggest health thing is your mind. The body I think presents all these 

other things through the stresses of the mind. Having a clear head, 

being able to think, being able to sleep, having the right… 

appropriate… um like laughing, crying all these responses at the 

right places, being able to speak. I can’t put my thoughts into words 

any more that’s really huge. (Andrea) 

 

For Inese it is something simple, poignant, pared back:  

 

Getting up in the morning, my eyes open. I can see and I’m 

breathing. That’s health at the moment for me. And being able to 

function and care for [son’s] needs. That’s about it. (Inese) 

 

Seeking Help With My Health 

 

I’d been in touch with police, the hospital, um… work, a lawyer. 

And that person was a doctor at a hospital… so I’d been in touch 

with everybody else that should have given me their service. 

(Ashley) 

 

Women recount their efforts to seek help for the many health needs that they faced 

while living in their violent relationships. Healthcare presentations are frequent, and 

to a variety of settings and services, most often Emergency departments (ED’s) and 

Community Health (CH), and seeing a range of professionals. They talk about the 

nature of their presentations and their motivations for seeking help.   
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Edwina describes her presentation at an ED following an ambulance transfer when 

she suffered chest pain that she related to being caused by domestic violence: 

 

I mean I had chest pains, severe chest pain. I started to have major 

reactions with chest pain. (Edwina) 

 

At times women seek help on behalf of their young, dependent children who 

they believe suffered health effects of living with domestic violence. Ange 

seeks help for her 6 year old child, a pattern common in the story where 

women consult GP’s, paediatricians, Social Workers, Child Health Nurses, 

psychologists and ED personnel:  

 

I do know that my little girl has had constant long term unspecific 

stomach pains. She’ll say my stomach hurts. She’s still wetting the 

bed. She’s already six. She has nightmares sometimes in the night. 

She wakes up screaming. (Ange) 

 

Ursula tells of trying to find a space to raise her concerns, approaching her General 

Practitioner (GP) not long after her marriage began:  

 

I really wanted to talk to somebody about my relationship and my 

marriage… there was nobody to talk to. At various times I did not so 

much seek counsel but seek advice. (Ursula) 

 

…And a child health nurse after the birth of her first baby. One year into her marriage 

she feels unable to cope:   

 

she weighed him [the baby] and measured him and then we were 

sort of sitting there at the desk and she just turned to me and she 

said and how are you?... I described how I was feeling and she said, 

I think you’re depressed. (Ursula) 

 

Ashley tells of presenting with acute physical injury:  
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I just thought I’d go to my GP and get my ribs sorted out, because I 

knew they were broken. I mean I was in agony, I couldn’t breathe. I 

was in a hell of a lot of pain… (Ashley) 

 

… while the medical personnel hint at the underlying problem when she presents at 

ED but Ashley does not disclose how she was injured:  

 

And as the doctor said, to break your collarbone in that position you 

must have taken a hell of a tumble, and he said um…  I said I fell. 

And he gave me a card from here [DV service] and said I suggest 

you call them, because I suggest you haven’t fallen… and that’s all 

he said………(Ashley) 

 

While Ashley chooses not to disclose the source of her injuries Andrea tells of trying 

to fabricate the nature of her presentations to her GP: 

 

Oh I didn’t have colds at all. I was that sort of… shattered. I had to 

try and think of the same symptoms perhaps that she could prescribe 

some Voltaren or something, an anti inflammatory, things like that. 

I was trying to hide it from her, she already knew. That’s what I 

mean, I think I actually lost my mind because I was trying to deceive 

people, at the same time forgetting that I had already told them 

things. (Andrea) 

 

They are starting a ‘dance of disclosure’ (Gerbert et al., 1999) with health 

professionals. Andrea, who suffered severe physical, emotional and social abuse from 

her partner describes how she wanted, and sought help without actually saying what 

had happened. She describes the tumultuousness of her thoughts and her confusion: 

 

I didn’t want to go to the doctors’. I was terrified they would find 

out, as much as I wanted them to find out that he was the cause of it, 

at the same time I was embarrassed, thinking at that point I didn’t 

want them to know. So you avoid it. I wasn’t feeling very good so I 
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went to the doctors’ for five seconds and it wasn’t for anything real 

or for any proper reason, just patch me up sort of thing, a patch up 

job.  

…… 

You’re not there just because you’re sick or because you’ve hurt 

yourself. You are crying out for help. Hoping. Because quite often 

you’re not telling them why you’re there, whether um… You’re 

hoping that someone is going to spot it. (Andrea) 

 

In this unfolding story the other key players are nurses: nurses working in 

ED’s or CH. The findings switch now to their voices to illuminate their 

stories and experiences. 

 

Their Health Issues and Needs 

 

For nurses, in their story, told through a professional lens, domestic violence becomes 

a less emotional entity – ‘ít’, described as:   

 

Anything sort of relating to partnership sort of abuse, emotional, 

physical, um.. verbal abuse. (Aschleigh) 

 

It’s something where in the home environment, where there is a 

family or friends involved or close people that know each other that 

are in abusive relationships, whether it be with their family, whether 

it be husband / wife, whether it be girlfriend / boyfriend, and it’s not 

something that is specific to just females. (Sam) 

 

...I guess, um, or within the personal life of someone, including 

physical, emotional, um psychological and sort of abuse and 

violence. (Elise) 
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 It is private, “family” conflict. The abuse is physical and emotional but the nurses’ 

descriptions of the issues women may present within their workplaces do not include 

sexual abuse.  

 

The nurses reflect on their knowledge of domestic violence. Foundational education at 

university is mentioned but without much elaboration: 

 

Like I remember learning stuff at University about it when I did my 

Bachelor. (Alanna) 

 

In-service education, on the job learning, is another potential source of knowledge, 

mentioned by all the participants. Yet none recall attending an in-service program.  

Broader sources of knowledge include the media such as magazines, from school, the 

community and from friends. Finally it is the clinical encounter, in their workplace 

that is the significant source of knowledge:  

 

of course at, at work in the clinical field as such you actually um 

witness it, or witness the effects of it. (Elise) 

 

For nurses, the clinical space of the healthcare encounter is the incontrovertible forum 

on the subject. From these sources they reflect on how women’s health might be 

affected by domestic violence. 

 

Their Health Needs. Credible Patients? 

 

At first they struggle to describe what ‘part’ of health to talk about: 

 

As in mental health issues? Physical? (Alanna) 

 

The nurses recount women’s presentations with physical injuries. However, their 

accounts reveal that they perceive underlying issues:  
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She had visible, visible bruises, um she came across um, sort of 

frightened or a bit anxious. (Elizabeth) 

 

they might present, with, to us with physical um symptoms that need 

treated, but it’s their underlying emotional things that probably 

need more treatment than the physical things. (Niamh) 

 

Or they list mental health problems:  

 

depression, um substance dependence, um I guess even personality 

disorder. (Elise) 

 

Depression, anxiety, low self esteem. (Alanna) 

 

She um is very, she's anxious, she doesn't sleep well, she's on 

medication for post-natal depression, she um is worried about her 

parenting skills, she's worried about the financial stresses in her 

environment... (Orla) 

 

The nurses talk in lists, objectifying the women and their injuries:  

 

those arm grabbing ones they’re quite obvious. (Alanna) 

 

scratches, lots of um wounds from broken glass, fights, things like 

that, lacerations. I think mainly broken bones and um, you get some 

punches to the eyes and stuff… you get some sort of small head 

injury type things.. some soft tissue injuries. (Aschleigh) 

 

Listing injuries and symptoms is easier than recalling specific encounters with women 

affected by domestic violence, despite years of experience. Remembering individuals 

proves difficult:  
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It’s funny isn’t it? I know I have but um……… I can.. I have a bad 

memory when it comes to actual um… I’m sure I have. I can’t 

remember a specific person. (Elise) 

 

The nurses are uncertain and ambivalent about  what constitutes a woman presenting 

consequential to domestic violence. The nurses speak of  ‘cases’, a nomenclature 

referring to a person’s (not a woman’s) presentations with needs associated with 

domestic violence.  

 

They can recall partners and judge whether they may or may not look like a 

perpetrator of domestic violence:  

 

And I saw the partner a few times and um he looks like he wouldn't 

hurt an ant, but I mean just on face value it's, it's hard to make those 

decisions, but um she seemed a more wild, outrageous person than 

what he did. (Sam) 

 

Niamh’s attention and memory is drawn by the drama of one violent partner’s 

presentation in ED:   

 

There was um, a husband, yes… the wife ended up putting an axe 

through the, through her hubby’s head (laughs). He came in still 

alive… I just remember going into the resusc room and seeing an 

axe lodged in the poor gentleman’s head. (Niamh) 

 

The nurses judge the women or the types of women they see and think about 

presenting for health needs associated with domestic violence:  

 

It tends to affect, not always, but um, like a lower socio-economic 

group, lower education, um minority groups, that sort of thing. 

(Elizabeth) 
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they tend to be a little bit more unkempt, and a little bit more 

dishevelled. There’s a bit of alcohol on board, you could smell the 

alcohol. (Aschleigh) 

 

The nurses seek out information about what precipitates violence – a way of checking 

a woman’s credibility:  

 

if they’ve said um, like what’s happened I’ll ask what was, what 

occurred beforehand um.. and ask if they’ve been drinking. (Elise) 

 

Credibility or being a credible patient is important for the nurses, something not easy 

for women affected by domestic violence to establish with nurses:   

 

the whole um Munchausen thing comes in with, with um situations 

with domestic violence where um someone will say something or 

someone will have an injury but they've actually self-inflicted it to 

make the story more worthy and as soon as mud's thrown it sticks 

no matter whether it's true or false and so it can be a vengeance 

thing. (Sam) 

 

Women might embellish, not tell the real story:  

 

You, you talk to the patient and you know, you get their story, ‘Oh, 

OK, yeah, you know that’s terrible’. Then you talk to the psych 

services who know this patient very well and they give you the real 

story and it’s completely different. You’ve just been thrown off track 

by this patient. (Elizabeth) 

 

Comment on Part 2 

At this point in our account we see the key players meeting in ED’s or CH. There is 

something of a misfit in the scene. For women affected by violence it is a personal, 

lived experience, one marked by chaos, deteriorating health and a disruption to sense 

of self that leads to a sense of confusion, self blame, hopelessness and helplessness. 
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The professional lens seen through nursing accounts is one of ambivalence and type 

casting or othering of the women and their presenting needs.  

 

The women and nurses begin a dance of disclosure, a dance engaged in by women in 

a desperate bid to do something about their immediate needs. It is also a desperate bid 

for control over their disintegrating lives, controlled either by shielding themselves or 

hoping to be revealed. The findings reveal a potential misfit between this presenting 

motivation and the care context in which they place themselves. The nursing accounts 

reveal a knowledge and view of women’s health issues that is based on a more 

general frame of reference in which women and their issues are placed in an 

unemotive, frame. The credibility of women presenting with these issues is seen to be 

called into question. Thus while nurses may recognise the complexity of issues 

women are presenting with this knowledge may not be enacted upon. The chaotic 

dance of disclosure begun in desperate circumstances by women is met by 

ambivalence and potentially, at least, mistrust by the people in control of the care 

setting, nurses, representing professional help, and health services. In this story we see 

an emerging incongruence in the setting. This is crucial to understanding and 

unravelling the story as it moves on to describe the healthcare encounter through 

affected women and nurses’ accounts.  
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Part 3 

 

Negotiating Healthcare 

The story continues, situated in the settings prominent in women’s accounts, 

frontlines of healthcare – Emergency Departments and Community Health settings. It 

focuses on the getting and giving of treatment and care. 

 

My Invisible Needs (Women’s Stories) 

 

Ashley talks about her presentation with fractured ribs, how her presenting symptoms 

become part of a labelling or re-labelling process:  

 

She [the nurse] wanted me to be admitted to the psyche unit, you 

know because I was under the doctor um… but she had no reason 

to…. Like I just think she was wanting to shove the problem off, I 

don’t know, I don’t know… or cover her back maybe, I don’t know. 

(Ashley) 

 

The diversion to her mental health makes her frustrated and angry:  

 

She [the nurse] kept on saying, are you suicidal. I was like NO. 

(Ashley) 

 

Ashley’s story of discounting physical symptoms is a pattern recounted by other 

participants:  

 

the cardiac specialist standing over my bed trying to pump into my 

head that what I’m really having is a panic disorder, and twist 

everything I’m saying to give him the symptoms of panic disorder. 

Or as he literally, he had the curtains opened, this guy a whole 

bunch of people with him, and said, you are hyperventilating. Do 
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you know he was talking down to me? Do you know what 

hyperventilating is? It means you’re over breathing. You are 

stressed, you’re over breathing. Discounting everything I was trying 

to say. (Edwina) 

 

The women describe inadequate assessment and quick labelling of their health issues. 

Ange describes an encounter with a psychiatrist. She relates how early on in her legal 

battle for custody for her children a psychiatrist reacted to a claim by her ex-partner 

that she was becoming erratic in her behaviour. While telling the story during her 

interview she opens a large folder of  paperwork and retrieves a family court 

document from which she reads. Without re-assessing or talking with her, the 

psychiatrist had written to the Family Court. Ange sums up his approach and 

treatment of her: 

 

He never bothered contacting the police. He wrote in his report, 

‘the wife is having a deterioration in her behaviour’, that I have 

psychiatric depressive disorder and that I’m the one who needs 

psychiatric help. The psychiatrist didn’t even call. (Ange) 

 

The women describe further features of their healthcare, efforts by health 

professionals to treat them by prescribing medication or diverting attention to other, 

peripheral areas in their lives. Edwina tells of being sent to a parenting course to 

improve her parenting skills. She had complained that her partner abused their 

children: 

 

I mean my doctor yesterday sitting there saying it’s not an ideal 

world. I mean he was talking down to me yesterday like I have this 

expectation that it’s an ideal world. I don’t want an ideal world. I 

want justice. I don’t want someone sitting there and telling me there 

is something wrong with me and it’s my problem, that you know, my 

children are upset. I started to say to them don’t put this on to me, 

don’t tell me it’s my parenting skills. I am a good parent. (Edwina) 
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This approach to healthcare they are being provided with is noted and commented on 

by the women. They feel that they are being judged and found less worthy of 

professional attention: 

  

When they walked on with a look that you’re wasting our time. They 

don’t look at the big picture… It's just so obvious. Once I know 

they’re going to be cows I start howling and it gets me nowhere. 

(Inese) 

 

Edwina recalls the behaviour of the community health professionals who want to 

assess her children’s behavioural difficulties, behaviours loaded with judgment: 

 

It wasn’t always verbal. Sometimes it was just a look on their face, 

like maybe you know, you’re sitting forward listening to me about 

what’s wrong with myself or the child. A look would go across their 

face… the looks on their faces, the little glances from one to the 

other. Oh yeah she’s really nutty. (Edwina) 

 

Mirrors of Judgment 

 

Women describe healthcare that makes them feel that they are not credible as patients. 

They describe how they feel that they are, at times, made public property for comment 

and analysis, their privacy denied, and even made the props for healthcare 

performances: 

 

She thought I was an accident victim. When I said it was domestic, 

Oh, go take a seat… That’s exactly what you get. Like a great big 

hand in your face that says go away, we don’t want to have to deal 

with it… If I had cancer, if I had been run over by a car, it would 

have been good enough. (Andrea) 
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They are re-cast and judged and as a result women experience a sense of self 

as less worthy – taking up space and querying their place in this healthcare 

setting: 

 

and when you are in the emergency department, that isn’t you, and 

you’re getting angry because people judge you…. Um…. one nurse 

actually made a comment to the police about me being anorexic and 

perhaps I needed assistance. I don’t think she will ever comprehend 

how that impacted on the policeman’s attitude to me. She spoke to 

the police and said I think she’s anorexic and um…. she was just 

making judgements. And I don’t think she’ll ever understand what 

impact that had in that policeman that day. (Ashley) 

 

The healthcare dynamic mirrors the dynamics of their violent relationships and the 

tactics used by their violent partners. They feel at fault or to blame for their situation 

and unworthy of care. Andrea describes waiting in ED, and listening to the nurses 

congregated at the nurses’ station: 

 

I really didn’t want to be there, listening to them, and I felt like I 

was just taking up space cause that was one of the other things they 

were talking about, was the fact that people like myself come in 

claiming to be abused, claiming to be raped, claiming to have been 

whatever, and it bites into their real time… (Andrea) 

 

Ashley describes her rapid dismissal from ED:  

 

… we [the nurse] need to know where you’re going, that’s all… She 

didn’t sit with me, she stood with me near the public phone in the 

emergency room, so people were sitting there while I had to stand 

there and find somewhere to go… so it made me feel like the 

criminal. (Ashley) 
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Discredited and feeling unworthy of care women feel punished when presenting 

repeatedly for healthcare. Andrea described how with repeated presentations and her 

perceived inability to leave her violent relationship after being advised to by her GP, 

their relationship changed: 

 

I couldn’t get appointments as frequently, or as I required them like 

I used to be able to. My waiting time was longer… Just distant. 

Cold. Whereas before she was warm and caring. Then she became 

distant and clinical. (Andrea) 

 

Edwina sums up her perception of health professionals’ punishing care which 

discredits her:  

 

No one asked me… they just… do you know, they take him. If he 

says it’s happening, it’s happening. If I say it’s happening it’s an 

allegation or a lie. (Edwina) 

 

Diverting My Health Issues 

 

Discredited and with their health needs often judged and re-labelled and re-

categorised women describe treatment:  

 

Go home and take a tablet. You need more sleep. You need this, you 

need that. You need something else. (Edwina) 

 

Yet they see this approach to their healthcare as incomplete or inappropriate, or both: 

Edwina recounts her problems, feeling unable to cope after commencing on anti-

depressants. She goes again to her GP:  

 

She [GP] just said to me put your kids…, you can’t keep going 

around the clock, put your kids into day care. I’ll write a letter and 

you can put them into day care. So that was the solution from her… 

(Edwina) 
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Health professionals they met did not want to engage with their health issues:  

 

I went to a psychiatrist and we [husband] went together and um sat 

in his office and my ex-husband was so belligerent I just sat in his 

office and cried. I just cried. At that point it was seven years of 

domestic violence and at that point the psychiatrist was actually 

more concerned about me crying than actually looking at the 

reasons why I was so upset. So he put me on anti depressants and he 

gave me a mood chart… (Ange) 

 

And worse, as Edwina explains, health professionals even further bind women to their 

abusers in therapy: 

 

 ‘Oh but he really loves you and he says he wants to get back to 

you’. They wanted to do relationship counselling with us for 

goodness sake. (Edwina) 

 

Ursula also tells of the effects of this. It evokes trauma in the telling, she stops several 

times, but continues: 

 

I made an attempt of suicide… I walked to the Story Bridge from my 

psychiatrist’s office… and I told him what I was going to do. But 

looking back on it… what I really wanted was to be admitted to 

hospital… I just didn’t want to be at home with him. But then he 

would still abuse me in hospital… so even that wasn’t a safe place 

for me [crying]. He would come and visit me and abuse me and 

punch the walls, take me out to the car park and demand sex with 

me in the car, and take me out on a daypass. [Paused tape] 

 

And then I would be in hospital, so I would take an overdose so I 

could get admitted to the locked ward… I felt there was a greater 

level of safety, um… because I was constantly being monitored by 

the staff and I was in a very closed environment with staff and other 
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patients… and my psychiatrist was very hesitant to sort of say… I 

think you should leave your marriage. I think he wanted me to make 

that decision for myself but the other psychiatric opinions on him 

were very much in that favour. One psychiatrist said that he 

recommended that I leave the marriage. The other psychiatrist 

questioned my doctor and said, why haven’t you said this, so my 

doctor reinstated marital therapy again. And that was for two and a 

half years, um, and again, it was just so upsetting. It was horrible. 

(Ursula) 

 

Women experience these approaches to healthcare as diversions and as uncaring: 

 

they don’t care, no. They don’t. They just wanted to, here take these pills 

and that’s it. They’re not interested in my situation, my problem, anything, 

they were just that’s it. (Nora) 

 

This healthcare is characterising women’s health issues as intrinsic abnormalities or 

defects. An important pattern in their talk is the focus on mental health. In their 

accounts of healthcare, health professionals are prescribing antidepressants and 

labelling them with mental illness. It may be reasonable to assume that an abused 

woman would have fragile mental health and yet their stories indicate that a medical 

view in which, from their perspective, there is an assumption that the problem is an 

intrinsic abnormality, which should be responsive to pharmacological intervention, is 

a preferred treatment approach. In the context of the women’s needs this in itself is a 

diversion, a re-construction of their needs, one that isolates them and silences the 

context of their needs and at worst mirrors the judgement and abuse of their lives.  

 

Don’t Put This On To Me! Resisting 

 

Women resist, passively or proactively, these diversionary management processes. 

Concomitantly they disengage from healthcare providers and became further isolated. 

Edwina, for example acquiesces: 
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I started to say to them [child mental health nurse] don’t put this on to me, 

don’t tell me it’s my parenting skills. I am a good parent… Now I just nod 

when they [mental health] say go do a parenting course. What do I do? I 

nod and go OK. You know how many parenting courses I've done? Three. 

(Edwina) 

 

Inese challenges the health professional directly:  

 

I had to sit there for about an hour and wait for this idiot doctor 

who couldn’t even speak English to assess me, and he asked me the 

same questions over and I just answered which made me even more 

furious. I said what are you trying to do make me look like a 

peanut? (Inese) 

 

The women are angered and distressed as they recount this type of healthcare. As they 

tell their stories they use paperwork to help express their outrage and distress and to 

add weight to their claims that they had been unfairly judged when seeking help and 

that perhaps their interpretation of their healthcare encounters could be challenged. 

The papers include court orders, hospital letters and letters from other agencies such 

as legal aid. They keep these documents carefully.  

 

Looking After Them  - We Want To Help Them 

 

Despite their ambivalence and tendency to type cast and mistrust women presenting 

with health needs related to domestic violence, nurses express their sympathy:  

 

I don’t, I don’t feel angry towards them because I think they’re in 

such a sad situation. (Alanna) 

 

I remember saying to her you know that you shouldn’t, you’re not to 

blame you know, um, and just tried to talk to her that way, and you 

know it’s not your fault. Whatever happened you know, it’s not, you 

shouldn’t feel guilty, you shouldn’t you know, feel bad. (Elizabeth) 
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And compassion:  

 

we have to be open and considerate… I think people who are open 

and considerate make a big, make a big difference to how 

everybody's treated. (Siobhan) 

 

And yet nurses are unsure of their role in providing healthcare to these women:  

 

I feel like a jack-of-all-trades really. Like we kind of, you know, 

medically we help them, you know um, check out their physical side. 

Mentally we try and help them. (Alanna) 

 

In the healthcare encounter women become ‘them’ to the nurses-‘othered’:   

 

I think we’re pretty good in, from our Department. I think we’re, we 

work pretty well, um pretty non-judgmental I would say. I think we 

look after them on the most part pretty well. (Niamh) 

 

In their care they show detachment and an impersonal approach:  

 

I like not to get emotionally involved, because you see so many 

people and you come across so many potentially distressing 

situations that the more you can emotionally shut out the better. 

(Elizabeth) 

 

I advocate for the child, I'm a child health nurse, that's what I've 

specialised in and to be able to advocate for the child the mother 

has to be able to parent in the most effective way that they can… 

(Cushla) 
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It’s Not My Job 

 

Despite sympathy and a desire to help, ambivalence is again evident as the nurses’ 

talk about providing healthcare. They may not have adequate training:  

 

I don’t feel I’ve been probably adequately trained in um, maybe 

what questions to ask, what they, what to say, what not to say, um 

maybe you just don’t want to go in there and say the wrong thing 

and make them, you know, more upset. (Elizabeth) 

 

The workplace environment may not be conducive:  

 

if you come through the front you’re talking through thick glass, 

you’re talking loudly um, you may be sitting out in the waiting room 

for hours and hours. (Elizabeth) 

 

we’re really busy and we’re running around and sometimes we 

can’t stop and listen to them. You might be thinking ‘Oh, I’ve got to 

get back to another patient and I can’t sit here and listen to it’. 

(Aschleigh) 

 

So women’s care is passed along, moved to other service providers:  

  

have the nurse not really do any intervention ‘cos I don’t think these 

days we’re trained for that… and then just wait ‘til services kick-in 

in the morning and get Social Work involved and whatnot then. 

(Niamh) 

 

I'm not a social worker, social workers they're trained in domestic 

violence, you know, we have limited training. (Brigid) 

 

… to proper services, as Elizabeth describes:  
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..trying to get them where possible, to get them some privacy um, 

and get them the proper services sooner rather than later, so Social 

Work, so that they aren’t, can avoid as many channels as possible. 

(Elizabeth) 

 

The social needs of women concern the nurses. They need to do something about 

these needs outside business hours (when social workers are available). They describe 

the care. A bed is offered, a  gesture of good management rather than a bona fide 

admission for healthcare:  

 

quite often we keep people here overnight for social reasons, until 

services kick-in in the morning and sort them out then. (Elizabeth) 

 

As the shift coordinator I can usually juggle my beds to get her 

somewhere to stay for the night. The computer system lets me hide 

why she’s really here [for social reasons]. (Sam) 

 

ED is functioning as a holding pen, particularly out- of-hours, the nurses as keepers. 

The space and its regular personnel are not really seen as the correct treatment space 

or appropriate personnel to respond to abused women:  

 

other than offering them a bed for the night there isn’t much we can 

do in the middle of the night. (Aschleigh) 

 

In community based care women deemed to be ‘at risk’ due to domestic violence or 

post natal depression receive visits for the first twelve months of their infants’ life. By 

the end of the twelve month period they are expected to be in control of their 

situations and to have had their health and parenting needs met. As Siobhan suggests: 

 

So by the end of the twelve months they're meant to be in a much 

more proactive position than they were in the beginning. (Siobhan) 
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Comment on Part 3 

 

Nurses’ stories of engaging in healthcare with women affected by domestic violence 

highlight the confusion that many nurses experience in these encounters. Nurses 

describe wanting to help women when they present. They describe professional traits 

that would indicate a caring response. However nurses struggle to identify their role in 

responding to women who present with violence related health needs and relate 

encounters in which women are judged and their credibility as patients is questioned. 

It is apparent that nurses do not trust women and they detach from involvement. As a 

result women’s health needs become re-prioritised and finally, re-defined as social 

needs which nurses claim is not their responsibility to manage. And they don’t have 

the skills to assist them appropriately.  

 

It is important to point out that many of the examples used in the text highlight 

women’s experiences with mixed groups of health professionals of which nurses are 

part of. There is common ground between women’s and nurses’ stories about 

engaging in healthcare. Nurses use skills and processes that inadvertently serve to 

control women’s needs and responses, processes that are similar to those used by 

violent partners. They subscribe to care approaches that afford diagnoses and that set 

expectations for how women should respond. When women do not meet their 

expectations nurses disengage from care and their health needs are re-defined. 

Correspondingly women describe how they disengage from healthcare encounters by 

passively or proactively resisting these treatment approaches. The end result is that 

women are further isolated and their needs are re-defined as social needs, outside of 

the scope of healthcare environments. 

 

The story to this point is disturbing and confronting, distressed women with multiple 

and complex needs, encountering mistrust and ambivalence. Well intentioned nurses 

take part in a system which mirrors aspects of life in a violent relationship. Nurses are 

unsure of their role but take part in healthcare that re-prioritises, re-categorises and re-

organises women’s health needs away from healthcare to other social services.  
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However, there are also elements of hope in the story of healthcare  - a small and 

alternate voice speaks. 

 

Showing You Care For Me 

 

The women have stories of care, sometimes balancing their accounts of ‘un-care’ or 

‘less care’.  

 

She just reaffirms… [Nurse] like already what I know, but she just 

reinforces my own, supporting me that I’m doing the right thing.  

Taking control of my life, helps me to take control. (Nora) 

 

Communication is valued by women seeking help from professionals:  

 

Um.. he listened. There was empathy. He was non judgemental and 

even though he was a male nurse there were times he would just 

very lightly put his hand on my shoulder, or just have a very slight 

appropriate physical contact, but was not threatening to me at all… 

He was able to reflect back to me what I was saying and he was 

validating of my experience, validating of my feelings and he 

believed me. (Ursula) 

 

Perceptive and helpful communication in care helps women to retain their autonomy:  

 

You know, you’re in a position where you could save somebody just 

by dropping a little hint in there… all it takes is just giving a card or 

a number.. or just say have a look at that. The doctor gave me a 

card for this place [DV Service] but I didn’t think of that, but I kept 

it. (Ashley) 

 

And appearing to listen demonstrates support: 
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I guess they were good listeners, just let me say everything I had to 

say… hear both sides, and why things were going to happen. And 

yeah, try to understand why it happens. All very positive, and just 

the support you know. You can rely on us for any sort of help in the 

future… yeah just basic things like that. (Hannah) 

 

they [nurses] can support and encourage that woman which can be 

part of, that can be a little step in that woman taking that step out, 

or helping them whilst they’re out of it in the beginning stages. 

Encouragement, words of support. She can encourage… a nurse is 

seen as more compassionate, caring. You’re in a role to empathise 

with the patient. Even if it’s 1% is to empathise. Listening. Seeing if 

that person wants to talk, seeing how they can help, referring them, 

saying look these services are available, do you know that you don’t 

have to stay in that situation. (Nora) 

 

Caring may be the smallest of actions as Ashley tells:  

 

…..Call you by your name for one. Um.. use your name um… don’t 

deal with just the bruising.. basically. I just think eye contact, using 

their name, asking them two questions…. Is there anyone that you’d 

like me to call, do you want a drink or anything. Just two little, two 

little things. Showing them where the coffee machine is um… and 

just when they’re finished with them, asking them if they’ve got 

somewhere to go and they’re all right. Little things like that. Tiny, 

tiny little things. Nothing really, nothing major at all. Look at the 

posters you’ve got on domestic violence and follow through… It’s 

nothing major… but I don’t expect somebody to sit down with you 

and cry with you and hold your hand while you cry and that, you’ve 

got too much on to do that… it’s not a big deal. (Ashley) 

 

Small… and ordinary:  
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I don’t want someone to do anything legally. Perhaps I don’t want 

them to ring the police, but they can make that suggestion. I don’t 

expect them to actually do anything for me, or fix my problem, but I 

do expect that they would have asked, or been aware, or let me 

know where I could possibly go. (Andrea) 

 

The importance of being treated like ‘anyone else’, not judged from someone with 

insight is important as Inese describes:   

 

… she never judges me, she never asks questions. She’s fantastic. 

She doesn’t ask me questions… So, yeah she’s great…. She talks to 

me just like anyone else in the street, not because she knows what 

she’s here for at all. Um, she sees a person that hides the pain. 

(Inese) 

 

Ashley echoes this sentiment, upset and crying as she does:  

 

Leave your preconceived ideas at the door when you go to work…. 

Um…. just deal with what you see at the time not what you think….. 

I just think a little bit more compassion. You’re not an article, 

you’re not a piece of meat. You are actually…. a person. (Ashley) 

 

A health professional taking an interest is important and may help with health as 

Andrea recounts:  

 

I don’t feel alone in my health. He [GP] has an understanding of my 

condition. He goes to the effort of looking, um not looking… He was 

happy to listen to me without prejudice. Um, he hasn’t made any 

assumptions or judgments. I think that’s what I really expect… And 

I haven’t had any pain since um going to the doctor and talking. 

Knowing that I’m getting help, not help, but knowing that there is 

someone who is aware, who hasn’t belittled what happened to me, 

validating me. Someone has validated me. That’s what the whole 

thing is. It’s the validation that what I had gone through is real, and 
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it’s not normal, and it’s not my fault. It was my fault for staying as 

long as I did. I take ownership for that, but not for the treatment that 

I was given. I think it’s also more validation. And perhaps it’s just 

my concept of what a doctor should be. For some reason it works. 

(Andrea) 

 

Value and respect are also helpful:  

 

Just sit there and maybe just listen to a few words that they’ve got to 

say. Are they hungry? Do they want a cup of tea? And respect them 

for who they are. Not there is nothing we can do. Because you act 

like that, you’re just going to get treated back the same way. They 

actually want respect, respect, respect with it. I think to treat people 

as an equal, that people don’t come to hospitals because they don’t 

want to go anywhere else. They are here for a reason. (Inese) 

 

A professional view of the bigger picture, the woman in context is described by Ange:  

 

… maybe if the nurses could understand the big picture maybe they 

could see better how their little niche of it could be more effective in 

the whole problem. They could not micromanage it too but maybe 

they could be a part of a team of people that can help the family get 

back on track again… a more coordinated response. The police help 

with police things and the courts are dealing with legal things and 

the church tries to deal with spiritual things and the school tries to 

help with the children and the psychiatrist is trying to help me 

maintain a level of mental health and so it goes on, but everybody is 

doing their own little thing and there is not a coordination of the 

whole thing. Nobody has looked at the whole picture, nobody. 

(Ange) 

 

Fragmentation of women’s needs emerges as an important issue. 
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I Know What We Should Do -  For Women 

For nurses there is recognition that women need compassion when they present for 
care. 
 

probably just being a bit more attentive and trying to listen and 

always, I don't know it helps to always to just keep asking them if 

they're ok and if there's anything they want or even just um pre-

empting what they need you know like get them some pain relief 

cause you know you'll need it or just simple things like that just 

being able to predict what they're gonna need and just in the tone of 

voice, just to be really compassionate and caring and you know 

supportive I think that would help. (Elizabeth) 

 

Making women feel safe and helping with small “ordinary’ things is 

important to giving care:  

 

I really feel that knowing that at this particular moment they are 

safe is probably the best thing that we can do, and we can fix the 

physical, we can work on the other stuff um but that they're safe for 

that half hour, hour, five hours, twenty-four hours whatever they're 

in hospital that there is an element of safety for them, um it's 

probably about the best positive experience I would imagine we 

could give them. (Siobhan) 

 

Being non-judgemental, not making assumptions or value judgements:  

 

Being a listener, listening and giving her that opportunity… try not 

to pass judgement even on her partner because she may love him 

still so it's important, you know, that I don't pass judgment on him. 

(Brigid) 

 

There is again common ground in women’s and nurses’ stories. Both 

emphasise the importance of encounters in which communication makes 

women feel valued and safe. Women want to be treated or given care in the 
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way they believe other patients are treated. They want to feel ordinary in the 

healthcare encounter and know that small things matter. Nurses also 

recognise the need for attending to the ordinary and the small things in 

giving care.  
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CHAPTER FIVE 

Reflection on Findings - Re-constructing Healthcare  

 

Introduction 

It is apparent from the findings that the dominant narratives were of points of tension 

in the provision of healthcare for women whose health is affected because of living in 

a violent relationship. These intersected with and further influenced turning points in 

women’s lives. The accounts in the previous chapter begin the process of constructing 

health and healthcare for women affected by domestic violence.  This chapter seeks to 

re-construct these in order to reconceptualise discourse in a way that will provide a 

fresh and alternate lens from which to view women’s needs and that can better inform 

policy, nursing, and other health professionals’ practice, in order that women’s health 

issues and needs may be better understood and addressed.  

 

To make sense of stories that present contentious and at times contradictory evidence 

for the conduct of healthcare and to facilitate illuminating alternative approaches in 

this context I will turn first to discuss the dominant discourse that influences and 

underpins healthcare as it is presently conceptualised and practised. This reading 

makes clear the thinking and mechanisms of a prevailing way of providing healthcare.  

I argue that health and healthcare experiences may be read in an alternate way, which 

will be the basis of the second reading of the findings. Together these readings 

provide insight into the underpinnings of the tense and difficult trajectories of 

healthcare that have been set out in Chapter Four.  

 

In order to examine how these alternate discourse positions interface and affect 

healthcare in the context of the current study, it is important to conceptualise 

healthcare as a trajectory or a number of trajectories or journeys embarked upon by an 

individual with health issues. The course of a trajectory and the intersection of a 

number of trajectories and their influence on the health of the individual may be better 

understood by examining the underpinnings of the trajectories involved.  In the first 

reading of healthcare experiences I argue that there is a clear and dominant healthcare 
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trajectory, informed by bio-medical discourse and practice. However, I argue that 

there is a need to examine women’s health issues from a substantially different 

framework, also evident in the findings, named Biographical Disruption (Bury, 1982), 

which is apparent in the experiences described by women in this study yet is 

overlooked in the literature and in practice. This framework re-constructs the meaning 

of women’s health issues and the nature of healthcare encounters. It also illuminates 

an alternate pathway or care trajectory and I argue provides a way of opening new 

doors to changing the nature of healthcare in order to provide services that may better 

support needy women.  

 

In order to set the scene for this discussion it is important to return to an aspect of 

healthcare encounters set out in Chapter four, the part of the process termed a ‘dance 

of disclosure’. I argue that this is a critical point in the encounter, one which shows 

healthcare trajectories and their consequences. It is a point from which the contested 

issues, and experiences may be understood and also one from which healthcare for 

women affected by domestic violence may be constructed and re-contextualised. 

 

Examining Dances of Disclosure 

Recall the early phases of healthcare encounters set out in Chapter 4. These were 

named a ‘dance of disclosure’ in the chapter and they show characteristics of a critical 

part of the encounter, a turning point, and one from which women’s health, healthcare 

and sense of self can be tracked and where conflicting discourse is evident. Recall for 

example how Ange presented to a psychiatrist to seek help for her mental health 

issues. She described how she sat in his office crying and the psychiatrist responded 

by focussing on her symptoms. They were named, ‘depression’, and a trajectory of 

treatment for her symptoms was offered, one which should return her to normality.  

She related how she was frustrated that the psychiatrist failed to look for the reason as 

to why she might be crying. She had lived in a violent relationship for seven years. 

She did not directly disclose the source of her issues, nor did the psychiatrist facilitate 

such a disclosure. Any disclosure of her underlying problems is covert and subverted 

to the treatment of symptoms with the ambition to return her to a normal state of 

health, that is, one without the symptoms of emotional distress. While this covert 

process as a response to obvious signs and symptoms of abuse has been presented and 
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the analogy critiqued in the literature (Gerbert, 1999; McCauley et al., 1998) it has not 

received attention with regard to how it impacts on the care trajectories or the ways 

the dance may take shape over time, or end. That is, a point of disclosure, or end 

point, is assumed and becomes the focus of attention, rather than the process, that is, 

the dance.  This in turn sheds light on the treatment approaches currently adopted, that 

is the care trajectory, and the assumptions that underpin healthcare within this 

framework. To bring light to understanding the ‘dance’ I turn now to discussing how 

women’s health issues and needs that result from domestic violence are constructed. 

The healthcare encounters described in Chapter 4 evidence the dominant dance, one 

underpinned by the thinking and practice of biomedical discourse.  

 

Bio-medical Discourse and Practice 

Biomedical discourse has prevailed in healthcare language and influenced healthcare 

policies and practices for many years. Arguably it is the dominant framework in 

contemporary healthcare generally and I argue that it was the dominant approach to 

the healthcare encounters of women in the present study. Applying this lens to 

healthcare, health problems or issues are diagnosable, discrete entities, ills suffered by 

individuals that affect ‘normal’ function. These are examined by professionals, 

medical officers, supported by nurses and allied health professionals, who guide the 

process to recovery through a trajectory based on treatment interventions (Ballard & 

Elston, 2005). Through this lens, not only physical symptoms but also personal and 

social phenomena are defined as illness and treated in predictable and discernible 

ways (Ballard & Elston, 2005). Bio-medical discourse is linear. Health concerns are 

discrete and categorised within definitive diagnoses that are attributable to specific 

and intrinsic causes or deviations from normal function. Normal function separates 

health from ill health, dysfunction or abnormality from function and normality. These 

are each understood as individual pathology (Fisher & Goodley, 2007).  

 

‘Expert’ medical opinion is valued as the ideal that leads to rational consensus around 

truth (Ballard & Elston, 2005; Nettleton, 2006) which in practice means consensus 

concerning the definition of the health problem, the abnormality it infers and the 

trajectory toward normal function (Fisher & Goodley, 2007).   Applied to health 

issues that women affected by domestic violence raise for attention, these are 
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categorised and noted as physical and/or mental illness, known through discrete 

symptoms using standardised tools of assessment, and in the trajectory for recovery, 

in treatments determined and delivered by ‘expert’ health professionals. Use of 

diagnoses is an important aspect of biomedical discourse as it positions health 

professionals’ boundaries, gives weight to their expectations of what is acceptable or 

‘normal’ and sets a clear path for treatment, evaluation and ultimately cure so that 

‘normality’ can once again be achieved (Ezzy, 2000; Fisher & Goodley, 2007). 

 

The individual is responsible for seeing the trajectory through and being guided by the 

proffered expertise. Thus, one would expect Ange to accept that symptomatic 

treatment of her emotional distress was the ideal and sufficient treatment trajectory 

and to be responsible for complying with its rigors.  This would be the main dance. 

Disclosing the underlying causes of her distress and getting help with these as 

‘healthcare’ would not necessarily fit the trajectory. It would be, for a start, difficult to 

contain to intrinsic, discernible abnormalities that would be amenable to treatment as 

she herself was not able to clearly articulate the problems, even though her desire to 

do so was apparent.  

 

Ballard and Elston (2005) argue that bio-medical discourse is framed and frames 

healthcare, across three tiers. First, discourse is apparent at a conceptual level where 

medical language constructs and defines presenting problems. Second, it is apparent 

at institutional level where collaboration with other authorities is used to legitimate 

the problem or issue as a medical problem. Third, biomedical discourse influences 

healthcare at the interactional level between health professionals and individuals in 

which individuals are assumed to acquiesce to direction from ‘experts’.  

 

The place of experts and expertise in the development of healthcare discourse for 

women whose health is affected by domestic violence is evident in policy, influencing 

the way domestic violence is viewed and the way healthcare might develop. In 

Chapter 2 the major developments in domestic violence policy were reviewed and 

critiqued. It is apparent that ownership of domestic violence issues and identifying 

future responses to addressing the issue has been driven by forums made up of 

government appointed, domestic violence, ‘experts’ (that is, the ‘experts’ appointed to 

take part in the NDVF). These have been selected academics, formal advocates and 
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policy makers. As a result, hierarchies of services have been formed, of which health 

has become a fragment, competing with other, ‘generalist’ responses (such as social 

services or non-government organisation support services) for recognition in the 

context in which it affects women’s health and attracts subsequent funding (PADV, 

2004). Women’s health needs, which have traditionally been overseen by medical 

practitioners, have consequentially been constructed unchallenged from a biomedical 

lens, supervised by the dominant medical profession. With regard to domestic 

violence policy this has resulted in health becoming more fragmented. The outcome 

of fragmentation is that health needs of women affected by domestic violence have 

been overshadowed by the needs of other vulnerable population groups such as 

children affected by living in violent relationships or women subjected to sexual 

assault. Competition for recognition of needs (and therefore funding) is overseen by 

competing groups of professionals (such as sexual assault workers or child advocates) 

who have not challenged current policy that aims for the “Elimination of Violence” 

(OFW, 2006). Domestic violence is now re-categorised, away from an issue that 

predominantly affects women, to merge with sexual assault and child abuse under the 

generic term ‘violence’. Accordingly health needs that have resulted from domestic 

violence are now situated alongside the needs of other populations that experience 

violence to come under the auspices of Public Health and Medicine; a further 

indicator that the powerful medical body are valued and remain uncontested as the 

primary overseers of care to women affected by domestic violence and other 

vulnerable populations (PADV, 2003). 

 

Policy documents also expose a tendency to de-gender domestic violence and thus, 

ultimately the focus of healthcare.  Current discourse does not overtly acknowledge 

that domestic violence results from power and oppression by men over women and is 

currently conceptualised as a problem of ‘Interactive Systems and Individuals’ which 

guides approaches (PADV, 2003). This approach claims to recognise power and 

gender issues however, women are absent in its naming and the philosophical stance 

is that domestic violence has become ‘family’ violence and/ or ‘intimate’ violence. 

De-gendering of domestic violence has accelerated over the past ten years and the 

gendered nature of the violence has been progressively overshadowed by discourse 

that embraces concepts and theories that regard domestic violence as a pathology 

(PADV, 2001). In biomedical discourse more generally, women are still portrayed 
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against the male as standard body, particularly in bodily science. Women are 

portrayed as delicate, irresponsible and in need of ‘expert’ attention (Lupton, 2003).  

  

In the current study this conceptualisation can be evidenced in the findings as it works 

its way into the realities of the healthcare encounter. Recall the way nurses attempted 

to describe women they encountered who had suffered domestic violence or when 

they tried to define health issues stemming from domestic violence. The nurse, Sam, 

for example, related how he understood domestic violence occurred in a home 

environment and was a result of family conflict that was not specific to women. The 

nurses’ language and the lens they functioned through focussed less on direct 

knowledge than on the knowledge of others, transferred into the clinical context. I 

argue that the way in which women’s health issues have been subsumed into generic 

categories of health and violence and the concomitant de-gendering of their 

experience at policy level, filter into everyday reality of professional knowledge and 

practice. One effect of this is demonstrated in the findings. That is, that in the ‘dance’, 

or treatment process women’s credibility as patients is rendered problematic.  

 

Whilst not portrayed in the findings of this study, it should be recognised and 

acknowledged that there are other factors that frame understanding of domestic 

violence, that emerge from several sources and that may further impact on how health 

professionals construct the needs of women affected by domestic violence. Such 

sources include mass media such as television and magazines, the community in 

which they live and from friends and colleagues (Lupton, 2003).  

 

The credibility issue is linked to the institutional level of understanding the discourse 

as proposed by Ballard and Elston (2005). At an institutional level authorities 

collaborate to legitimate women’s problems or issues as medical problems. 

Healthcare trajectories are built through a lens of practice that supports ‘good 

practice’ as that which affords primacy to prioritising physical emergencies and 

favours individual, biological or psychiatric causes of ill health which are amenable to 

categorisation, over socially or externally constructed experiences which are less so 

(Kurz & Stark, 1988). The notion of distinct or appropriate roles for service providers 

in responding to women affected by domestic violence is contentious and reinforces 

the dominant biomedical paradigm of specific roles that leads to confusion and 
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isolation of resources and fragmented trajectories of care (Abbott & Williamson, 

1999). These fragmented trajectories were not perceived as useful to women, for 

example, Edwina, who expressed her anger when her psychiatrist wanted her to 

engage in relationship counselling with her violent partner.  

 

I also argue here that that the structured bureaucracy of healthcare settings influences 

the response of health professionals in a way that inhibits women centred care and 

complements the dominant healthcare trajectory of diagnosis and cure. For nurses 

there is a further issue in that they are at times challenged by blurred professional 

boundaries. Carmel (2006) has described how non-medical health professionals who 

work closely with medical practitioners adopt discursive practices whose values and 

attributes reflect the dominant biomedical discourse (Carmel, 1992). Whilst nurses 

claim to practice in a different relationship with patients from their medical 

colleagues, they often work closely with their medical colleagues and in such 

environments nurses may take on characteristics associated with medical dominance 

such as applying diagnosis to symptoms and affording priority to physical care 

trajectories (Carmel, 2006; May, 1992).  

 

In this study Emergency Department nurse participants struggled to accept their 

workplaces, as appropriate places to care for women affected by domestic violence 

once their physical needs were met. Nurses organised women’s health issues that 

resulted from domestic violence around reductive knowledges and practices that 

categorised them as body types. Varcoe (2001) describes how nurses value efficient 

processing of women when they present for healthcare to ED’s. In this study nurses 

used the language of ‘cases’ when they spoke about women as the storied ‘other’, 

listing their symptoms when they presented for healthcare; ‘those arm grabbing ones’ 

for example. The language of ‘cases’ is also highlighted in the literature that focuses 

on responding to women who present for healthcare as a result of domestic violence 

(see for example Dearwater et al., 1998 and Olson et al., 1996). May (1992) describes 

how this language establishes the work that is required for this type of patient, where 

their problem is reduced to physiological or biochemical needs. In the study, nurses 

described attempting to ‘babysit’ women or pass them on to services they deemed 

were more appropriate. The women’s stories included accounts of medical personnel 

also deflecting them as patients, for instance to parenting courses. They related being 
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referred to social workers when there was a question of child safety, community 

nurses when there was an issue of mothering, and ED nurses when there was physical 

injury.  

 

The trajectory of care is determined in an institutional process that can only 

accommodate some health problems. In not being able to accommodate other facets 

of women’s health problems beyond symptomatic treatment, the care trajectory is 

further shaped, the woman is an outsider without a clearly defined place to be cared 

for, other than being someone else’s department, an ambiguous appeal to other 

experts, social workers, community departments etc. Fragmented care is a dominant 

trait in the literature which has a strong focus on individual responses (Pierret, 2003). 

That is, nurses’ responses, doctors responses, social worker’s responses, police 

responses, support services and broader legal responses.  

 

Nursing care often requires that nurses care for women in ways that transgress 

boundaries and nurses can become broken down and emotionally exhausted. Lupton 

(2003) has argued they draw on their own bodily resources to assist themselves as 

well as emotionally support women who they encounter as a result of domestic 

violence. Nurses in this study described emotional detachment from patients. Where 

they did acknowledge women’s underlying suffering they did so from a distance from 

their own practice. They described being worn down and unable to help, or feeling 

unprepared. Niamh, for example, related how she believed she wasn’t adequately 

prepared professionally to assist women affected by domestic violence, outside of 

responding to their physical care trajectory. In another diversion to disclosure Sam 

described how, after responding to women’s physical needs, he was able to hide the 

reason why they remained in the ED by entering computer data that supported women 

remaining in the ED for their physical well-being. Whilst nurses in this study believed 

they acted empathically towards women who presented as a result of domestic 

violence and that they attempted to address their individual biopsychosocial needs it 

could be argued that there approach is a further example of caring practices borne out 

of biomedical discourse that nurses use to frame women’s needs. 

 

It was clear in both nurses’ and women’s stories that the relationships between 

women and nurses were fragmented and contested, constrained by time and 
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environmental demands organised in episodic encounters. Roles and relationships are 

important factors that influence the discourse that situates women’s health and health 

issues and that frames responses to their perceived needs (Abbott & Williamson, 

1999). The interactional relationship between women and nurses is complex. Nurses 

are in a powerful position when they encounter women affected by domestic violence, 

afforded this capacity in their institutional role. May (1992) also describes 

‘foreground’ and ‘background’ knowledge that nurses use to carry out their work. The 

foreground of nursing work is situated in establishing a clinical definition which 

specifies material practices to be conducted. Background nursing work establishes the 

patient as idiosyncratic and their private life is therefore also an appropriate focus for 

nursing work.  

 

Recall Elizabeth, an RN in a busy ED, who described the physical injuries of women 

who presented to the ED as a result of abuse and related how she assured one woman 

that she was not to blame for her situation. However, she continued by describing 

women who presented with mental health disorders and the difficulties she 

encountered in caring for these women, partly because of the physical layout of the 

ED and partly because of their mental health disorders. She saw them as ‘throwing 

her off track’ from the real purpose of her inquiry at triage and she concluded by 

explaining how she tries to get them ‘proper’ services (social work) and how, at times, 

the ED staff allow women to remain in the ED because of social reasons. 

 

The effect of this knowledge is to stereotype patients in terms of their ability to 

disrupt or legitimate nursing work – a similar idea to the Parsonian notion of deviance 

(Ballard & Elston, 2005; Lawton, 2003). As ‘experts’ they construct what is ‘good’ 

and ‘bad’ about women according to the lens of their clinical gaze, and received 

knowledge, shown in the findings to be beset with stereotypes about the women they 

treated personally or the  ‘type’ of women who come through their departments.  

‘Good’ women did not bring the dysfunction / violence upon themselves and were not 

responsible for its control. These women did not question their treatment and were 

compliant with treatment and advice. Lupton (2003) argues that ‘good’ women do not 

question authority (Lupton, 2003). In nurses’ stories ‘good’ women were the first 

women they recalled. They described them as strong women who nurses believed 

were prepared to do something about their situation. Nurses spoke favourably about 
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these women. When women presented who did not respond to the construct of a 

‘good’ woman they became ‘bad’. The construction was of a stereotyped physically 

abused woman, who had mental health issues or who was often intoxicated and 

aggressive. This negative image, along with deeply seated beliefs led to nurses not 

believing women’s stories when they presented and at times women were blamed for 

their predicament or their stories minimised and their needs discredited. Blame and 

stereotyping were evident at the time of triage and continued through to the process of 

discharge. This was particularly evident regarding women who presented with mental 

health issues. ‘Bad’ women were held responsible for the dysfunction in their lives. 

Power legitimates and controls the trajectory of care and how this in turn legitimates 

or disrupts nursing and healthcare delivery work (Lupton, 2003; May, 1994).  

 

Living the Biomedical Trajectory  

These premises help to interpret the majority of healthcare stories told in this study. 

Women affected by domestic violence may be described as being on an ‘assembly 

line’ that repairs their bodies and in which health professionals have particular jobs to 

do ‘on’ them (Ballard & Elston, 2005). Better understanding of this dance is gained 

by examining how women respond to these approaches. Women in this study 

described a form of ‘game playing’ that they undertook with health professionals 

when they sought care, and as they attempted to negotiate or change the trajectory of 

their care. This suggests that women attempted to maintain autonomy over their 

needs; however the approach had a deleterious effect on their care. This form of game 

playing has not been conceptualised with regard to domestic violence however, it has 

been described by McKeever & Miller (2004) who investigated medical 

professionals’ pressure on mothers’ of disabled children to conform to biomedical 

paths of healthcare for their children.  Fearing retribution these women “acquiesced 

and played the rules of a healthcare game” (p. 1183) by appearing to conform publicly 

to expectations.  Women in the present study related how they read health 

professionals’ body language to determine what type of care they would receive and 

reacted accordingly. For example, Edwina described her response to being referred to 

a parenting programme, for the third time. She nodded and said ‘OK’ whilst believing 

that her needs had been ignored and discounted.  
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Women moved beyond acquiescing to playing by health professionals’ rules and 

efforts to control the treatment focus. This approach to treatment tends to stereotype 

the experiences of women affected by domestic violence and values the trajectory of 

care that affords expectations of how women should respond to healthcare 

intervention. In this trajectory women risk becoming ‘good’ or ‘bad’ depending on 

how nurses or health professionals rate their progress in recovery or acceptance of 

medical intervention (Lupton, 2003; May, 1992). In this study many of the women 

reported experiences such as those above, which show ways in which they failed to 

conform to the notion of the ‘good’ patient. Fisher and Goodley (2007) highlight how 

challenge leads to contested meanings and definitions and resistance of oppressive 

and normative values. The women in this study clearly contested the meanings and 

labels that were being attached to their health needs by healthcare providers. They 

demonstrated this by adopting measures of suspicion and defensiveness, or at worst 

by refusing to re-engage with healthcare. Andrea for example, described her 

experience in an ED where she felt judged for her situation because she smelled of 

alcohol. She walked out and refused to return to the ED in the future.  

 

Health professionals interpret this type of behaviour as the actions of noncompliant 

patients (Loring & Smith, 1994; Lupton, 2003; McKeever & Miller, 2004). I suggest 

that the system has not controlled the dance to the outcome that is acceptable within 

the discourse framework underpinning perceptions and that is operating in 

assessments and treatments.  

 

In a further permutation of the process of the treatment dance, women described 

actions by health professionals that increasingly internalised their broken health 

through the nature of diagnoses and treatment regimes of significant mental illnesses, 

and even when aware of their violent relationships, by advancing treatments that 

effectively bound them to those violent relationships. Ursula described being 

diagnosed with severe depression and related the various treatment regimens that 

were prescribed – ECT (electroconvulsive therapy) 2and medication based. The 

doctors, who were aware of her violent relationship, also continued periodically to 

                                                 
2 ECT involves administration of electricity to the brain via external electrodes and can be prescribed 
when a person with severe depression has not responded to pharmacological intervention. ECT is 
delivered under anaesthetic and induces a seizure. Its exact mechanism of action is unknown. 
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promote relationship counselling. The dance was a failure in Ursula’s eyes, ‘there was 

nothing more they could do’. In other examples, Ange was diagnosed with a 

personality disorder and Ashley reported being labelled as anorexic. The women 

described their anger and frustration about this management approach and were 

disappointed by health professionals who failed to look beyond their presenting 

symptoms and who disengaged when they failed to respond to treatment regimes and 

failed to address or investigate broader issues. I argue that in this dance of disclosure, 

disclosure, in this care and treatment context does not necessarily lead to relief from 

suffering. Further, actions such as recommending relationship counselling in the 

context of violence serve to perpetuate the violence and potentially, increase a 

woman’s risks and health problems. This argument is supported in the literature by 

Eisenstat and Bancroft (1999).  

 

The process reveals non-compliance and disillusionment on women’s parts, acts of 

resistance and despair. But, as discussed earlier the process also reveals a rejection of 

women and their health issues by healthcare services. Women’s needs when non-

responsive become constructed as being outside the scope of healthcare environments. 

An imperative of a bio-medical discourse lens is treatment and treatment 

responsiveness. Contrary expectations may be set up  for women to meet such as 

attending relationship counselling but also being expected to cease being in a violent 

relationship as the ‘fix it’ or cure to stop the physical injuries and mental ills. 

Rittmayer and Roux (1999) argue that until health professionals cease attempting to 

‘fix’ women’s health problems, administering care will continue to be a source of 

frustration that exacerbates women’s negative experiences. I argue that the approach 

also sanctions health professionals’ disengagement from women’s health needs as 

they re-define them as social needs. The links between the two are not maintained but 

rather sectioned off as one or the other. 

 

Outcomes of the biomedical approach. 

The nature of the dance of disclosure which interweaves decisions about which health 

issues to raise, which to notice, which treatments to offer and which to accept or resist 

reveals troubling points of inclusion and omission that I argue affect the quality of 
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healthcare and the possible health trajectories engaged by women whose health is 

affected by domestic violence.   

 

The authority through which health professionals direct the response to the health 

issues women present with, defining along the way what constitutes health and health 

needs, worthy and unworthy needs, good and bad responses, shapes women’s 

experiences and their health. Varcoe (2001) describes how nurses directed their 

responses based on whether they believed women to be deserving or undeserving of 

care. This was based on personal perceptions of women, for example women who had 

consumed alcohol were undeserving victims. The current approach to healthcare 

reveals a selective and isolating approach to the recognition and treatment of health 

issues and a tendency to sequester issues and women from the system when the 

women and their needs either don’t fit or don’t respond. Women’s needs may be 

ignored or not investigated and their credibility as patients of the available services 

may be questioned.   

 

The findings revealed women who present for healthcare as vulnerable and uncertain 

about how to disclose their health issues and the underlying social realities that 

generate these. In response to the healthcare approach proffered women feel judged 

for their presentations and for their life situations. They found themselves waiting, 

‘stood over’, ignored or abandoned.  

 

The findings revealed the direction of the healthcare trajectory. For the most part 

women’s needs were quickly re-defined as ‘social needs’, evidenced in nurses 

expressions such as ‘[there] wasn’t much they could do for them’ and they were 

referred on, to social workers. These sorts of actions signal the disengagement of 

healthcare services and its care providers. Women’s health issues are at best only 

partially addressed and at worst, overlooked as the very system they seek help from 

determines them to be outside the scope of practice. It is a process in which 

information is controlled, issues depersonalised, and social judgements made. These 

actions disempower the very people needing healthcare (Johnson, 1998). The effect of 

this clinical gaze is that women feel humiliated and punished by health professionals, 

their vulnerability to danger and poor health is increased and further, the power of 
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health professionals to dictate women’s healthcare and outcomes is reinforced (Fisher 

& Goodley, 2005).  

 

Judged and punished, women interpret these responses and look to themselves, 

feeling shame and guilt. They blame, question themselves and struggle to find 

themselves worthy. These are feelings similar to those generated within their violent 

relationships. Here they are generated in the healthcare that they seek out. 

 

Clearly this situation exemplifies poor healthcare and contributes to poor outcomes 

for women. No one is to blame.  Rather it is as a result of a sophisticated and well 

established discourse, embedded in everyday life as healthcare practice. However I 

wish to move beyond the status quo. In order for the dance of disclosure to be re-

shaped requires responses that adopt different shapes, ones that are helpful, 

responsive care trajectories, which provide new ways of understanding women’s 

health issues. An alternate response is needed, one informed by a lens that can be 

make women’s health issues accessible and clearer and that can alter the dominant 

discourse and its practices. I argue that a way of doing this is apparent in the findings. 

It is discussed below. 

 

Biographical Disruption – An Alternative Reading 

One of the ways to understand the tensions that occur in healthcare is to start by re-

examining the way health is constructed and experienced. In sociological terms health 

is intimately related to notions of one’s sense of self and refers to the social, innately 

human, and lived experiences of people in their everyday worlds.  When previously 

held meanings are challenged and an individual’s sense of personhood is contested, 

everyday notions of temporality are changed and disrupted (Turner, 1995). By this 

Turner (1995) argued that personhood is a concept that remains unchallenged or 

discrete until there is a threat to where a person is located or situated in their world. 

This view complements Lawton’s (2003) argument that the healthy body is 

experienced as an absent physical presence that becomes a subject of conscious 

attention when trauma or other dysfunction sets in (Lawton, 2003). Then the body 

becomes a subject of attention and expression of existence (Scheper-Hughes & Lock 

1987;  McLachlan 2004). Thus, disruptions in the routines of everyday life interact 
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and may be constructed as disruptions to health, expressed on and through the body 

and be expressions of existence, or expressions of self. 

 

The key concepts here are disruption and self concept. The concept of biographical 

disruption evolved from Bury’s (1982) work in which he developed a theoretical 

understanding of chronic illness. It is usefully applied to examining these concepts. 

Bury argued that the diagnosis of chronic illness acted as a disruptive experience that 

challenged the taken for granted assumptions in an individual’s life and particularly a 

cognitive understanding of self. At the heart of the theory is the assumption that a 

major disruptive experience leads to a fundamental re-think of a person’s biography 

and self-concept (Bury, 1982; Lawton, 2003). Lonardi (2007) argues that biographical 

disruption may be experienced by people when their health issues impact on daily life, 

self identity, self reliance and social relationships. The theory has been widely applied 

in studies of chronic illness. Biographical disruption has been used to describe the 

diverse experiences of people who suffer for example, Rheumatoid Arthritis (Bury, 

1982), Chronic Fatigue Syndrome (Travers & Lawler, 2008), chronic headaches 

(Lonardi, 2007), Human Immunodeficiency Virus (HIV) (Carricaburu & Pierret, 

2002) and mothers of children with disabilities (McKeever & Miller, 2004). 

 

 Bury (1982) theorised biographical disruption as a trajectory through which the 

course of an illness could be examined as it impacts on self-concept. Three phases are 

identified in this trajectory; biographical disruption, biographical re-evaluation and 

biographical re-construction. Disruption is the phase in which the person experiences 

a major disruptive experience that leads to re-examination of their biography and self-

concept (Bury, 1982; Lawton, 2003). Re-evaluation is concerned with a re-think of 

the person’s biography and self concept when they attempt to make sense of their 

situations and what is happening in their lives. During this phase of disruption Bury 

(1982) suggests that intervention is important however limited in procuring an 

outcome as management is based on trial and error. As a result individuals fall back 

on their own knowledge and biographical experiences. Re-construction is concerned 

with mobilising resources and attempts to normalise the situation. The person is 

drawn into re-arranging their sense of self and place in society. The presence or 

absence of a supportive network has profound implications for movement through this 
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phase of disruption. As Bury (1982, p. 176) says “The erstwhile taken-for-granted 

world of everyday life becomes a burden of conscious and deliberate action”. 

 

Biographical disruption is a new lens through which to examine health issues and 

healthcare for women affected by domestic violence, and more specifically through 

which to see the relationship between their health, health issues and sense of self as 

these relate to their healthcare. It illuminates points of tension in relationships that 

women have with health professionals thus offering direction in which intervention 

can occur to repair the ruptures in relationships and in order that women’s interests 

and needs are met when they seek healthcare. It has the potential to place women 

centre-stage, linking and mediating their health to personal troubles and wider public 

and social and political issues (Williams, 2000).  

 

Three aspects of Biographical Disruption as a framework require clarification in order 

to apply this theoretical lens to the work of re-constructing and re-conceptualising 

health and healthcare in the context of the present study. The theory was first 

developed and applied to chronic illness. Thus the first issue concerns the term 

‘illness’. The context of Bury’s and much of the work that has followed has been that 

of discrete illnesses or syndromes with fairly fixed turning points constituted in the 

initial assessment and diagnosis of an illness entity. Further, the context has been 

primarily applied to conditions where physical symptoms form the primary health 

concern (Williams, 2000). One of the difficulties with effective healthcare as outlined 

in the previous section of this discussion is the difficulty that arises from the efforts of 

professionals to buttonhole women’s ills, or to put it another way, to provide neat 

medical diagnoses of physical or mental abnormalities. In the context of the health 

issues experienced by women who live in violent relationships, the health issues and 

the symptoms women embody are more disparate, not discrete and certainly do not, 

nor should not, be contained in a discrete diagnosis.  However, looking back at the 

narrative ‘fragments’ presented in the findings it is apparent that there are quite 

recognisable turning points or epiphanies for women as they live in violent 

relationships – where they recognise that their health is suffering and their ability to 

function in their everyday world in ways that they know is less taken-for-granted. At 

these turning points, I argue, they begin to seek out healthcare. These recognisable 
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turning points also support the application of the framework to the context of the 

present study.  

 

The second issue concerns chronicity. For the most part Bury’s framework has been 

applied to and contested within the context of individuals living with chronic 

conditions. In the context of the current study, it is clear that while women do not 

have, nor want to be labelled with a syndrome or discrete illness, the effects of their 

situation on their health are ongoing and some aspects of their health change, and 

deteriorate over time, and may be permanently altered in the face of their experience. 

Thus there is an element of chronicity in their health issues.  

 

The third issue arises in debate from within the research literature on chronic illness 

and forms a critique of the framework. This relates primarily to the insistence on a 

diagnosis of chronic illness being a significant disruption to an individual’s sense of 

self and biography. Williams (2000) argues that whilst it may appear that the lives of 

people are disrupted it is possible that rather than experience a disruption to their 

biographies they may experience as shift or continuity of their biography. He further 

argues that what may be experienced as a biographical disruption for some may be 

experienced as a ‘normal’ crisis to others. He cites the case of stroke in London East 

Enders who believed it to be a normal part of ageing or expected due to co-

morbidities they experienced. Carricaburu and Pierret (1995) introduced the notion of 

biographical reinforcement. In their study of men who had contracted HIV (Human 

Immunodeficiency Virus) they found that for this population interpretation of their 

infection entailed reconstructing their individual and collective pasts as haemophiliacs 

or homosexuals in a way that gave continuity to their biographies of lifetime illness or 

struggle with identity. Similarly, Faircloth, Boylstein, Rittman, Young & Gubrium, 

(2004) describe how people who suffered strokes did not necessarily view it is 

biographically disruptive, that their conceptualisation was also related to biographical 

contingencies, such as their age when the stroke happened, whether they suffered co-

morbidities such as diabetes and also what their pre-existing knowledge was with 

relation to stroke. Contingencies resulted in biographical continuity or flow where the 

stroke event was bracketed and normalised as part of a flow of life events.  
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To address the issue of biographical disruption versus continuity / shift or flow I turn 

to women’s experiences. The women who took part in the present study clearly 

endured disruption to their sense of self or known biography. Their stories revealed 

that many epiphanies or turning points occurred over the course of their violent 

relationships and their perceptions of health and what health meant for them changed 

over the course of their relationships. The turning points in their relationships and 

their understandings of self were related in their stories and reflections about their 

changing health, stories of inner turmoil, self-doubt and self-blame. Further their 

health and their sense of self remained fragile and contested even when their 

relationships ended. Their understanding of what being healthy meant changed 

irrevocably. 

  

Williams (2000) raises the issue of anticipation; that if some life events can be 

anticipated and moderated by social support and self esteem they may not be 

biographically disruptive. In the present study women did not anticipate that there 

would be violence in their relationships. Indeed for all the women in this study the 

violence in their relationships began following marriage or following cohabitation. 

Further, one of the tactics that violent partners employed was to isolate women from 

systems that could have provided social support, for example, their families and 

friends. There is little evidence to suggest anything other than biographical disruption 

for women in this study.  

 

Thus the necessary premises of the framework, disruption of self concept related to 

disruption of known and anticipated life and living, marked in identifiable turning 

points or epiphanies are established in the context of the participants’ experiences in 

this study. Women witnessed deterioration in their health, increasing health issues and 

increasing needs for healthcare as a result of living in violent relationships. I now turn 

to the analytic utility of biographical disruption as a lens from which to view 

healthcare and to better understand healthcare trajectories.  

 

Disruption 

Bury (1982) describes how disruption is insidious, when the person becomes aware 

that ‘something is wrong’ but then looks to common sense to furnish the answer. This 
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rang true for the participants of this study who spoke clearly about how their 

relationships with violent partners did not live up to their expectations, that they had 

envisaged long and loving relationships with their partners and that they were 

prepared to examine their own actions within the relationship to try to address what 

they perceived to be relationship problems. They described how early in their 

relationships they experienced domestic violence as they knew ‘something was 

wrong’ with their relationships, but rationalised it as being associated with their 

partner’s stress, consumption of alcohol or that something they had done had caused 

the situation. However, as Bury (1982) describes this approach of rationalisation 

becomes more problematic over time when it fails to fix the problem and the person 

enters a “new social arena where common sense guidelines are no longer sufficient” 

(p. 170). As their relationships progressed the process of rationalism transgressed 

women’s sense of “common-sense boundaries” (Bury, 1982, p. 169) and women were 

no longer able to distinguish internal and external reality of their situations and 

feelings but were not yet able to present themselves with an alternative explanation. 

This is due in part to their confusion due to the insidious nature of ‘symptoms’ (Bury, 

1982). In their confusion as they sought ways to externalise what was happening and 

sought meaning for their situations.  

 

Women’s storied accounts about their experiences of health related domestic violence 

issues formed overlapping and intertwining narratives similar to what Bury (2001) 

describes as contingent and moral narratives. The contingent narratives highlighted 

what women understood to be the separation of normal and abnormal health outcomes 

as they described experiences that were differentiated from known or accepted normal 

states (Bury, 2001; Pierret, 2003). Contingent narratives had to do with women’s 

beliefs and knowledge about how domestic violence impacted on their health, their 

experiences of health that resulted from their violent relationships, and its effects on 

their bodies, selves and others that ultimately affected their sense of personhood. The 

contingent narratives told how women reckoned with the impacts of violence on their 

health and of the consequences of managing their health in every day life. This was 

evident when Ursula spoke about being unable to complete simple tasks such as 

shopping and looking after her children. Tasks that are very much viewed, as 

‘everyday’ work. She described feeling overcome by fear of not being able to find her 

way home from the shop and being drenched in sweat as a result of this fear. 
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Their descriptions suggest that their disruption was toward a liminal reality or being, 

betwixt and between. Liminality was first described by van Gennep (1960) as part of 

rites of passage that consists of separation, transition (or liminality) and incorporation. 

Van Gennep’s work was expanded on by Turner (1967) who advanced the notion of 

liminality to highlight that liminal beings lose structure of self concept when their self 

concept deviates from a fixed point. Normal self concept is challenged and may be 

expressed in health problems or specific illness. This creates a state of flux and 

transience and suspension from normality and the known self (Barrett, 1998; Forss, 

Tishelman, Widmark & Sachs, 2004). 

 

Moral narratives provide an evaluative dimension of the links between the personal 

and social experiences and highlight changing relationships between the person, their 

illness and their social identity (Bury, 2001; Pierret, 2003). These narratives 

highlighted women’s feelings of shame and being blamed as their violent 

relationships progressed. These feelings continued and were in some ways 

perpetuated by the healthcare they encountered.   

 

Bury (1982) describes the end point or turning point of this phase of biographical 

disruption as one that is marked with relief when problems are disclosed as it signals 

that complaints are justifiable and behaviour is warranted. Women in this study had 

presented to health professionals hoping they would help them and seeking validation 

of their feelings. However, many women never experienced a sense of relief. When 

they presented to health professionals without disclosing their violent relationships or 

health professionals failed to attribute their complaints as possible evidence of 

violence, their needs were prescribed a care trajectory that re-characterised their 

confusion within a biomedical discourse played out in its attendant practices, as 

previously described.  

 

Conversely, when women did disclose that they lived with domestic violence they felt 

they were stigmatised, discredited and ignored by health professionals. Stigma occurs 

at two levels – enacted and felt stigma (Pierret, 2003). Enacted discrimination 

occurred in the discrimination women described. The shame they expressed 

represents felt stigma. This stigmatisation compounded women’s feelings of 

transience or liminal being. This is associated with what Pierret (2003) describes as a 
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redefined self, reconstructed personal biographies requiring a renegotiation of 

identity. This experience, in turn further exacerbated their mounting and unaddressed 

health issues.  

 

The trajectory of biographical disruption for women who experience domestic 

violence may not be as orderly as the trajectory presented by Bury. The difficulties of 

traversing liminal experience and the social relationships encountered, I argue, require 

closer scrutiny. 

 

Re-evaluation 

Bury (1982) presents a second phase in the trajectory of biographical disruption, a 

period of re-evaluation. The phases are not easily distinguished or traversed. 

However, this phase involves a fundamental re-think of the person’s biography and 

self concept. Clearly women in this research spent much time trying to make sense of 

their situations and what was happening to them and attempting to construct meaning 

within their lives and incorporate their changing sense of self. Indeed at times they 

questioned life itself. In this phase Bury (1982) suggests that intervention is important 

however limited in procuring an outcome as management is based on trial and error. 

As a result individuals fall back on their own knowledge and biographical 

experiences. This is a particularly important point to make when examining the care 

trajectory women in this study experienced as it suggests that in the face of 

unresponsive healthcare that also stigmatises, women’s  knowledge contributes to a 

biography that is further fragmenting and confusing.  

 

At this point it is important to examine reciprocity and how it may function in shaping 

the healthcare encounter and women’s experiences and understandings of self. 

Relationships of reciprocity and mutual support are ‘normal’ in healthcare 

relationships where patients are expected to be honest and forthcoming and in return 

health professionals are expected to behave in ways that demonstrate respect and 

which validate their complaints (Bury, 1982). The challenges to these rules were 

apparent when women spoke about how they danced around the issue of disclosing 

the violence that so disrupted their health and sense of self. They were not 

forthcoming with information but still expected health professionals to see their 
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situation and respond in a way that addressed their complaints and respected their 

autonomy. Bury (1982) iterates that at this stage when seeking help, perceptions and 

expectations may not necessarily coincide with those of health professionals and that 

as a result recognition and legitimation are problematic. This was clearly evident in 

women’s stories when they began to seek help without disclosing or only hinting at 

the nature of their problems or when they presented with non-specific physical 

symptoms or psychological distress. Their confusion, inability to name their situation 

and turmoil of trying to make sense of their disrupted sense of self is clearly evident 

in the findings.  The dance of disclosure is not about women’s uncertainty in 

disclosing domestic violence but about them voicing the experience of disruption to 

their sense of self that they recognise, if only partially.  

 

Women’s stories of  presenting for healthcare, their underlying angst and conflict 

about how to present were in clear contrast to nurses’ stories that relied heavily on 

descriptions of physical symptoms and diagnoses that were attributable to violence, 

that characterised their health issues and which set in place a prescribed care 

trajectory and an expectation that women comply in appropriate ways. The effect of 

this response is that it fails to recognise the sense of disruption women experience, 

and effectively silences women’s efforts to voice this disruption. Validating the more 

ambiguous presentation or addressing a disrupted sense of self begins a dance that 

may be indeterminate, without discrete, linear solutions. This does not fit within the 

healthcare framework which surrounds women as they present for care. Such open 

ended interpretive assessment is not prioritised as it may expose the limitations of 

interventions aimed at curing or fixing presenting symptoms. Acknowledging 

women’s confusion and turmoil and understanding that women are not trying to hide 

the violence that underpins their ill health but that they are trying to present a 

disrupted self is an important point of departure in healthcare trajectories, one from 

which nurses and other health professionals may be more able to support women. 

Nurses may be able to abandon the moral taxonomy of good and bad patient, good 

and bad woman (Lupton, 2003). 

 

The findings provide further depth to the potential issues regarding disruption to self 

and the ways that early interventions might shape the course of disruption as 

individuals attempt to re-evaluate their experience and sense of self. In this case the 
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rite of passage away from the transience of liminal being is not necessarily progressed 

in the approach to responding to the presenting health issues of women. The evidence 

of these findings is that in fact the disrupted sense of self may deepen at the hands of 

healthcare.  

 

The findings showed the way some of the women resisted the thinking and treatments 

offered but the findings have also shown that their resistance was in part to having to 

face the disclosure of their disrupted sense of self. It is posited here that if health 

professionals viewed women’s resistance as ‘expected’ rather than their compliance 

when they are traversing through journeys of disruption and disputed sense of self it 

might allow new ways of constructing and supporting women’s needs when they 

present for healthcare. They may need to negotiate the healthcare relationship from a 

different set of premises and thus be able to act in ways that do not increase the sense 

of shame and guilt experienced by women, actions which may thus prevent women’s 

further disruption. Bury (1982) has argued that compliance is a pathway to normative 

views of self. However the picture drawn in this study suggests that identifying and 

negotiating and working with resistance may be more productive in leading a more 

successful dance of disclosure or healthcare trajectory.    

 

Re-construction 

In the third phase of the trajectory of biographical disruption Bury (1982) he describes 

a response to disruption that involves mobilising resources. He adds that the presence 

or absence of a supportive network has profound implications for the progress or 

course of individuals. This is an issue of importance for health professionals as a 

potential resource. It may be that a supportive network of health professionals who 

inform their practice from a woman-centred approach to care, that acknowledges and 

values their experiences may fundamentally impact, positively, on women’s lives 

when they experience domestic violence. In this study, women attempted to mobilise 

many resources, in particular they approached health professionals. However their 

attempts were met by health professionals who they believed had no understanding of 

how violence impacted on their lives and who undertook very limited roles in 

responding to their needs.  
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Bury (1982) adds that at this stage when individuals attempt to normalise their 

experiences their behaviour may depart from what is deemed ‘normal’ or acceptable’ 

and that flexibility must be allowed in formal and informal relationships. It was 

evident that health professionals perceived that women’s behaviour was not ‘normal’ 

or ‘acceptable’ and they were not afforded flexibility in their relationships with health 

professionals. They were afforded a set path through which to traverse the healthcare 

system and when they transgressed their behaviour was deemed to be inappropriate. 

Women, as a result, became labelled as not credible patients and felt unworthy of 

care. Labelling of women who present as a result of domestic violence has been 

discussed in the literature for many years and it is recognised as problematic by some 

authors (Kurz & Stark, 1988; Stark et al., 1979). However the dominant discourse in 

the literature that addresses healthcare responses to domestic violence is informed by 

medically oriented opinions. Further, responses are often focussed on screening for 

the presence of domestic violence in women’s lives and services are intervention and 

outcome directed rather than support and process focussed. 

 

For women, identifying coping resources was the result of a long process through 

which they sought assistance, in particular help within healthcare systems to facilitate 

identification of and initiate a response to the ‘problem’. They attempted to continue 

to engage with healthcare by working with the various diagnoses of mental illness that 

they were labelled with, such as depression, anxiety or stress. However these 

diagnoses and the treatments that accompanied them did not act as resources for 

women, the findings suggest that they worked instead to exacerbate their feelings of 

unworthiness and shame. Women engaged in selective concealment and disclosure of 

information to health professionals and within personal relationships. Sometimes 

disclosure of domestic violence was carefully thought out and staged by women when 

they sought help and healthcare. They sometimes had a plan of disclosure and used 

selective strategies to disclose information. This included not reporting the presence 

of domestic violence in their relationship or minimising the severity of the violence. It 

is thought that this process of minimisation is aimed at protecting the self from 

situations that may ultimately bring them discredit (Bury, 2001; Pierret, 2003). These 

represent efforts to normalise, cope and manage.  
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Normalisation as a concept involves two processes (Bury, 2001). On the one hand 

women tried to normalise their experiences by attempting to maintain their pre-violent 

relationships and keep their identity intact. This involved maintaining as many 

activities as possible and disguising and minimising of the impacts of violence on 

their health. When this strategy failed women attempted to incorporate their 

deteriorating health and sense of self concept into their changed lifestyles. They were 

unable to reintegrate their previously held understandings of self concept that had 

departed from their fixed point over the course of their violent relationships and thus 

were unable to traverse their sense of liminal being as they sought to incorporate 

changing health into their altered self concept and their place within the social world. 

Navon & Morag (2004) describe liminal individuals as those who struggle with 

nullification of their identities and whose sense of understanding of the world around 

them becomes ambiguous. Turner (1967) argues that this experience results in a 

struggle to integrate new meaning to life and sense of personhood. Until meaning is 

found liminal beings regard themselves as “neither this nor that, but both” (p. 99). 

Situated in this enduring period of liminality women described their struggle and 

turmoil as they grappled with their disrupted sense of self concept. Their new 

meanings were at worst despair, situating themselves as unworthy.  

 

The previous discussion on the dominant healthcare trajectory shows how this 

approach acts to reinforce women’s feelings of unworthiness and despair. Rather than 

normalising or transcending transience, women endure ongoing liminal being and 

disruption. This is a critical point for health professionals. Bury (1982) emphasises the 

importance of mobilising resources to help integrate and re-construct an individual’s 

biography. Health professionals are in a position where they have early access to 

women affected by domestic violence and therefore early access points at which to 

support women to re-evaluate and re-construct their biographies.  

 

Using the theory of Biographical Disruption helps to illuminate what underpins 

women’s thinking and experience as they present for healthcare for their emerging 

health issues. It provides an alternate and illuminative reading of the effects of the 

dominant available care trajectory as described by participants in the current study 

and finally it helps to provide an alternate understanding in an effort to re-direct the 

dance of disclosure and alter healthcare trajectories. It is the central thesis of this 
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discussion that a disrupted sense of self is at the heart of healthcare issues that are 

experienced by women who present for healthcare as a consequence of living in 

violent relationships. Failure to recognise, acknowledge, accommodate or direct care 

based on this understanding fails to provide responsive healthcare. Further it may 

further disrupt and harm women in this situation. I argue that in currently available 

healthcare, exemplified in the accounts provided by affected women and nurses in this 

study, it is evident that this failure is the norm. Additionally it is an expression of a 

discourse of healthcare that is enacted as the norm which has little facility to 

acknowledge and focus care on this type of health issue. Without accepting, 

negotiating and enacting healthcare in a field of complexity and resistance, suggested 

by the presence of such disruption to a sense of self, the outcomes for affected 

individuals will at best act as bandaids. At worst they act to deepen the disruption and 

despair, to isolate and remove potential sources of help and support.  

 

This assertion is confronting, however to finalise this discussion I wish to investigate 

evidence in the findings of care that suggests that there is an alternate dance, or 

trajectory that needs to be given credibility beyond the actions of individuals.  

    

Locating Alternate Voices 

Women who participated in the study provided evidence of an alternate voice when 

they related details of encounters in which they felt ‘cared for’. The traits that were 

named as demonstrating caring were also related by nurses when they spoke about 

what would make a woman feel that she was being cared for, such as calling her by 

her name, offering a warm blanket or listening while she tells her story. These are the 

actions of validation and acceptance. They may help to turn resistance into openness. 

The value of communication was also supported by women who engaged in 

healthcare. They described wanting to be treated as they believed other patients were 

treated and went to lengths to emphasise the ‘ordinariness’ of what they expected. 

This supports the small body of qualitative research that has previously investigated 

what women expect from health professionals when they approach health services, 

which emphasises the importance of appropriate communication that makes women 

feel believed and not being judged for their situation (Chang et al., 2005; Gerbert et 

al., 1999; McCauley et al., 1998; Yam, 2000).  
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It was clear that nurses do want to help and they emphasised the importance of 

encounters in which communication made women feel valued and safe.  Importantly, 

it has been described in the literature that having a health professional who responds 

appropriately helps to plant the seed for women so that they can begin to see 

themselves and their relationships differently and in some cases it assists them in 

making the decision to leave a violent relationship (Gerbert et al., 1996). In the 

current study Ashley described presenting in ED with signs of physical abuse that 

were evident on her injured body. As she embarked upon a dance of disclosure she 

told the physician that she had fallen. The doctor suggested that maybe she hadn’t 

fallen and gave her a card for a domestic violence service which she accepted. At no 

time in the encounter was the true source of her injuries openly discussed however 

Ashley related how she kept the card which had ‘planted a seed’ in her mind about 

how to understand her situation.  

 

Nurses also highlighted the importance of communication to demonstrate compassion 

and respect for women’s situation and autonomy in their decision making. These 

stories contrast with the main story told by nurses about their encounters with women 

and indicate that nurses struggle to know how to respond appropriately when working 

in healthcare environments that may constrain their responses. There is little evidence 

in the findings that nurses’ responses that demonstrate compassion are supported at 

institutional or conceptual level and therefore these examples may be exceptions in 

responses. Whilst there is much written about the therapeutic benefit of 

communication in health professional-patient interactions it remains problematic and 

at times can become destructive in responding to the needs of women affected by 

domestic violence (Stenius & Veysey, 2005). Whilst this finding complements current 

literature (Bacchus et al., 2003; Chang et al., 2004; Yoshihama, 2002) it also 

highlights an area of struggle for nurses who clearly know how to demonstrate caring 

approaches but fail to use them in their practice. Yet importantly, therapeutic 

communication plays a significant role in helping women to move beyond their 

disrupted, fragmented, liminal self (Gerbert et al., 1999; McCauley et al., 1998).  
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Summary 

In this chapter I have discussed the significance of the research findings constraining 

the process of reconstructing healthcare for women whose health is affected by living 

with domestic violence and have re-contextualised the findings. The findings show 

that clearly, healthcare encounters with women affected by domestic violence are 

problematic. The women who participated in this study were clear about what they 

expected from health professionals and using this information provided a useful 

platform from which to re-conceptualise healthcare.  

 

Women affected by domestic violence believe health professionals have a role in 

responding to their needs when they seek help yet they have negative experiences 

during their healthcare encounters and perceive that their health needs are not met, 

and indeed at times their health issues are made worse. In contrast health 

professionals, whose practice is informed by the dominant biomedical paradigm, 

believe they respond well to women by prescribing care trajectories that diagnose 

their ills, and set treatment approaches to afford them a cure.  

 

I have attempted here to outline how current healthcare responses and health 

professionals’ practices are informed and underpinned by biomedical discourse. I 

have used the dance of disclosure as an analogy to illuminate aspects of healthcare, its 

processes and outcomes. Biomedical discourse currently constructs women’s health 

needs and sets them on a trajectory of care that is outcome focussed and embraces 

therapeutic values of diagnosis, treatment and cure. I have argued that current 

responses fail to acknowledge the complexity and needs of women affected by 

domestic violence.  I have highlighted how a predominantly biomedical lens currently 

constricts women’s health issues and needs that result from domestic violence and 

frames the relationships and roles on health professionals and of women who engage 

in a complex dance of disclosure. It is clear that the treatment approaches and 

expectations of health professionals who practice using a biomedical lens have 

negative outcomes for women whom they encounter. I have suggested here that for 

the most part health professionals do not recognise how living in a violent relationship 

so profoundly disrupts women’s lives and sense of self.  
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I have provided a new lens from which to view women’s health and health issues. 

Biographical disruption was presented as an alternate lens from which to view 

women’s health issues and needs.  This framework highlights how, as a result of 

living with domestic violence, women experience significant fracturing of their sense 

of self and attempt to traverse a liminal space in which their personal biographies and 

identities are shaped not only by their experiences of living in violent relationships, 

their emerging health issues, but also by the healthcare that responds to their issues. I 

have indicated that there are critical points at which health professionals can support 

women, particularly on presentation. I have also argued that the ‘symptoms’ that 

health professionals seek to respond to are only part of the ‘symptom’ of their health 

issues. 

 

Biographical disruption is an important framework which helps to illuminate aspects 

of healthcare, oft overlooked, to understand what is happening to women’s self 

concept. This framework also highlights important issues for health services to 

acknowledge and be responsive to if care is to be responsive and more helpful to 

women affected by domestic violence. The following chapter will expand on these 

key points and offer recommendations for future healthcare and practice. 
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CHAPTER SIX 

Conclusion 

 

The purpose of this study was to develop knowledge of women’s health and health 

issues that arise as a result of living with domestic violence and of healthcare 

experiences when they seek healthcare.  

 

Domestic violence is already recognised as a major and costly public health issue and 

it has previously been acknowledged that its effects on women’s health are 

devastating (Access Economics, 2004; Fraser, 2003; Parker & Lee, 2002). However, 

current responses to domestic violence are focussed on epidemiology of domestic 

violence and identification or presence of violence in women’s lives, stretched thinly 

across social, legal and health service departments and are uncoordinated. 

 

For this study an interpretive interactionist approach, informed by both a feminist and 

postmodern lens, was used, that placed women and health professionals who care for 

them centre stage and took into account the social context of their experiences. 

Women who had experienced domestic violence and health professionals, specifically 

nurses, who had encountered women affected by domestic violence in their clinical 

practice were invited to share their stories of health issues related to domestic 

violence and subsequent healthcare encounters. The stories were then analysed using 

narrative techniques to highlight key elements of their health issues and healthcare 

experiences. Speaking with both women and nurses who care for women affected by 

domestic violence provided rich information from two different perspectives 

concerning health, health issues and information about negotiating healthcare. This 

approach allowed women’s and nurses’ voices to rise above the voices of expertise 

embodied in policy that defines health and health needs and drives healthcare 

responses. In completing the study I have moved beyond deconstructing to re-

conceptualising health and have begun to unravel complex factors that impact on 

nurses’ and health professionals’ responses when they encounter women who seek 

healthcare as a result of domestic violence in healthcare settings. 
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To meet the study aims the following questions were posed: 

 

1. How do women affected by domestic violence construct health and health 

issues that result from domestic violence? 

2. How do nurses, as health professionals, construct health and health issues for 

women affected by domestic violence? 

3. How is healthcare delivery experienced by women affected by domestic 

violence and health professionals who care for them? 

4. What facilitates / constrains healthcare delivery to women affected by 

domestic violence? 

 

With regard to the first two questions I conclude that women’s health and health 

issues that result from domestic violence are constructed from two diametrically 

opposed lens. On the one hand women told stories of disrupted sense of self, of inner 

turmoil and negotiation and renegotiation of their sense of self.  Their sense of living 

’betwixt and between’ highlighted the liminal state of their being as they struggled to 

make meaning of every day life. For women health encompassed their being and was 

an integral part of their personhood, defining their existence and forming their life 

biography. Whilst they lived with domestic violence their health was expressed 

through their bodies in the form of physical, mental and emotional difficulties and ills. 

The findings of the study illuminated important issues and turning points in women’s 

health as they lived with domestic violence and when they sought healthcare. I have 

argued that these turning points remained overlooked by health professionals when 

they sought healthcare and women remained suspended in their liminal state. 

 

Contrasting constructions of health and health issues that pertain to women who live 

with domestic violence set the scene for contentious encounters. Women told stories 

of health professionals whose responses served to disrupt their sense of self and 

further marginalise and disempower them from renegotiating their personhood or 

moving beyond their liminal state. Nurses told stories that they believed demonstrated 

their care for women by being supportive and helping women by referring on to other 

services. 
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Nurses’ stories were focussed on women whose physical or mental health symptoms 

were of primary concern. Nurses constructed women’s health issues through a 

biomedical lens that included categorisation of symptoms, and expectations of cure 

and normalisation and expectations of what constituted acceptable and expected 

illness behaviours. This complements contemporary research that overwhelmingly 

constructs health in terms of psychological and / or physical symptoms which attract 

diagnoses and which ratify approaches that diagnose the presence of domestic 

violence (see for example Krimm & Heinzer, 2002). Further, this rationalises the 

biomedical approach to curing its presenting symptoms. However, the emphasis on 

diagnosis and symptom management perpetuates power differentials in healthcare 

responses and reinforces biomedical labelling of women’s health issues that result 

from domestic violence. This may in part explain health professionals’ failure to 

identify turning points in women’s lives when they have presented for healthcare.  

 

The inherent subjectiveness of the findings that address question 1 challenge the 

findings that answer question 2 that reflect the biomedical lens that currently 

constructs women’s health issues that are associated with domestic violence by 

affording a fresh lens from which to view women’s health. This lens provides an 

arena in which women’s health can be viewed as subjective and storied and as an 

innate part of their personhood.   

 

Emerging from these competing and contrasting constructions was an account of 

healthcare encounters experienced by women affected by domestic violence and of 

nurses who care for women in healthcare environments. In order to examine these 

alternate discourse positions healthcare was conceptualised as a trajectory or journey 

embarked upon by affected women. Importantly, the research has produced a fresh 

lens from which to conceptualise women’s health and from which to understand how 

this in turn impacts on the health issues they experience and healthcare they seek as a 

result of domestic violence. 

 

With regard to question 3, I conclude that at present there is a clear healthcare 

trajectory that reflects the dominant biomedical discourse. I have argued that the 

findings reveal other aspects of the journey, other realities that have to date not been 

examined in this context. Biographical disruption provides an alternate lens from 
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which to conceptualise women’s health needs. It also provides an alternate lens from 

which to construct approaches to healthcare that may be more therapeutic than the 

predominant treatments currently available. 

 

In this study healthcare encounters have been conceptualised as journeys that twist 

and wind for women affected by domestic violence as they live in their violent 

relationships. Women affected by violence embark upon the healthcare journey using 

a ‘dance of disclosure’ when they engage with health professionals, in the case of this 

study RN’s. Whilst most women do not openly disclose violence in their lives they 

expect health professionals to respond appropriately.  

 

The women who took part in the study related stories that predominantly told of 

negative experiences in which they felt judged and blamed for their predicament. 

Similar experiences are well documented in the scholarly literature (see for example 

Gerbert et al., 1999; Humphreys & Thiara, 2003; Mezey, 2001; Schroeder & Weber, 

1998; Waalen, Goodwin, Spitz, Petersen & Saltzman, 2000). Negative experiences of 

women concerning interactions with health professionals have been theorised in the 

violence literature with regard to sexual assault as re-victimisation or re-

traumatisation (Campbell et al., 2001; Mears, Carlson, Holden & Harris, 2001). 

However this may not be a useful label to attach to women’s healthcare experiences 

as a result of domestic violence. By affording women the victim label it presents 

women as the problem and reinforces the notion that treatment is appropriate. The 

term re-traumatisation is also not encouraged here as it is a concept that may have 

meaning for nurses in clinical settings that emphasises physical violence and is 

biomedical in its inception. Further, caring for women affected by trauma in 

healthcare is associated with affording expert status to care providers and amateur 

status to women who then need to comply with ‘management’ of their diagnoses.   

 

I conclude that women’s negative healthcare experiences must be theorised in a way 

that openly disputes and contests current conceptualisations of their health issues and 

needs and acknowledges the destructive nature of some healthcare encounters 

experienced by women. The term ‘abuse’ has been applied to women’s negative 

healthcare experiences with health professionals (Kurz & Stark, 1988), however I 

suggest that negative experiences with healthcare providers when women are in these 
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situations be theorised in terms of  ‘re-abuse’. Whilst it is suggested here that health 

professionals, in the main, inadvertently respond in ways that can be unhelpful or 

harmful to women, application of the term re-abuse acknowledges three things. First 

the term ‘re-abuse’ acknowledges the violent contexts of the relationships that have 

led to women’s healthcare presentations. Second, it highlights that these experiences 

are harmful and damaging to women. Third, by conceptualising women’s negative 

healthcare experiences as re-abuse presents a direct conflict with and challenge to the 

ethic of caring inherent in healthcare principles. Re-framing healthcare responses as 

abusive will cause robust debate that will challenge policy advisors and healthcare 

practitioners to examine the context in which they define health and deliver care, to 

women affected by domestic violence. Whilst this study drew on data collected from 

Queensland women and nurses it correlates with findings from other studies that have 

been conducted overseas and within Australia. 

 

The relationship that develops between women affected by domestic violence and 

health professionals, in this case nurses, is one in which health professionals adopt the 

status of expert and legitimate women’s complaints. The lens that frames their caring 

practices re-directs women’s care when they fail to recover or conform to their set 

care trajectory. Further, practice informed by a biomedical lens results in women 

being judged and punished by health professionals when they fail to take control of 

their situations. These tactics invariably bind women further to their abusers and re-

defines their needs as social needs. 

 

With regard to question four, the factors that constrain healthcare delivery are 

multifaceted and complex. I conclude that current socio-political discourse embedded 

in and represented in policy and institutional approaches to healthcare highlights the 

incongruence of policy. Further it puts on view policy that states it will deliver but 

that fails to follow through. In so doing the needs of women are lost in the focus of 

doctrine and direction. The focus of this study has been on the socio-political 

discourse that frames healthcare responses to women in Australia, and specifically in 

Queensland. However, from the literature it is evident that similar socio-political 

discourse is enacted globally. The findings may therefore also be pertinent to 

healthcare services in other industrialised countries. 
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I conclude that the dominant paradigm on which healthcare responses are currently 

built values medical models of healthcare that focus on disease, illness, diagnosis and 

treatment and in which health professionals are experts and women are amateurs 

(Craddock & Reid, 1993). Characteristics of the medical model of healthcare prevail 

at conceptual, institutional and interactional levels of healthcare delivery and are 

deeply entrenched in healthcare settings. Its dominance makes it difficult to challenge 

because of the bureaucratic structure of health services and the dominance of medical 

doctors as the perceived experts in healthcare.  

 

The progression of policy has been slow partly due to inaction, exacerbated by lack of 

clear or achievable goals and perpetuated by lack of evaluation of projects that have 

been undertaken. Further it remains driven by ‘experts’. Failure to remain woman-

focussed has resulted in domestic violence being re-categorised under the generic 

term ‘violence’. Accordingly health needs that have resulted from domestic violence 

are now situated alongside the needs of other populations that experience violence 

(PADV, 2003). 

 

De-gendering of domestic violence pushes women’s needs to the peripheries of 

healthcare, further marginalises women and complements current socio-political 

responses that have de-gendered domestic violence and objectifies women.  Current 

responses are built on the assumption that health professionals are the ‘experts’, 

charged with the task of diagnosing and treating women to ensure their smooth 

processing through the healthcare system. However, it is shown here that ‘experts’ are 

at times ill informed and fail to hear what women say is important about their health 

and health issues (Prior, 2003). 

 

A biomedical lens applied to healthcare remains valued in healthcare settings and I 

conclude that this impacts on nurses’ responses to domestic violence. Within 

healthcare institutions nursing practice is controlled and overseen by medical 

practitioners and is derived from a base of long standing social, economic and 

political power (Hallam, 2000). Nurses continue to defer to their medical colleagues’ 

recommendations and practices and at times value medical opinions and ideas before 

their own (MacIntosh, 2002). Additionally, biomedical cultural traditions and 

prevailing attitudes discredit and objectify women in healthcare settings and can be 
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actively destructive in the care of women affected by domestic violence (Henderson, 

2001; Sampselle, 1991). 

 

Whilst there are many complex factors that constrain healthcare responses there are 

also some factors that may facilitate responsive healthcare responses. This 

information emerged from the small, alternate voice that surfaced in the research and 

was apparent when nurses spoke about what facilitated healthcare delivery to women 

affected by domestic violence. I conclude from this that there is a part of nurses’ 

practice that wants to respond to women, that values women and that wants to 

empower women in their disrupted lives. By highlighting and attending to this small 

voice it challenges the dominant discourse that constructs women’s health and health 

issues. Whilst at present this voice is hushed by the dominant discourse of diagnosis, 

treatment and efficient processing, it is present, but struggling to heard. By 

highlighting elements of nurses’ caring practices it can also inform other healthcare 

providers of attributes and responses that can be adopted into practice that may be 

perceived as demonstrating care to women. 

 

Study Limitations 

There are several limitations to the study. First, it is argued by some feminists that 

researchers who do not have similar life experiences may bring mainstream bias and 

prejudice that might obscure their vision (Kelly, 1998). A further feminist criticism is 

that language is a male construct and therefore interviewing women does not 

adequately capture meaning. However, this study focussed on systematically 

displaying the voices of women and of nurses, focussing on the subjective and 

intersubjective rather than precepts of objectivity. The narrative approach and 

methods of interpretations mean that the study findings are not generalisable. Instead 

the research provided thick descriptions and rich information about the health and 

healthcare experiences of women who were affected by domestic violence, as told by 

the women themselves and nurses employed in settings at which women present. The 

study findings are limited to nurses as healthcare practitioners. The scope of the study 

did not afford an active voice to policy makers, planners nor medical personnel and 

may not all be applicable to other healthcare professionals. The study findings are 
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limited to Queensland, Australia however may also inform healthcare providers and 

policy makers in other industrialised countries. 

 

Implications for Practice 

The challenge is for nurses to dare to be different. Henderson (2001) supports this 

notion and argues that reflexivity is needed in order to improve nursing responses. 

Varcoe (1996) however highlights challenges and suggests that nurses are constrained 

in delivering effective responses by social structures that create and permit violence in 

the first place. She urges nurses to contest these social structures that foster violence 

in order to transform their practice. These two positions highlight the multi-layered 

implication for change. First at interpersonal and practice level and second at system 

level. I argue that nurses’ functioning in a space of resistance rather than compliance 

or acceptance will help women traverse the liminal space. 

 

The alternate voice that nurses used when they spoke about wanting to show women 

they cared and that they wanted to help must be brought to the fore. In the workplace 

challenging the dominant paradigm is difficult for nurses however nurses should be 

encouraged to value and trust the attributes that are described in the alternate voice of 

caring.  

 

The prevailing discourse that values biomedical notions of health is reinforced at 

institutional level across healthcare settings and highlights the difficulties faced by 

nurses in promoting a nursing response that does not complement the dominant 

paradigm. By illuminating the dominant response paradigm as potentially re-abusive 

to women it may allow the alternate voice room to be heard and affords it a place in 

which it can be considered as a more valuable paradigm on which to construct nursing 

responses.  

 

Rather that conceptualising women presenting for healthcare with characteristics such 

as ‘badly’ behaved, non-complaint or consciously involved in a ‘dance’ of disclosure, 

which suggests game playing, the nature of their presentations and the characteristics 

of confusion and resistance that women exhibit should be expected, accepted and 

celebrated as an opportunity to afford support as opposed to treatment. Accepting that 
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women present for healthcare whilst living with a disrupted, liminal sense of self and 

that their behaviours indicate they are searching for meaning and support allows 

nurses and other health professionals opportunity to understand the turmoil in 

women’s lives.  

 

It is important to understand that when women present for healthcare they are 

traversing processes of disruption, re-evaluation and re-construction of their sense of 

self in which their health is inextricably intertwined with their personhood. A fresh 

lens from which to view this issue may allay some of nurses’ and other health 

professionals’ anxieties in responding to women because it highlights that what 

women present with is to be expected, accepted and supported rather than treated or 

fixed. 

 

Enabling Women Through Practice 

I propose three premises on which healthcare responses can be framed that may be 

enabling to women subjected to domestic violence. First, by challenging the 

biomedical construct of women’s health and health issues by adopting an alternate, 

women centred lens from which to construct and base their needs. Second, by 

constructing practice responses from a lens that acknowledges that when women 

affected by domestic violence present for healthcare they are traversing processes of 

disruption, re-evaluation and re-construction of their sense of self. Therefore the 

attributes with which they present should be expected, accepted and celebrated. Third, 

by valuing the alternate voice of caring and rejecting the biomedical discourse of 

marginalisation and control. 

 

It is proposed that one way to move forward and work toward responses that empower 

women is that nurses adopt a collective response that considers incorporating some of 

the features of embodied health movements (EHMs) (Brown et al., 2004). In 

particular, the EHM themes accept that the person is central to the experience, that 

medical knowledge must be challenged and that collaboration with other professionals 

in addressing broader social aspects of health is essential. EHM approaches to 

healthcare offer a perspective in which interpretive and social constructionist 

approaches are highlighted and complimented and are an important way to highlight 
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personal problems as both health and social problems. This potentially would 

encourage nurses to work with women to identify problems, define solutions and 

motivate action in ways that are complementary to their experiences. 

 

In order to address and improve practice responses also requires education of nurses 

and other health professionals as it is clear that at present responses are framed on 

experiences that value knowledge gained from their clinical experience over formal 

education. However, education also needs to supplemented outside of the formal 

tertiary education system to be included in all stages of education within the 

community.  

 

Implications for Further Research 

Further research is needed to more fully investigate the socio-political constructions 

of women’s health and health issues that result from domestic violence, from 

perspectives that contest current biomedical constructs regarding women’s needs. 

Research that is initiated at bureaucratic level must also take into account applicability 

to practice that occurs at grass roots level and must be informed by women who have 

experienced domestic violence and the health professionals employed at grass roots 

level to care for them when they present for healthcare. 

 

Research is needed that maintains women’s needs as central to research related to 

domestic violence. Research is also called for that is underpinned by a feminist lens 

and which recognises how health as a result of domestic violence cannot be separated 

from the social world in which women live. A feminist lens will also re-claim the 

gendered nature of domestic violence. 

 

More research is required that investigates women’s experiences with domestic 

violence that moves the issue away from epidemiological risk profiling, categorising 

of symptoms and risk managing women’s needs. Ethnographic and case study 

research may provide rich information about women’s experiences and lives whilst 

they live with domestic violence. 
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Of utmost importance is that research that is intervention or outcome focussed must 

be subjected to rigorous evaluation. Currently, locating evaluated projects related to 

responding to women affected by domestic violence has been challenging and 

indicates a dearth of rigorous research in this area. Further, evaluations, when 

conducted, must be readily accessible for viewing and critique by other researchers 

and indeed, by women affected by domestic violence.  

 

Research is needed that further investigates the alternate voice that highlighted for 

women and nurses’ details of encounters in which they felt ‘cared for’ or in which 

nurses felt they demonstrated care. The traits that were named as demonstrating 

caring for women were also related by nurses when they spoke about what would 

make a woman feel that she was being cared for, such as calling her by her name, 

offering a warm blanket or listening while she tells her story. Whilst this finding 

confirms current literature it also highlights an area of struggle for nurses who clearly 

know how to demonstrate caring approaches but fail to use them in their practice. 

 

Last, research is required that further investigates the healthcare processes that 

disempower women in a way that is similar to the tactics used by their violent 

partners. Further exposure and deconstruction of this problem will bring it to the fore 

as a major issue which impacts on responding to women’s health issues and needs as 

a result of domestic violence. 

 

Implications for Women Affected by Domestic Violence 

Lastly, and necessarily I wish to highlight the implications of this study for women 

affected by domestic violence who seek healthcare. At present health professionals 

have limited knowledge about the health and health issues experienced by women 

who live with domestic violence. Their practice is informed by biomedical discourse 

and trajectories of diagnosis, treatment and cure that is driven by fragmented socio-

political discourse that serves competing interest groups. In this, women’s needs and 

issues have become lost. 

 

By reframing practice to embrace a more women-centred focus and moving beyond 

the constraints of biomedical discourse women’s needs may come to the fore and be 

161 
 



 
 

attended to in ways that value their experiences and which might help to empower 

them to move beyond their sense of liminality. 

 

I finish this thesis with a final word from one woman that tells that her journey and re-

evaluation is ongoing but indicates that she is beginning to once again find her self. 

 

My health issues now… I don’t have a sore knees. My jaw’s all 

better. I’m not clenched anymore. I realise that the shoulder pain 

was real and I think the knee pain was real, but because they’re not 

constantly being battered they’re easy… I can stand up. I can do my 

work. I started work last week and I was dreading it because I 

thought, Oh my shoulder, how am I going to lift these pallets? And 

[my sister] massaged me the night before I went to work, and I was 

fine. And I haven’t had any pain since um going to the doctor and 

talking. Knowing that I’m getting help, not help, but knowing that 

there is someone who is aware, who hasn’t belittled what happened 

to me, validating me. Someone has validated me. That’s what the 

whole thing is. Oh, talking to you is better than a counsellor. 

(laughter) (Andrea) 
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EPILOGUE 

 

Nothing prepared me for this. I was interested in women’s health as a result of 

domestic violence, an interest that arose from my experiences of working in 

various healthcare settings.  

When I met with women our conversations inevitably came around to what 

happened when they sought treatment or help for their injuries and illnesses that 

resulted from domestic violence and what those experiences were like. Whilst I 

listened I struggled. At first I thought ‘’Is this really true?’ ‘How can this be?’ I set 

aside my suspicions and listened and when they described stories of hurt and 

injustice I felt it too. Their experiences at times made me sad, sad about what they 

said about my own profession and how we respond to their needs. I felt and still 

feel angry. I’m angry that these women were so openly judged and their 

experiences discounted. I feel defeated before I begin that my small research project 

could ever change any of this. I feel guilty. At the end of each interview I wondered 

how can I go home to my husband and kids and smile and say life’s good? The 

worst feeling is that of fear – fear because I can hear the conversations of the 

women in my own conversations with colleagues at the bedside, over morning tea, 

on the telephone, handing over care, with my supervisors.  

I also feel happy. Happy because I looked in the looking glass. These women 

confronted me with my own failings as a nurse and as a human being. They 

confronted me with my own ability to judge or misjudge and to apportion blame.  

 

If there is one thing I can change it is my own professional practice to these women.  

 

This story is like Alice in Wonderland, where you go through the looking glass 

and travel into a world of madness and mayhem, and judgement and unfairness. 

The difference is that you don’t awaken to find it was all a dream. I hope I can use 

what I have learned here to encourage other nurses to recognise and travel beyond 

the looking glass and hear these women’s extraordinary stories. 
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The above is an excerpt from the reflections I recorded following interviews with 

woman affected by domestic violence who took part in the study. My initial feelings I 

believe are very clear as I struggled to make sense of the world and feared that life for 

these women had been destroyed and was hopeless. However, I have kept in touch 

with six of the women. I have not initiated this contact but have been a willing 

recipient of their e-mails, letters and postcards.  

 

I can now reflect that there is hope in life but hope must come from a shared social 

conscience. I wish to share with the reader where some of the women are now. Whilst 

not all women are free from violence, I take their willingness to continue contact with 

me as an indication that they feel able to share their journey with me. 

 

Andrea continues to work and receive psychological support. Following our 

interviews she typed up a letter that she wishes me to read to all Undergraduate 

student nurses when I talk to them about domestic violence. Her letter is from the 

heart. I use this letter and have watched a student cry, while others avert their eyes or 

frown whilst they listen. 

 

Nora left Queensland with her daughter and is undertaking a nursing degree. She is in 

her final year. She said she was inspired by me to go and do this. Her daughter is on a 

protected register so that she cannot be removed from the country and she no longer 

hears from her ex-husband.  

 

Ange has commenced a Law degree and has taken up teaching fitness again. Her ex-

husband continues to bully, harass and intimidate her. 

 

Ursula has returned to work and still receives psychological support. Her ex-husband 

continues to bully, harass and intimidate her. Her daughter has just begun an abusive 

relationship with a male. 

 

Edwina’s ex-husband continues to bully, harass and intimidate her. She is still 

threatened with removal of her children. She is still labelled as in need of psychiatric 
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care and continues to fight the legal system for financial support and recognition of 

the abuse by her ex-husband. 

 

Inese became pregnant to her partner when he moved in again. The abuse was 

ongoing and her pregnancy was terminated at her request when her partner left again. 

Her relationship is ‘on and off’ again with the same partner and she continues to 

suffer such severe health issues that her doctor has told her she will ‘not make it to 

30’. 

 

Ashley finished a teaching degree and moved oversees. 
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APPENDIX A 

Women’s Information Sheet 

 

 

 

Information Sheet 

Health Issues and Violence: Women’s Perspectives 

Chief Investigator:  A/Prof. Marianne Wallis 

   Gold Coast Hospital 

   (07) 5571 8728 

 

This project is being undertaken by Marion Tower for submission as requirement of a 

Master of Philosophy degree at Griffith University. The project will be supervised by 

Associate Professor Marianne Wallis, Chair Clinical Nursing Research at Griffith 

University and the Gold Coast Hospital and Dr Jennifer Rowe, Lecturer, School of 

Nursing, Griffith University. Both are experienced researchers who have an interest in 

women’s health.  

 

Nurses are often the first health care worker to encounter women affected by domestic 

violence. To understand health from a woman’s perspective will allow nurses more 

opportunity to adequately address women’s health needs. The purpose of this project 

is to understand, from women’s perspectives, what they believe to be health issues 

and priorities, which result from domestic violence.  

 

Participation in this project will involve between one and three audiotaped interviews 

with Marion Tower. This interview will seek to understand your health experiences as 
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a result of physical, sexual and / or emotional abuse. The interviewer will ask 

questions regarding violent relationships that you have been in, your experiences of 

violence and how you believe your health was affected by this violence. 

 

A summary of the research and its findings will be available to you should you wish 

to see it. Please sign the attached sheet should you wish to receive such feedback and 

please supply an address to which it can be sent without compromising your safety. 

Should this interview cause any distress, counselling will be available through the 

counsellors in your facility. Your Participation in this project is voluntary. You may 

refuse to take part or may withdraw your consent at any time without explanation and 

it will not result in any loss or penalty of benefits to which you may be entitled. 

 

Your identity will be protected at all times by the use of pseudonyms and the facility 

will not be identified. All information obtained will be confidential and used solely 

for the purposes of this project. Audiotapes will be wiped clean after data is extracted 

and all written material will be in a form which does not identify you or the facility 

which you attend. At no time will your name or personal details be stored together 

with the record of the interview, thus, the collected data cannot be used for any legal 

purposes. 

 

The university requires that all participants be informed that if they have any 

complaints concerning the manner in which a research project is conducted it may be 

given to the researcher, or, if an independent person is preferred, either 

 

The University’s Research Ethics Officer, Office for Research, Bray 

Centre, Griffith University, Kessels Road, Nathan, QLD 4111, telephone 

(07) 3875 6618; 

Or 

 

The Pro Vice-Chancellor (Administration), Bray Centre, Griffith 

University, Kessels Road, Nathan, QLD 4111, telephone (07) 3875 7343. 
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Thank you for your support with this research project. Should you wish more 

information you can contact us below. 

 

Marion Tower (Master of Philosophy Student) Dr Jennifer Rowe   

School of Nursing     Co-Investigator, School of Nsg 

Griffith University     Griffith University 

Mt Gravatt      Mt Gravatt 

(07) 3875 5171     (07) 3875 7389 

 

Associate Professor Marianne Wallis 

Chair, Clinical Nursing Research, Griffith University 

Gold Coast Hospital 

Southport  (07) 5571 8728 
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APPENDIX B 

Women’s Consent Form 

 

 

 

Health Issues and Violence: Women’s Perspectives 

Consent Form (Participant’s Copy) 

 

You are asked to sign a consent form in which you agree to be interviewed by Marion 

Tower for the purposes of the research project ‘Health Issues and Violence: Women’s 

Perspectives’, as detailed in the information sheet. The purpose of this project to 

understand, from women’s perspectives, what they believe to be health issues, which 

result from domestic violence.  

 

Please read the information sheet and consent form carefully and then sign in the 

space below if you consent to be interviewed by Marion Tower for the purposes of 

this project. 

 

Participation in this project is voluntary. You may refuse to take part or may withdraw 

your consent at any time without explanation and it will not result in any loss or 

penalty of benefits to which you may be entitled. Information supplied will be used 

solely for the purposes of this research and cannot be used for legal purposes. 

 

A summary of the research and its findings will be available to you should you wish 

to receive one. Please read the information sheet attachment and fill out the required 

details should you wish to receive a summary of the project. 
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Your identity will be protected at all times by the use of pseudonyms and the facility 

will not be identified. All information obtained will be confidential and audiotapes 

will be wiped after data is transcribed.  

 

I have read the information sheet and the consent form. I agree to participate in the 

‘Health Issues and Violence: Women’s Perspectives’ project and give my consent 

freely. I understand that the project will be carried out as described in the information 

statement, a copy of which I have retained. I realise that whether or not I decide to 

participate is my decision and will not affect my participation in this group. I also 

realise that I can withdraw from the project at any time and that I do not have to give 

any reasons for withdrawing. I have had all the questions answered to my satisfaction. 

 

 

Signatures: 

 

 

 

…………………………………………………. ………………………….. 

Participant’s Signature     Date 

 

 

 

…………………………………………………. …………………………. 

Investigator’s Signature     Date 
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APPENDIX C 

Interview Schedule 

 

The interview will be guided by the following question and statements: 

 

1. Tell me about a time when you have looked after a female patient who has 

been affected by domestic violence. 

2. What do you understand to be the health needs of women affected by domestic 

violence? 

3. Tell me about how health services respond to women affected by domestic 

violence. 
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APPENDIX D 

Confidentiality Statement 

 
 

 

STATEMENT ON PRIVACY, INFORMATION SECURITY, AND 

CONFIDENTIALITY (Research Assistant Copy) 

 
In the course of your duties you will have access to confidential information about 

women who choose to take part in this research. 

By signing this statement, you acknowledge that your access to confidential 

information is for the purpose of performing your responsibilities in this research 

project and for no other purpose. 

1. I will look at and use only the information I need to do my job. I will not seek 

other confidential information that I do not need to perform my job. 

2. I understand that research participant information or any other confidential 

information is not to be shared with anyone who does not have an official need 

to know. I will be especially careful not to share this information with others 

in causal information. 

3. I will handle all materials – both paper and electronic – with care to prevent 

unauthorised use or disclosure of confidential information. I understand that I 

am not permitted to remove confidential information from my work area. I 

also understand that I may not copy information. 

4. Because electronic messages may be intercepted by other people, I will not 

use e-mail to send individually identifiable information. 
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5. If I no longer need confidential information, I will dispose of it in a way that 

ensures that others will not see it. 

6. I will handle all confidential information stored on a computer or downloaded 

to disc or CD with care to prevent unauthorised access to, or disclosure of, or 

loss of this information. 

 

I hereby acknowledge that: 

 

I understand the contents of this STATEMENT ON PRIVACY, INFORMATION 

SECURITY, AND CONFIDENTIALITY.  

 

Name:_________________________     Signature:_____________________ 

Witness 

Name:_________________________     Signature:______________________ 

Date:__________________ 
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APPENDIX E 

Information Sheet 

 

 
 
 

Information Sheet  
Domestic Violence & Women’s Health 

 
Chief Investigator: Professor Marianne Wallis 
Gold Coast Hospital 
(07) 5571 8728 
 
Co-Investigator / Contact person: Marion Tower (PhD student)   
School of Nursing & Midwifery 
Nathan Campus 
Griffith University 
Kessels Rd 
Mt Gravatt 
QLD 4111 
(07) 373 55171 
 

Background 

It is well recognised that Health Professionals play an important role in identifying 
and responding to women affected by domestic violence. Health professionals in 
Emergency and Community settings are often the first point of contact for women 
when they enter into the health system. This research aims to understand women’s 
health issues and health needs that result from domestic violence and the health 
service response to these identified needs. You are invited to participate in this 
research. 
 

What participation in the study involves 

Participation in this study involves taking part in an interview with the investigator 
(Marion Tower). This interview will be held in a location that you choose and will be 
voice recorded. The purpose of the interview will be to establish what health 
professionals understand to be health issues and health needs of women affected by 
domestic violence and how you understand health services respond to identified 
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needs. It is anticipated that the interview will take about 30 minutes.  You may be 
asked to take part in a second interview at a convenient location so that findings from 
the first interview may be confirmed or clarified. 
 
Consent to participate 
Participation in this research is voluntary and Health Professionals are under no 
obligation to consent or participate in this research. Non-participation will not involve 
any penalty. Participants may choose to discontinue participation at any time without 
penalty or without providing an explanation. While the research may not benefit the 
participants directly it may have the potential to highlight important practice and 
service issues regarding the health and health needs of women affected by domestic 
violence.  
 
Risk 
Participation in this research poses no risks as the research asks only that participants 
identify their perceptions of women’s health issues and health needs that result from 
domestic violence and to share their perceptions of health service responses. 
 
Confidentiality 
The data reported will use pseudonyms to protect individual identities and facilities 
will not be identified. Verbatim quotes from interviews will be reported however, all 
care will be taken to ensure appropriate reporting and participants will be given the 
opportunity to remove specific quotes from the report if they believe they are 
identifiable.  All information obtained will be used solely for the purposes of this 
project. Audio tapes will be erased following analysis of the interview data. Data will 
be kept in a locked filing cabinet in the School of Nursing & Midwifery at Griffith 
University for a period of seven years before being destroyed. A report of the findings 
of the study will be made available to participants. 
 
Complaints mechanism 
This study has been reviewed and approved by the Griffith University and Gold Coast 
Health Service District Human Research Ethics Committees. Should you wish to 
discuss the study with someone not directly involved, in particular in relation to 
matters concerning policies, information about the conduct of the study or your rights 
as a participant, or should you wish to make an independent complaint, you can 
contact the Co-ordinator or Chairperson, Gold Coast Health Service District Human 
Research Ethics Committee on (07) 5519 8010.  
Alternatively, if you have any concerns or complaints about the ethical conduct of the 
research project you may contact The Manager, Research Ethics, Griffith University 
on 373 55585 or research-ethics@griffith.edu.au. 
 
Privacy Statement 

The conduct of this research involves the collection, access and / or use of your 
identified personal information. The information collected is confidential and will not 
be disclosed to third parties without your consent, except to meet government, legal or 
other regulatory authority requirements. A de-identified copy of this data may be used 
for other research purposes. However, your anonymity will at all times be 
safeguarded. For further information consult Griffith University’s Privacy Plan at 
www.griffith.edu.au/ua/aa/vc/pp or telephone (07) 3875 5585.  
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Thank you for your consent and participation in this research. Should you 
require any further information you can contact us below. 
 
Marion Tower (PhD student)  Dr Jennifer Rowe (Co-Investigator) 
School of Nursing & Midwifery  School of Nursing & Midwifery 
Nathan Campus    Nathan Campus 
Griffith University    Griffith University 
Kessels Rd     Kessels Rd 
Mt Gravatt     Mt Gravatt 
QLD 4111     QLD 4111 
(07) 373 55171    (07) 373 57389 
 
Professor Marianne Wallis (Chief Investigator) 
Chair, Clinical Nursing Research 
Griffith University & The Gold Coast Hospital 
Southport 
(07) 5571 8728 
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APPENDIX F 

Information Sheet 

 

 
 
 

Information Sheet  
Domestic Violence & Women’s Health 

QE II Health Service District 
 

Chief Investigator: Professor Marianne Wallis 
Gold Coast Hospital 
(07) 5571 8728 
 
Co-Investigator / Contact person: Marion Tower (PhD student)   
School of Nursing & Midwifery 
Nathan Campus 
Griffith University 
Kessels Rd 
Mt Gravatt 
QLD 4111 
(07) 373 55171 
 

Background 

It is well recognised that Health Professionals play an important role in identifying 
and responding to women affected by domestic violence. Health professionals in 
Emergency and Community settings are often the first point of contact for women 
when they enter into the health system. This research aims to understand women’s 
health issues and health needs that result from domestic violence and the health 
service response to these identified needs. You are invited to participate in this 
research. 

What participation in the study involves 

Participation in this study involves taking part in an interview with the investigator 
(Marion Tower). This interview will be held in a location that you choose and will be 
voice recorded. The purpose of the interview will be to establish what health 
professionals understand to be health issues and health needs of women affected by 
domestic violence and how you understand health services respond to identified 
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needs. It is anticipated that the interview will take about 30 minutes.  You may be 
asked to take part in a second interview at a convenient location so that findings from 
the first interview may be confirmed or clarified. 
 
Consent to participate 
Participation in this research is voluntary and Health Professionals are under no 
obligation to consent or participate in this research. Non-participation will not involve 
any penalty. Participants may choose to discontinue participation at any time without 
penalty or without providing an explanation. While the research may not benefit the 
participants directly it may have the potential to highlight important practice and 
service issues regarding the health and health needs of women affected by domestic 
violence.  
 
Risk 
Participation in this research poses no risks as the research asks only that participants 
identify their perceptions of women’s health issues and health needs that result from 
domestic violence and to share their perceptions of health service responses. 
 
Confidentiality 
The data reported will use pseudonyms to protect individual identities and facilities 
will not be identified. Verbatim quotes from interviews will be reported however, all 
care will be taken to ensure appropriate reporting and participants will be given the 
opportunity to remove specific quotes from the report if they believe they are 
identifiable.  All information obtained will be used solely for the purposes of this 
project. Data will be kept in a locked filing cabinet in the School of Nursing & 
Midwifery at Griffith University for a period of seven years before being destroyed. A 
report of the findings of the study will be made available to participants. 
 
Complaints mechanism 
This study has been reviewed and approved by the Griffith University and Princess 
Alexandra Hospital Human Research Ethics Committees. Should you wish to discuss 
the study with someone not directly involved, in particular in relation to matters 
concerning policies, information about the conduct of the study or your rights as a 
participant, or should you wish to make an independent complaint, you can contact 
the Co-ordinator or Chairperson, Princess Alexandra Hospital Human Research Ethics 
Committee on (07) 3240 5856 or e-mail  PAH_Ethics_Research@health.qld.gov.au.  
Alternatively, if you have any concerns or complaints about the ethical conduct of the 
research project you may contact The Manager, Research Ethics, Griffith University 
on 373 55585 or research-ethics@griffith.edu.au. 
 
Privacy Statement 

The conduct of this research involves the collection, access and / or use of your 
identified personal information. The information collected is confidential and will not 
be disclosed to third parties without your consent, except to meet government, legal or 
other regulatory authority requirements. A de-identified copy of this data may be used 
for other research purposes. However, your anonymity will at all times be 
safeguarded. For further information consult Griffith University’s Privacy Plan at 
www.griffith.edu.au/ua/aa/vc/pp or telephone (07) 3875 5585.  
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Thank you for your consent and participation in this research. Should you 
require any further information you can contact us below. 
 
Marion Tower (PhD student)  Dr Jennifer Rowe (Co-Investigator) 
School of Nursing & Midwifery  School of Nursing & Midwifery 
Nathan Campus    Nathan Campus 
Griffith University    Griffith University 
Kessels Rd     Kessels Rd 
Mt Gravatt     Mt Gravatt 
QLD 4111     QLD 4111 
(07) 373 55171    (07) 373 57389 
 
Professor Marianne Wallis (Chief Investigator) 
Chair, Clinical Nursing Research 
Griffith University & The Gold Coast Hospital 
Southport 
(07) 5571 8728 
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APPENDIX G 

Consent Form 

 

 
 
 

Consent Form 

Domestic Violence & Women’s Health 

Gold Coast Hospital Health Service District Participants 
 

Chief Investigator: Professor Marianne Wallis 
Gold Coast Hospital   
Tel:(07) 5571 8728 
 
Co-Investigator / Contact person: Marion Tower (PhD student)   
School of Nursing & Midwifery 
Nathan Campus, Griffith University 
Kessels Rd, Mt Gravatt QLD 4111 
Tel: (07) 373 55171 
 
You are asked to sign a consent form in which you agree to take part in an interview 
with Marion Tower for the purposes of the research project ‘Domestic Violence & 
Women’s Health’, as detailed in the information sheet. Please read the statements 
below and if you are willing please sign this consent form. 
 
I have read the information sheet and understand that: 
 This research is to understand women’s health issues and health needs that result 

from domestic violence and health service responses to identified needs. 
 There will be one, or possibly two, interviews. 
 Participation is voluntary and I may discontinue participation at any time without 

penalty or explanation. 
 Any reports or publications that result for this research will be reported in general 

terms and will not involve identifying participants or facilities. 
 The data will be kept confidential at all times and in a locked filing cabinet in the 

School of Nursing & Midwifery for a period of seven years before being 
destroyed. 

 A report about the study findings will be made available to participants 
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I have read and understood the information sheet and the consent form. I agree to 
participate in the study and give my consent freely. I understand that the study will be 
carried out as described in the information sheet, a copy of which I have retained. I 
realise that whether or not I decide to participate is my decision. I also realise that I 
can withdraw consent at any time and that I do not have to give any reasons for 
withdrawing. I have had all questions answered to my satisfaction. 
 
 
 
…………………………………………………………………… 
 Participant’s Signature / Date 
 
 
 
…………………………………………………………………… 
 Witness’ Signature / Date 
 
 
I confirm that, to the best of my knowledge, the participant has understood the 
information provided to him / her, the implications of this information and that the 
participant will be provided with a copy of this document. 
 
 
………………………………………………………………….. 
 
 Investigator’s Signature / Date 
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 APPENDIX H 

Consent Form 

 

 
 
 

Consent Form 

Domestic Violence & Women’s Health 

QE II Health Service District Participants 
 

Chief Investigator: Professor Marianne Wallis 
Gold Coast Hospital   
Tel:(07) 5571 8728 
 
Co-Investigator / Contact person: Marion Tower (PhD student)   
School of Nursing & Midwifery 
Nathan Campus, Griffith University 
Kessels Rd, Mt Gravatt QLD 4111 
Tel: (07) 373 55171 
 
You are asked to sign a consent form in which you agree to take part in an interview 
with Marion Tower for the purposes of the research project ‘Domestic Violence & 
Women’s Health’, as detailed in the information sheet. Please read the statements 
below and if you are willing please sign this consent form. 
 
I have read the information sheet and understand that: 
 This research is to understand women’s health issues and health needs that result 

from domestic violence and health service responses to identified needs. 
 There will be one, or possibly two, interviews. 
 Participation is voluntary and I may discontinue participation at any time without 

penalty or explanation. 
 Any reports or publications that result for this research will be reported in general 

terms and will not involve identifying participants or facilities. 
 The data will be kept confidential at all times and in a locked filing cabinet in the 

School of Nursing & Midwifery for a period of seven years before being 
destroyed. 

 A report about the study findings will be made available to participants 
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I have read and understood the information sheet and the consent form. I agree to 
participate in the study and give my consent freely. I understand that the study will be 
carried out as described in the information sheet, a copy of which I have retained. I 
realise that whether or not I decide to participate is my decision. I also realise that I 
can withdraw consent at any time and that I do not have to give any reasons for 
withdrawing. I have had all questions answered to my satisfaction. 
 
 
 
 
…………………………………………………………………... 

Participant’s Name (In full) 
 
 
 
…………………………………………………………………… 
 Participant’s Signature / Date 
 
 
 
…………………………………………………………………… 

Witness’ Name (In full) 
 
…………………………………………………………………… 
 Witness’ Signature / Date 
 
 
I confirm that, to the best of my knowledge, the participant has understood the 
information provided to him / her, the implications of this information and that the 
participant will be provided with a copy of this document. 
 
 
…………………………………………………………………. 

Investigator’s Name (In full) 
 
 
………………………………………………………………….. 
 Investigator’s Signature / Date 
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APPENDIX I 

Revocation of Consent Form 

 

EC No: 2007/026 

Project Title: Domestic Violence & Women’s Health 

Name of Researchers: Marion Tower, RN, BN (Hons), Professor 
Marianne Wallis, RN, PhD, Dr Jennifer Rowe, RN, PhD 

 

 
 
 
 
 I hereby wish to WITHDRAW my consent to participate in the research 

project described above and understand that such withdrawal WILL NOT 
jeopardise any treatment or my relationship with The Princess Alexandra 
Hospital or Queen Elizabeth II Health Service District or Griffith 
University. 

 
 
 
 
Participant’s name (please print).................................................................... 
 
 
(Signature)....................................  Date:----/----/------------ 
 
 
 
 
 
 
 
  
This Revocation of Consent should be forwarded to: 
 
  
Marion Tower (PhD student) 
School of Nursing & Midwifery 
Nathan Campus 
Griffith University 
Kessels Rd 
Mt Gravatt 
QLD 4111 
Tel: (07) 373 55171 
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APPENDIX J 

Poster 

 
 

DOMESTIC VIOLENCE & WOMEN'S HEALTH 
 

You are invited to share your experience and expertise by participating in a 

research project about domestic violence and women's health. 

 

Health Professionals play an important role in identifying and responding to women 

affected by domestic violence. Health professionals in Emergency and Community 

settings are often the first point of contact for women when they enter into the health 

system. This research aims to understand women’s health issues and health needs that 

result from domestic violence and the health service response to these identified 

needs. You are invited to participate in this research. 

What participation in the study involves: 

Participation in this study involves taking part in an interview with the investigator 

(Marion Tower). This interview will be held in a location that you choose and will be 

voice-recorded. The purpose of the interview will be to establish what health 

professionals understand to be health issues and health needs of women affected by 

domestic violence and how you understand health services respond to identified 

needs. It is anticipated that the interview will take about 30 minutes.  It is possible that 

a second interview may be held to clarify any findings. 

Participation is voluntary and you are under no obligation to consent or participate in 

this research.  

Should you wish to participate please contact: 

Marion Tower, School of Nursing & Midwifery, Griffith University, Tel: (07) 373 

55171. 

Thank you for your consideration. 
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