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Synopsis......... Ciseetesesnannae

A total of 289 abused women who sought
assistance in several battered women’s agencies

were interviewed. Of these abused women, 70
Dpercent reported a delay of more than a year in
seeking help from the agency, even though many of
them reported having experienced severe or life
threatening abuse.

There was no association between the severity of
abuse and the time lapsed in seeking help from an
agency, indicating that women exposed to severe,
life-threatening physical abuse frequently delay help
seeking.

Increased attention to barriers to help seeking
among battered women and approaches to increas-
ing the accessibility of services for battered women
seem warranted.

SINCE THE MIDDLE 1970s, considerable attention
has been given by researchers, policy makers, and
the media to the social problem of violence in the
home. Recent initiatives of the Surgeon General
and the Attorney General’s Task Force have identi-
fied domestic violence as a serious public health
problem (/,2).

Wife assault, in particular, represents a major
source of injury to women in America (1,2). It
often occurs over prolonged periods (3), and it
appears to be a more common cause of injury to
women than automobile accidents, muggings, and
rapes combined (4). Wife assault results in greater
physical damage. to victims than assault by strang-
ers (5). Estimates of the proportion of women who
have experienced serious physical abuse at least
once by their intimate partners range from 15 to 70
percent (3,6). A more recent report (7), using
Federal Bureau of Investigation data from 1976 to
1987, found that 34 percent of all female homicide
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victims older than 15 years were killed by their
husbands or intimate partners.

The growing public awareness of this problem
has not been matched by reliable data on improved
methods of intervention to ameliorate chronic pat-
terns of domestic violence in many American
households. In particular, there is little known
about battered women’s delay in seeking help.
Some claim that studies of battered women’s help
seeking is one of the important priorities for
domestic violence research in the 1990s (8).

Much of the research on battered women has
focused on clinical populations—women who have
sought help in various therapeutic support agencies
such as shelters or group therapy programs (9).
Little attention, however, has been paid to wo-
men’s help-seeking behavior, including the factors
related to contact with helping agencies (8).

Our study focuses on the relationship of catego-
ries of physical abuse and delay before contact with



battered women’s support agencies. We address the
primary question, is the level (or type) of partner
physical abuse, ranging from low level to severe,
associated with a battered woman’s delay in con-
tacting support agencies?

Methods

This investigation is based on data from self-
administered questionnaires completed by battered
women during the first 11 months of 1987. These
women had sought help in battered women’s agen-
cies situated in three metropolitan areas—one each
in the Midwest, the West Coast, and the Pacific
Northwest. The metropolitan areas where the agen-
cies were located had similar histories related to the
problem of domestic violence.

Services for abused women, including shelters
and community support groups, were established in
all three areas as early as the middle 1970s. In addi-
tion, legislation to protect victims of domestic vio-
lence was implemented in all three areas in the 1980s.
For example, laws were instituted mandating police
officers and the justice system to arrest and prosecute
batterers after a domestic violence disturbance.

Of 334 women seeking assistance who were asked
to participate in the research during the 11 months
of data collection, 289 completed the questionnaire
at the time they entered the helping agencies. The
first investigator was present to answer questions or
provide needed information. Thirty-eight percent of
the subjects were interviewed in the West Coast
metropolitan area, 40 percent of the sample came
from the Midwest metropolitan area, and 22 per-
cent were interviewed in the Pacific Northwest
metropolitan area.

Prior to participation in the study, the battered
women were given an introductory letter containing
information about the study. If the women were
interested in participating, they met with the first
investigator to learn more about the study and have
the opportunity to ask questions. The women read
and signed an informed consent statement prior to
completing the questionnaire.

Eligibility for inclusion in the sample was based
on the respondents seeking assistance in battered
women’s therapeutic, support-oriented services,
such as shelters or community support groups,
because of battery by an intimate partner. Six
women who were seeking legal services only were
considered ineligible for the sample. The history of
battery reported by the women in this sample
concerned the abuse that they had experienced by
their current spouse or partner.

Table 1. Interval between first physical abuse and agency
contact by battered women, 1987 study in three metropolitan

areas
Interval Number Percent
Lessthantmonth ................ 14 5.4
1-6months....................... 29 11.2
6months-1year.................. 34 131
1-3years..........cooviiiiinnn 56 215
3yearsormore................... 127 48.8
Total....ooveviiiieaees 1260 100.0

120 other members of the sample underwent verbal abuse only, and 9 did not
supply data on their questionnaires.

Table 2. Interval between worst physical abuse by partner
and agency contact by battered women, 1987 study in three
metropolitan areas

Interval Number Percent
Lessthan 1 month ................ 63 27.8
1-12months. ..................... 84 37.0
Longer than 12 months ............ 80 35.2

Total 1227 100.0

119 other members of the sample could not single out their worst case of
abuse; 34 either did not suffer physical abuse or did not specify 1 worst incident;
and 9 supplied no data on their questionnaires.

The definition of severity of abuse was based on
the respondent’s report of their worst abusive
episode. A total of 236 women in the sample of
289 reported a worst episode of physical abuse; 19
who were unable to identify a single worst episode
of abuse out of the many severe episodes of abuse
they had experienced were excluded from the analy-
ses of the worst episode of abuse. A total of 34
women were excluded from the analysis for other
reasons; 22 indicated that the questions on worst
physical abuse were not relevant to them, 10 did
not respond, and the responses of 2 were indeci-
pherable.

Worst abuse was established from questions that
focused on the types (or level) of worst partner
physical abuse experienced by each respondent.
They were asked to indicate all the types of abuse,
from low level to severe, that occurred to them
during the worst physical episode. These were then
graded from lowest level to most severe as fol-
lows: slapped, hit with fists or feet, pushed,
thrown, or restrained, beat severely with fists or
feet, forced to have sexual contact, hit with various
objects, and shot, stabbed, choked, or had bones
broken.

Delay of contact with helping agencies was

July-August 1991, Vol. 108, No. 4 361



Table 3. Number of physical abuses by partner reported by
battered women at agency contact, 1987 study in three
metropolitan areas

Abuses Number Percent
(07 - P 19 6.6
2-3times................ooviinn. 49 171
4-5tmes............coiiiiiiinn. 31 10.8
6-9times................oiiiiin. 38 133
10-19times .............cocvuunnn. 37 129
More than 20 times................ 92 32.2
None-not relevant' ................ 20 7.0
Total ..........ccciiivi. 2286 100.0
! Verbal abuse only.
23 other bers of the sample provided no data on their questionnaires.

Table 4. Characteristics of worst episode of physical abuse
by partner reported by battered women, 1987 study in three
metropolitan areas

Type of abuse Number Percent
Slapped ..ot 124 46.3
Hit with fists or feet ............... 141 52.6
Pushed, thrown, restrained......... 52 19.4
Beaten severely................... 89 33.2
Forced sexual contact ............. 57 21.3
Hit with various objects ............ 48 17.9
Shot, stabbed*.................... 70 26.1

' Shot, stabbed, choked, had bones broken.

A total of 236 women reported 581 incidents of worst abuse, which is why the
percentages total more than 100. A total of 53 members of the sample did not
respond.

measured by the time from the ‘‘worst episode’’ of
partner physical abuse to contact with the shelter,
support group, or group therapy program. Specifi-
cally, ‘““worst delay’’ was measured by the time
difference between date of the ‘‘worst physical
episode’’ and the date of contact with the battered
women’s agency.

Results

Sociodemographic characteristics. Nearly one-half
of the sample (46 percent) were nonwhite—23.9
percent black, 10.4 percent American Indian, 8.3
percent Hispanic, and 3.4 percent Asian. Nearly
one-third (30 percent) were married; another 29
percent were married but separated. Of the total,
30 percent had no children; 22 percent reported one
child; 27 percent indicated that they had two chil-
dren. The mean age of the sample was 31 years.
The largest proportion, 32 percent, reported some
college education, while S5 percent of the sample re-
ported some post-graduate education.

Of the total sample, 95 percent had worked for

362 Public Health Reports

pay at one time in their lives, 59 percent of them
full time, about 36 percent part time. Of all those
who worked, 30 percent were in service occupa-
tions, 29 percent in administrative support or
clerical positions. About 6 percent of the abused
women were laborers, while 9 percent were in
professional occupations.

There was a significant range in the abused
women’s annual income (based on the year preced-
ing the interview). Sixteen percent reported no
income, while one woman reported income of
$50,000 or more. The largest proportion of abused
women (24 percent) reported $5,000 to $10,000
annual income. The average income for the abused
women was quite low, approximately $4,000 per
year.

Battered women’s delay and severity of abuse. The
interval between first physical abuse and seeking
help was more than 1 year for 70 percent of the
women (table 1). Few respondents (5 percent) re-
ported delay of less than a month from the first re-
ported physical abuse. For more than one-third of
the respondents, the interval from the worst epi-
sode of physical abuse to agency contact exceeded
1 year (table 2). Most respondents (58 percent) re-
ported more than five episodes of abuse prior to
agency contact (table 3).

Table 4 shows the level of partner physical abuse
experienced by respondents during the worst epi-
sode of abuse. Since respondents were instructed to
indicate all of the physical abuses experienced
during the worst episode, the percentages total
more than 100. Less life-threatening physical abuse,
such as being hit or slapped, generally occurred
more often during the worst physical episode than
life-threatening abuses. However, a number of
respondents were beat severely, hit with various
objects, or shot, stabbed, or choked during the
worst physical episode. One in five respondents
reported forced sexual contact during the worst
episode of abuse.

The distribution of delay by severity of worst
partner physical abuse is shown in table 5. In this
table, women are classified by the most severe type
of abuse reported in their worst episode of abuse.
For example, 22 percent of the women reported
being shot, stabbed, choked, or having bones
broken during their worst episode of abuse. Only 5
percent of the women reported that being slapped
was the most severe type of abuse in their worst
episode of abuse. In all categories of severity, a
significant percentage reported a delay of 12
months or more from the worst episode of abuse to



agency contact. Differences in the distribution of
delay across severity categories were not statistically
significant (X = 8.4, NS).

Discussion

Findings of the study indicate that many abused
women experience long delay from first reported
physical abuse to help seeking in battered women’s
agencies. Long delay was commonly reported by
women experiencing life-threatening abuse in their
worst episode. It is significant that the severity of
abuse was not related to shorter delay in help
seeking. While one would hope that women experi-
encing the most life-threatening forms of abuse
would report the least delay between an abusive
event and substantial assistance, our data do not
suggest that this is the case. Many of the women in
this study had prior contact with a variety of
sources of intervention, including police (20 per-
cent), the courts (16 percent), and health care
providers (22 percent). Regardless of this contact,
further occurrences of potentially life-threatening
domestic violence took place.

These data support Randall’s statement that ‘“as
battering escalates, so do their feelings of profound
isolation from the institutions and resources.. .that
presumably could help them” (7). Long delay in
contacting support services may have serious conse-
quences for the physical and psychological health
of abused women. Since 70 percent of the women
participating in this study had children present in
the home, the effects of continuing domestic vio-
lence on the well-being and development of the
children of battered women and on inter-genera-
tional transmission of familial patterns of abuse are
also significant public health concerns. Observing
violence when growing up and being abused in
childhood or adolescence are both associated with
later victimization by adult partners (3,6,10-14).

Abused women commonly report feelings of fear
and helplessness after physical abuse (15). Informa-
tion from an open-ended question showed that fear
of further abuse prompted 64 percent of the
women to seek help. A decision to end the abuse
influenced 58 percent of the women and termina-
tion of the abusive relationship influenced 54
percent to seek outside help. Since these respon-
dents typically experienced severe or life-threat-
ening physical abuse over a long period by an
intimate, they and their children may have substan-
tial needs for legal, health, and psychological
services. Considering that there may be large social
and personal costs as a result of delay, increased

Table 5. Interval from worst physical abuse to agency contact
by battered women according to level of abuse (from low level
to life-threatening), 1987 study in three metropolitan areas

Percent with interval of—

Women

Level 1 month 1 year More than ———————
of abuse orless orless 1year Number Percent
Slapped ............. 50 25 25 12 5
Hit with fists, feet .... 24 37 39 38 17
Pushed, thrown ...... 25 33 42 24 1"
Beaten severely...... 29 37 34 41 18
Forced sex .......... 32 46 21 28 12
Hit with objects ...... 18 36 45 33 15
Shot, stabbed'....... 29 37 33 51 22

I 7 2227 100

1 Includes being choked or having bones broken or both.

249 could not singld out one worst case of abuse; 34 did not experience
physical abuse or did not identify it; and 9 provided no data on their question-
naires

X2 = 8.424 (significance .7511) Pearson’s R = 01640 (significance .4030).

attention to the barriers to obtaining help and
factors associated with delay in battered women’s
contact with support services seems warranted.

Since this study was not based on a probability
of all battered women in a given geographic area,
the generalizability of these findings to all battered
women is uncertain. It would have been desirable
to include women seeking help from other formal
sources of help, such as police or health care
providers. We were also unable to compare the
characteristics of women seeking help with a com-
parison group of women who had not sought help
for battery. However, it would probably be unethi-
cal to study spouse abuse among women not
seeking help without providing some form of
assistance or referral, complicating longitudinal
research on patterns of help seeking among abused
women.

There are several policy implications in this
research. Public educational programs on battery
and spousal abuse, to the extent that they exist,
should attempt to increase awareness that help
seeking for spouse abuse is often delayed. Educa-
tion might increase the likelihood of help seeking
after the initial episode of abuse. Persons responsi-
ble for health, legal, and social services might also
be encouraged to establish procedures to improve
the recognition and referral of abused women
within their agencies. Finally, there is a paucity of
research on how and where women seek help for
spouse abuse, on barriers to help for women
coming in contact with legal and health agencies,
and on the effectiveness of different forms of
intervention to ameliorate the effects of past abuse
and to prevent future abuse.
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SYnopSIS ...ttt iiiiaa e

This review discusses nutrition and related health
problems among homeless Americans, summarizes
recent information, and identifies needs for services
and future research. The nature of homelessness
today provides a context for the discussion. Many
homeless persons eat fewer meals per day, lack

food more often, and are more likely to have
inadequate diets and poorer nutritional status than
housed U.S. populations. Yet many homeless peo-
Dle eligible for food stamps do not receive them.
While public and private agencies provide nutri-
tious food and meals for homeless persons, avail-
ability of the services to homeless persons is
limited.

Many homeless people lack appropriate health
care, and certain nutrition-related health problems
are prevalent among them. Compared with housed
Dpopulations, alcoholism, anemia, and growth prob-
lems are more common among homeless persons,
and pregnancy rates are higher. The risks vary
among homeless persons for malnutrition,
nutrition-related health problems, drug and alcohol
abuse, and mental illness. For example, among
homeless persons, fewer heads of families than
single adults are substance abusers, and mental
illness varies in prevalence among single men,
single women, and parents in homeless families.

Homeless persons need improved access to food,
nutrition, and health services. More nutrition edu-
cation needs to be available to them and to service
providers. Use of representative samples and vali-
dation of self-reported nutrition and health data
will help future investigators to clarify the relation-
ships between the characteristics of the homeless
and their nutritional status.
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